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AUTHOR'S PREFACE TO THE FIRST EDITION. 


Tue object I had in view in the production of the present work was 
a short and clear description of Surgical Diseases and their Treat- 
ment ; in which I have endeavoured, as far as possible, to point out 
the best works both of these and foreign countries. According to 
the plan of this book, many things are slightly treated of, and many 
only hinted at, which will be enlarged on in my oral lectures. 

I must not be blamed for having omitted Diseases of the Eye and 
Ear ; for Ophthalmic Surgery has attained so great importance as to 
require a special treatise ; and, like many other Teachers, I deliver 
a separate course of Lectures on Diseases of the Eye and Ear. 


Heidelberg, November 1821. 


PREFACE TO THE FIFTH EDITION.* 


THE short space of time in which a new Edition has become neces- 
sary, (although the fourth consisted of above two thousand copies,) 
and the translations of it which have appeared in seven different 
languages, are such honourable and pleasing testimonies of the con- 
tinued favourable reception of this book, that I have, with the 
greatest diligence, endeavoured to enlarge and improve it, in corre- 
spondence with the present state of Surgery. The last six years 
have been specially fruitful in important events throughout the 
whole realm of Surgery, and I trust I have not overlooked anything 
of consequence. ‘To M. Pian#, I must offer my best thanks for the 
many additions he has made to his French translation. 


Heidelberg, June 1889. 


* Second Edition, Dec., 1825; Third Edition, April, 1828; Fourth Edition, April, 
1833. 


viii AUTHOR’S PREFACE. 


PREFACE TO THE SIXTH EDITION. 


AuruovcH from the extremely short space of time which has ren- 
dered a sixth edition of this Handbook necessary, very numerous 
additions and alterations cannot be made, yet I hope, by much im- 
provement, to have increased its utility. May it still continue to 


merit the favourable reception it has hitherto enjoyed. 


CHELIUS. 
Heidelberg, August, 1843. 
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TRANSLATOR’S PREFACE. 


Ir is a common practice in the German Medical Schools for the 
Teacher to publish a Textbook on the subject of which he treats, 
and, taking this with him into the Class-room, to enlarge upon it, 
and thus form his lecture. This is the reason why, in the work 
of CHELIus, many things are but slightly noticed, and some only 
hinted at, which seem worthy of being fully and completely detailed. 

Had I confined myself to a mere translation of my original, many 
important points must have been omitted, and the object for which 
I undertook the publication of the Handbook could not have been 
attained. 1 was therefore obliged to resort to annotations and com- 
ments, the result of my own experience and reading, for the purpose 
of filling up and enlarging the Author’s short notices, so as to 
render them more generally useful both to the student and the prac- 
titioner. In doing this I have far exceeded the limits I had origin- 
ally proposed to myself, but the subject is so important, and fresh 
matter was so constantly at hand, that my great difficulty has been 
in restricting my work within its present bounds. 

My first object in undertaking this task was to render Surgeons 
in this country more conversant with foreign practice than they had 
hitherto been. French Surgery, with its showy, but sometimes too 
hazardous operations, had indeed been pretty well known among us 
ever since the peace of 1815, soon after which, medical students, 
with other British visitors, flocked in crowds to the French capital. 
But of the Surgery of the German Schools very little had been 
known in England until within the last few years, no standard 
German book having appeared in English since the publication of 
HEIsTER’s valuable work a century ago. 


x TRANSLATOR’S PREFACE. 


Several years since, when I was preparing to deliver Lectures on 
Surgery at St. Thomas’s Hospital, (soon after commencing which, 
severe illness forced.me to resign my appointment,) I was thankful 
for the great assistance I derived from becoming acquainted with 
Cnetus’s excellent Handbuch der Chirurgie; and as I grew more 
familiar with the work, it appeared to me that a translation of 
it would present to my countrymen a fair and satisfactory view 
of the important services which our German brethren have rendered 
to Surgery. Still, however, I felt it would be necessary to add notes 
of my own, for the purpose of explaining and discussing occasional, 
and sometimes important, differences in the practice of the German 
and English Schools. In doing this I trust I have fairly stated the 
arguments on both sides, and shown on what grounds I have decided - . 
between them. 3 | 

I shall be charged, I fear, with having buried my Author beneath 
a mass of notes and comments. They are indeed numerous, and 
they might occasionally have been made shorter, had I condensed, 
in my own words, the opinions of the authors I have cited. To 
this practice, however, though not uncommon, I am utterly opposed. 
The meaning of a writer ought to be best set forth in his own words, . 
and if others attempt to convey his meaning briefly, they not unfre- 
quently fail to declare his opinions, or they altogether misrepresent 
them. Ihave, therefore, with but few and unimportant exceptions, 
quoted the statements of authors in their original words. [have also, 
as far as possible, endeavoured to award to the originators of new 
modes of practice, their just meed of credit; and if, as may occa- 
sionally have happened, I have passed by unnoticed any of the 
leading Surgical writers of the British Schools, I hope on a future 
opportunity to repair my seeming inattention. 

To Professor CuEL1us, with whom I communicated previously 
to the commencement of my publication, my best thanks are due, 
for his kindness in furnishing me with the several parts of his new 
edition, at the earliest opportunity. I trust he will be gratified with 
the pains I have taken to place him in a condition to be estimated 
as he truly deserves to be by British Surgeons, and to make his 
work a stock book in English Surgical Literature. | 


TRANSLATOR’S PREFACE, xi 


Ihave also to thank many kind friends who have furnished me 
with information which has been of great use to me, and which I 
could not otherwise have obtained. But to none am I more deeply 
indebted than to my able and excellent friend James Drxon, Surgeon 
to the London Ophthalmic Hospital, and lately Demonstrator of 
Anatomy in St. Thomas’s School, for his ready and constant assistance 
during the whole course of this work ; and it is with much pleasure 
that I take this opportunity of offermg my testimony to his high pro- 
fessional talent and private worth. 

Before I conclude, it is but justice to my Publisher to acknow- 
ledge his liberality in allowing me entirely to control and conduct 
this work, according to my own views, no less than his readiness 
in undertaking, solely on my recommendation, the publication of a 
book, which, although well known and estimated abroad, was almost 
new to English Surgeons, and could only be brought out, in the 
manner I desired, at considerable risk and expense. To him, there- 
fore, is due in part the appearance of this eighth translation of 
Cuetius’s Handbook, since without his assistance it would probably 
have never seen the light. | 

I know not whether to consider it a matter of gratulation, that a 
reprint of my translation has been begun at Philadelphia. Nine 
numbers have already appeared, without any communication having 
been made with my publisher, although he had offered to furnish 
an edition for the American market before the forms were broken 
up. I must at least feel gratified that my Author’s celebrity has 
reached to the western hemisphere: it will be extended to India, in 
a way more satisfactory to my publisher, through the munificence 
of the Directors of the Honourable East India Company. 


JoHN F. Sours. 
Blackheath, February, 1847. 
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ANALYTICAL INDEX. 


ABpomEN, Wounps or, i. 456; varieties of 
wounds of the abdomen, i. 456 ; super- 
ficial wounds, i. 456; bruises—symptoms, 
treatment, and consequences, i. 457 ; 
treatment of wounds of the epigastric, 
internal mammary, or abdominal ar- 
tery, 1. 457; Travers on the effects of 
injury of the abdomen, i. 457; general 
treatment of wounds of the abdomen, i. 
457; penetrating wounds, i. 457; symp- 
toms, 1. 457 ; Hennem on the escape of 
the intestines from injury, in penetrating 
wounds of the abdomen, i. 457; Green’s 
case of fatal penetrating wound of the. 
abdomen, i. 458; treatment of simple 
wounds of the abdomen, i. 458; Travers 
on wounds of the abdomen, i. 458; use of 
sutures in wounds of the abdominal parie- 
tes, i. 458 ; occasional symptoms caused 
by the use of sutures, 1. 458; mode of 
applying the sutures, i. 458; Graéfe on 
_ the application of sutures, and including 
the peritoneum in the suture, i. 459; 
treatment of penetrating wounds, i. 459 ; 
_Hennen on the treatment of penetrating 
wounds of the abdomen, i. 460; protru- 
sion of the omentum or intestines, i. 
460; return of the protruded part, i. 
460; enlargement of the wound some- 
' times necessary to effect the return, i. 
460; condition of the protruded intes- 
tine a guide to its return, i. 461; if the 
omentum be inflamed, bruised, and 
partly disorganized, or gangrenous, it 
must not be returned, i. 461; Dupuytren 


objects to the return of the protruded | 


omentum into the abdomen, i. 461; 
Wounds of the Intestines, i. 462; symp- 
toms, 1. 462; Travers, Green, Tyrrell, 
- and South’s cases of wounded intestines, 
i. 462; Travers on wounds of the intestines 
communicating directly with the surface, 
i, 463; varieties of wounds of the intes- 
tines, i. 463; Travers on the varieties of 
wounds of the intestines, i. 463 ; difference 
_ of opinion as to the treatment of wounded 
and protruded intestine, i. 463; different 
kinds of stitches employed, i. 463 ; Scarpa 
and Larrey’s practice, i. 464; Denans, 
Béclard, Jobert, Lembert, and Reybard’s 
practice in wounded intestine, i. 464, 
465; Shipton’s and Travers’ experi- 
ment, i. 465-7; Else, Benjamin Bell, 
John Bell, and Hennen, on the use of 
the suture in wounded intestine, i. 466, 
VOL. I. 


467; objections to the use of stitches in 
wounded intestine, i. 467; reasons in 
favour of their use, i. 468; Travers on 
the objections to returning a wounded in- 
testine, without suture, into the abdomen, 
i. 468; Travers and Benjamin Bell, on 
the withdrawal of the suture, after union 
has taken place, i. 468; Travers’ direc- 
tions for stitching a wounded intestine, 
i. 468; approval of Lembert’s plan, i. 
469; Astley Cooper’s practice in small 
wounds of the intestines, i. 469 ; Dupuy- 
tren’s modification of Lembert’s plan, i. 
469; Travers on the reparation by ar- 
tificial connexion of the divided parts of 
a wounded intestine, i. 470; treatment of 
a perfectly divided intestine, one end only 
being found, i. 470 ; treatment of wounded 
intestine, i. 470; treatment of wounded 
intestine when the feces escape by the 
wound, i. 471; Travers and South on 
the treatment of wounded intestine with- 
out feecular discharge or prolapse, i. 471; 
Travers on spontaneous reparation in 
wounded intestine, i. 471; contraction of 
the intestine sometimes the result of a 
wound, i. 471; effusion of fecal matter, 
blood, or other fluid, constitutes the 
most dangerous complication of pene- 
trating wounds of the abdomen, i. 471; 
Travers and Hennen on effusions into 
the cavity of the abdomen under such 
circumstances, i. 472; extravasation of 
the intestinal contents, i. 472; Travers 
on the impediments to effusion of the 
intestinal contents, i. 472 ; symptoms of 
effusion, i. 473; effusion of blood into the 
cavity of the abdomen, i. 473; the ef- 
fused blood is either collected in a cir- 
cumscribed space, or diffused over the 
abdomen, 1. 473; treatment of extravasa- 
tion, i. 473; Hennen’s case of musket- 
shot wound of the abdomen, the ball 
passing afterwards per anum, 1. 474. 


ABERNETHY, on severe phlebitis, i. 78; 


on poultices, i. 85; on opening a cold 
abscess with a lancet-puncture, or a 
trocar, 1. 90; on incisions in carbuncle, i. 
138; on permanent chordee, from the 
extension of the inflammation to the 
corpus spongiosum, i. 158; on gonorrhea 
virulenta, i. 162 ; objection to any attempt 
to check gonorrheea, i. 169 ; recommends 
a soothing practice, i. 169; on lumbar 
abscess generally connected with carious 


b 


Xiv 


vertebrae, i. 186; experiments to cause 
the absorption of the pus, i. 188; treat- 
ment of lumbar abscess, i. 189 ; supported 
by Astley Cooper and Lawrence, 1, 190; 
on the symptoms of the inflammation 
which sometimes supervenes after the ab- 
scess has been opened, i. 191; paronychia 
ungualis, i. 192; paronychia tendinosa, i. 
193 ; paronychia osseosa, i. 194 ; on epiny- 
chia, or ulceration, with great thickening 
at the ends of the fingers, i. 194; on the 
cure of epinychia, 1.198; case of wounded 
meningeal artery, i. 301 ; on a costive state 
of the system preceding tetanus, 1. 378 ; 
on the treatment of simple fracture of 
the skull with depression, without the tre- 
phine, i. 392; on puncturing the dura 
mater, to evacuate the effused blood, i. 407 ; 
only employs the trepan in injuries of the 
head, when secondary symptoms of irrita- 
tion and pressure require it, 1. 412; on the 
use of a broad-chest bandage in emphy- 
sema, 1.452 ; mode of treatment of wounded 


joints, i. 490; commended by South, i. | 


490; on the question of immediate am- 
putation in compound fractures, i. 518; 
on symptomatic fever, i. 521; the bracket 
splint, i, 523, 524; denies the possi- 
bility of simple dislocation of the spine, 
i. 534; on the operation of trepanning the 
spine, i. 5413; on pseudo-syphilis, 1. 651 ; 
on the means of distinguishing between 
true and false syphilis, 1, 651; on the oc- 
casional spontaneous healing of chancre, 
i. 655; on the effects produced by the 
ligature on the arterial coats, ii. 219; on 
the application of two ligatures, and the 
division of the artery between them, ii. 
222; case of ligature of the internal 
carotid, on account of a wound, ii. 233; 
case of ligature of the external iliac in 
the groin, ii, 258; on the ligature of the 
external iliac, ii. 261; on compression in 
the treatment of teleangiectasy, li. 282; 
on passing the bougie in stricture of the 
urethra, li. 359; ou the use of metallic 
bougies, ii. 359; on hemorrhage from the 
urethra after passing the bougie, 11. 365; 
on puncturing spina bifida ii. 468 ; on the 
division of tumours, ii. 647; on fungus 
heematodes, ii, 721 ; on the treatment of 
traumatic phlebitis, i1. 863; on the com- 
plete section of the nervous twig in 
cases of wound of a nerve-branch in 
bleeding, ii. 863; case of division of a 
nerve wounded in blood-letting, ii. 887; 
ease of excision of part of the digital 
nerve, ii. 887; mode of amputating at the 
hip-joint, by the circular cut, ii. 934. 

ABSCESS, 1. 34, 36; formation of the walls 
of, and the circumscription of the pus, i. 
36; the walls are secreting and absorbing 
surfaces, i. 36 ; metastatic abscesses, i. 36; 
Travers on the lining membrane of an 
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abscess, i. 38; Hunter and Travers on the 
circumstances which determine an abscess 
to the surface, i. 38; cold or lymph ab- 
scess i. 45; abscess of congestion, 1. 45; 
symptoms of cold abscess, 1. 45; Mr. 
South’s case of cold abscess, i. 45; Dr. 
Rigby on puerperal abscess, following 
contagious or adynamic puerperal fever, 
i. 47; when an abscess is ripe, it either 
opens of itself, or it must be opened, i, 87; 
small abscesses just beneath the skin, and 
those in glandular structures should alone 
be allowed to burst, 1. 87; circumstances 
under which the early opening of ab- 
scesses is required, i, 87; circumstances 
under which abscesses are opened late, i. 
87; South recommends the early opening 
of abscesses just beneath the skin, and in 
glandular structures, i. 87 ; opening of ab- 
scesses (oncotomia) effected by the knife, 
escharotics, and the seton, 1. 88; deep ab- 
scesses with thick coverings should be 
opened with the bistoury, i. 88; South’s 
condemnation of pressure and squeezing 
an abscess, i. 88; mode in which es- 
charotics are employed, i. 89; passing 
a seton through an abscess, i. 89; open- 
ing an abscess with a cutting instru- 
ment generally preferable, i. 89; South 
on opening an abscess, i. 89; treat- 
ment of cold abscess, i. 90; various plans 
for opening a cold abscess recommended 
by Abernethy, Beinl, Walther, Schaack, 
Rust, Nasse, Zang, and Callisen, i. 90; 
in selecting his plan of operating, the 
Surgeon must be guided by the difference 
of constitution, by the more or less weak 
state of the cellular walls, and by the size 
of the swelling, i. 90; constitutional treat- 
ment also required, i. 90; Kluge’s plan of 
treating lymph abscesses, i. 91; further 
treatment after opening the abscess, i. 
91; if there be deficiency of power in the 
part, stimulants may be used, but moist 
warm poultices are more effectual, 1. 92; 
tonics may be given internally, i. 92; if 
the opening close too soon, the edges may 
be drawn asunder, or separated with a 
probe, i. 92; proud flesh repressed with 
caustic, i. 92; formation of fistulous pas- 
sages, 1, 92; membrane of the fistula, first 
pointed out by Hunter, since described by 
Villermé, Laennee and Breschet, i. 92 ; 
Hunter’s description of it, 1. 92: treat- 
ment of the fistulous passage, i. 93; plans 
of treatment recommended by Lang- 
enbeck, H. Dewar, Cramer, Walther, 
and others, i. 93; Langenbeck’s recom- 
mendation of the ligature, 1. 93 ; atten- 
tion to the general health requisite during 
suppuration, i. 93; abscess of the tonsil, 
i. 140; opening an abscess of the tonsils 
with a guarded bistoury or the pharyngo- 
tome, i. 141; treatment after the pus has 
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been evacuated, i. 141; in rare cases the 
abscess becomes external under the jaw, i. 
141; Allan Burns on the spontaneous 
bursting of the abscess, i, 141; it is at- 
tended with much danger, i. 142; details 
of a case in which the trachea was deluged 
with purulent matter, and death by suffo- 
cation ensued, i. 142; Burns’ advice in 
such cases to tap the abscess with trocar 
and canula, i. 142; in most cases of ton- 
sillar abscess the action of emetics will 
cause the rupture of the abscess; if not, 
it must be opened, i. 142; Burns’ and 
South’s directions for opening a tonsillar 
abscess, i. 142; cases of fatal hemorrhage 
consecutive to opening a tonsillar abscess 
mentioned by Portal, Allan Burns,Tyrrell, 
and Brodie, i. 142; Lawrence’s case of 
alarming hemorrhage from puncturing an 
immature tonsillar abscess, i. 142 ; abscess 
of the parotid gland sometimes of con- 
siderable magnitude, i. 148; Evanson and 
Maunsell on the suppuration of mumps, i. 
149; treatment of mumps after an abscess 
has formed, i. 150; abscess of the breast, 
i. 151; opening the abscess only advis- 
able, when it is very deep, has proceeded 
slowly, the pain is great, and the fever 
high, i. 151 ; South’s recommendation 
that abscess of the breast be opened freely 
and early, 1.151; advantages of the pro- 
ceeding, i. 152; deep-seated abscesses in 
the mammary gland, or between it and 
the pectoral muscles, i. 153; to be opened 
early, i. 153; fistulous passages to be laid 
open throughout their whole length, i. 
153: Astley Cooper on chronic abscess of 
the breast, i. 153; South’s case of chronic 
abscess of the breast, operated on by mis- 
take for scirrhus, i. 153; abscesses in the 
labia or nymphe, i. 160; Hunter and 
Ricord on abscesses complicating gonor- 
rheea in the female, i. 160; suppuration 
of the testicle to be feared, when the in- 
flammation is severe, and the pain throb- 
bing, i. 179; suppuration of the testicle 
rare, when the swelling is sympathetic, i. 
180; Astley Cooper on suppuration of 
the testicle, i. 180; bursting of the abscess 
sometimes followed by a fungous growth, 
i. 180; treatment of suppuration and ab- 
scess of the testicle, i. 181; South on the 
treatment of fungus of the testicle, conse- 
cutive to abscess, i. 181; seat of the in- 
flammation in lumbar abscess, i. 185 ; 
symptoms, i. 185 ; formation of the abscess, 
i. 185; general symptoms of suppuration 
not present. if the abscess be not large, 1. 
185; Astley Cooper on the symptoms of 
psoas abscess, i. 185; Pearson on the 
symptoms preceding, and accompanying 
the formation of the abscess, i. 186 ; causes, 
i. 186; English Surgeons generally con- 
», sider disease of the vertebre to be the 


cause, i. 186; Pott on the diseased condi- 
tion of the spine in this complaint, i. 186 ; 
Astley Cooper on the origin of psoas or 
lumbar abscess in inflammation of the 
spine and intervertebral substance, i. 186 ; 
Abernethy, Lawrence, and Dupuytren on 
lumbar abscess, generally connected with 
carious vertebra, i. 186; South on the 
origin of the disease from external vio- 
lence, its origin then being in the spine, i. 
187; South on the distinctive characters 
of psoas abscess from femoral hernia, i. 
187; John Pearson on the situation of the 
external abscess, i. 187; Samuel Cooper’s 
notice of Ramsden’s case of lumbar ab- 
scess, i. 187; South on the insidious pro- 
gress of the disease, 1. 188 ; abortive treat- 
ment of lumbar abscess, i. 188; opening 
the abscess, i. 188; Dupuytren on the 
changes that sometimes take place in the 
abscess, 1. 188; Astley Cooper remarks, 
that the abscess must be allowed to take 
its course, i. 188; this opinion controvert- 
ed by South, i, 188; Cline and Aberne- 
thy’s experiments to cause absorption of 
the pus, i. 188;, South on issues in the 
treatment of lumbar or psoas abscess, 1. 
188; difference of opinion as to the pro- 
priety of waiting the self-evacuation of the 
abscess, or of puncturing and emptying it, 
either entirely or partially, 1. 189; Deck- 
ers, Benjamin Bell, and Crowther on tap- 
ping the abscess with a trocar, 1. 189; 
Latta recommends the use of a setcn in 
addition, i. 189; this latter practice con- 
demned by South, who prefers opening 
the abscess with a lancet, i. 189; Aber- 
nethy's plan of treatment, i. 189; Astley 
Cooper and Lawrence support Aber- 
nethy’s views, i. 190; Kirkland advises 
to let the abscess break of itself, i. 190; 
John Pearson prefers making a small 
aperture, and treating the ulcer in a 
gentle manner, i. 190; Dupuytren leaves 
the abscess to nature, i. 190; South’s plan 
of treatment, i. 190; treatment to be 
pursued after the abscess is opened, i. 
191; Pearson and Astley Cooper on the 
treatment of the sinuous cavities result- 
ing from the abscess, by injections, 1. 
191; Dupuytren recommends cauteriza- 
tion, or weak injections of nitrate of 
silver, or nitric acid, i. 191; treatment 
of the ahscess, if inflammation super- 
vene after it has been opened. i. 191; 
Abernethy on the symptoms of the super- 
vening inflammation, i. 191; Pearson 
mentions that the larger arteries some- 
times ulcerate into the abscess, 1. 191; 
M‘Dowell mentions a case in which 
ulceration took place in a portion of the 
ileum adhering to the cyst of the abscess, 
i. 191; whitlow and its varieties, 1. 192; 
South’s cases of abscesses external to the 


b2 


Xvl 


joint, i. 210; Astley Cooper and Coulson 
on the bursting of abscesses of the hip- 
joint, i. 253 ; Mackenzie and Scott’s cases 
of abscesses of the hip-joint, i. 254; the 
abscesses to be freely opened, i. 269; 
Ford, Wend, van der Haar, Rust, Brodie, 
and Jaeger, on the treatment of these 
abscesses, i. 269; Sabatier and Ficher 
advise their being opened with caustic, 
i. 269; Larrey, with the red-hot trocar, 
i. 269; Rust, with the actual cautery, i; 
269; Rust advises passing a seton through 
the joint, i. 269; Brodie and Jaeger re- 
commend free incisions in opening these 
abscesses, i. 269; Brodie and South on 
the management of abscesses at the 
hip, i. 269; subsequent treatment, i. 
269; connection of Pott’s disease with 
lumbar and psoas abscess, i. 278; Brodie 
on the disappearance of psoas abscess, and 
its appearance elsewhere, i. 278; Brodie 
on abscess connected with vertebral caries 
in the neck, i. 284; treatment of abscess 
resulting from a bruise, i. 334; abscess 
of the brain, i. 399—see Wounds of the 
Head ; abscesses of the liver consequent 
on injuries of the head, i. 427; Morére 
and Dupareque on abscess of the womb, 
i. 484; abscesses about the anus, i. 726 ; 
treatment of abscesses in the neighbour- 
hood of the rectum, i. 728; Brodie on 
the treatment of large abscesses high up 
by the side of the rectum, i. 729; Key 
on abscess in the hernial sac after the 
operation for strangulated hernia, ii. 
42-49 ; abscesses by the side of the rec- 
tum, from the irritation of foreign bodies, 
ii. 393; abscess of the prostate, ii. 419 ; 
abscesses about the neck of the bladder, 
after the operation of lithotomy, 11. 611. 

Acarus scabiei, 1. 635. 

Acephalocysts, ii. 704. 

Acuittis’ TENDON, DIVISION oF, i. 491; 
tearing of the tendon, i. 491; causes and 
symptoms, i. 491; laceration of the 
sheath of the tendon, i. 492; John 
Hunter on rupture of the tendo Achillis, 
i. 492; mode of union of the rup- 
tured tendon, i. 492; treatment, i. 492 ; 
John Hunter on the treatment of the 
ruptured tendon, i, 492; various bandages 
for the cure of the rupture, i. 493; the 
bandages proposed by Gooch, Petit, 
Schneider, Desault, and Wardenburg, i. 
493; Edmonston’s plan of treatment, i. 
494; the slippers of Petit, Ravaton, 
Monro, and Graéfe, i. 494; objections to 
bandaging, i. 494 ; after-treatment, i. 494. 

Acromion, Fracture of, 1. 548. 

Apams, Dr., on the acarus scabiei, i. 636. 

Apams’, Mr., case of longitudinal dis- 
location of the radius, i. 791; case of 
hydrocephalocele treated by puncture, ii. 
102. 
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Apams, Mr. WILLIAM, post mortem appear- 
ances in a case of hip-disease, i. 262. 

Appison’s, Mr., artificial leg, ii. 846. 

AETTUS on aneurism, ji. 197. 

AxkoLuTuus’ case of extirpation of the up- 
per jaw, the first on record, ii. 994. 

Axanson’s, Mr., mode of amputation by 
the circular incision, ii. 890; on amputa- 
tion just above the ancle, ii. 921; mode 
of amputating at the shoulder-joint with 
the circular cut, ii. 958. 

AxBan’s, M., apparatus for fracture of the 
neck of the femur, i. 569. 

Aucock, Mr., on the removal of the edges 
of the cleft in staphyloraphy, i. 604; 
mode of operating in staphyloraphy, i. 605. 

Aucocx, Mr. RurHerrorD, on the differ- 
ence of the shock to the constitution in 
severe injuries of the extremities, when 
occurring in civil life and on the field 
of battle, ii. 967. 

AurpErt’s, M., division of boils into four 
kinds, i. 132; dispute with Lugol respect- 
ing the acarus scabiei, i. 636; on the 
varieties of cancer, ii. 761. 

Auison, Dr., on the symptoms of inflam- 
mation, i. 24. 

Awan, Mr., on the effects of the scorpion 
sting, i. 351 ; on compression in the treat- 
ment of aneurism, ii. 213; on the seat of 
stricture in the rectum, ii. 336; case of 
retention of the urine in the ureter, ii. 410. 

Auuiot, M., on urethroplasty, i. 742. 

ALouETTeE’s, M. L’., mode of amputating 
at the hip-joint, by the flap cut with a 
single flap, ii. 936. 

Amessury’s, Mr., fracture-apparatus, i. 
512; apparatus for fractured clavicle, i. 
551; apparatus for fracture of the ole- 
cranon, 1. 560; fracture-bed, i. 5715; on the 
formation of a false joint, with a fibro- 
ligamentous capsule, and a lining mem- 
brane, i. 588; on the causes of the non- 
union of fractured bones, i. 588. 

Ammon, M. von, on the causes of congeni- 
tal dislocation, 1. 769. 

AMPUTATION; the circumstances in gun- 
shot wounds requiring amputation on the 
spot, i. 343; Hennen on the nature of 
the injuries in gun-shot wounds re- 
quiring amputation, i. 344; amputation 
under the circumstances mentioned should 
be performed early, i. 344; Wiseman, 
Le Dran, and Ranby on immediate 
amputation, i. 345; Faure on the pro- 
priety of delaying the operation, 1. 345; 
Bilguer’s objections to amputation alto- 
gether, i. 345; Hunter’s objections to pri- 
mary amputation, i. 345; Hennen, Pit- 
cairn, Gunning, and Guthrie on im- 
mediate amputation, i. 346; Guthrie’s 
reasons for an early performance of the 
operation, i. 8347; symptoms which may 
require the performance of amputation 
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at a time more or less posterior to the 
date of the injury, i. 347; conditions 
under which amputation may be neces- 
sary in fractures, 1.517; Astley Cooper 
and Abernethy on the question of im- 


mediate amputation, i. 518; South on | 


the principal points to be considered in 
determining on the necessity for imme- 
diate amputation, i. 519; amputation 
must not be performed during the con- 
tinuance of symptomatic fever, 1. 522; 
Hunter on the removal of the injured 
limb during the continuance of hectic, 
i. 522; South on the objects and occa- 
sional results of immediate amputation, 
i. 523; cases in which amputation is in- 
dicated in necrosis, 1. 698; the question 
as to the -necessity of amputation in 
dislocations accompanied with tearing 
of the soft parts covering the joint, and 


thrusting out of the head of the bone, | 


i. 768; in compound dislocations of the 
knee, i. 806; of the ancle-joint, i. 809, 
of the toes, i. 814; amputation requisite 
when mortification ensues after the liga- 
ture of the principal artery, il. 226; is 
rarely successful, ii. 226; the question of 
amputation in aneurism of bones, 1i. 279 ; 
amputation requisite in exostosis, when its 
size does not permit its removal, 11.676 ; in 
osteosteatoma, and in osteosarcoma, am- 
putation should, if possible, be performed 
above the next joint, il. 678 ; amputation 
requisite in some cases of spina ventosa, 
' ii. 680; amputation of the breast, il. 
798; of the penis, il. 801; amputations 
of the limbs, 11. 887; amputations divided 
into those which are performed in the 
continuity of limbs and those at joints, 
ii. 888; points to be considered in per- 
forming amputations, ii. 888 ; precautions 
against hemorrhage, ii. 889; inconve- 
niences of the application of the tour- 
niquet, ii. 889 ; compression of the prin- 
cipal artery by a capable assistant prefer- 
able, 11.889 ; Briinninghausen’s recommen- 
dation to swathe the limb in flannel, 
to diminish the Joss of blood, ii. 889 ; 
South on the relative value of the 
tourniquet, and of compression of the 
principal artery by a capable assistant 
in amputation, 11. 889 ; formation of such 
wound that the bone can be properly 
covered by soft parts, ii. 890; by the cir- 
cular incision, ii. 890; the Celsian ope- 
ration, ii. 890; objections to this opera- 
tion, ii. 890; Petit, Mynors, Briinning- 
hausen, Louis, Alanson, Gooch, Bell, 
-Desault, Richter, Boyer, Graefe, Dupuy- 
tren, Wilhelm, Valentin, and Portal’s 
modes of operating, ii. 890; flap amputa- 
tions, 11.891; Pott, Siebold, and Schreiner’s 
operations, i1. 892; Langenbeck and Scout- 
etten’s operations for disarticulations, il. 


892; the oblique cut of Sedillot and 
Baudens, ii. 892; the sloping cut of 
Blasius,-ii. 892 ; retraction of the divided 
muscles and sawing of the bone, ii. 893 ; 
scraping off the periosteum superfluous, ii. 
893; Walther and Briinninghausen’s ma- 
nagement of the periosteum, ii. 893; 
South on the retraction of the divided 
muscles by the hand, ii. 893; South and 
Liston on the use of the saw, ii. 893; 
South on the duties of the assistant, 
when the bone is being sawn through, 
ii. 894; ligature of the divided vessels, 
ii. 894; historical sketch of the treat- 
ment of hemorrhage after amputation, 
li. 894; South on venous hemorrhage, 
and the ligature of the veins after amputa- 
tion, 11. 894; subsequent dressing of the 
wound, ii. 895; leaving the wound open 
for some hours after the operation, to 
guard against after-bleeding, ii. 895; 
Dupuytren’s practice, 11. 895; South on 
the exposure of the stump, i1. 895; mode 
of dressing to promote quick union, ii. 
895; South on the bringing the edges of 
the wound together in the horizontal 
direction, ii. 896; South on the applica- 
tion of the plaster straps after amputation, 
il. 896 ; use of cradles after amputation, ii. 
897; South on the use of cradles, and of 
a substitute for them, after amputation, ii. 
897; dressing after flap-amputations, ii. 
897; South on the use of sutures after 
flap-amputations, il. 897; dressing of the 
stump, when intended to heal by sup- 
puration and granulation, ii. 897; South’s 
objections to the practice, ii. 897 ; accidents 
which may ensue after amputation, ii. 897 ; 
renewal of the dressing under ordinary cir- 
cumstances, ii. 897 ; mode of changing the 
dressings, li. 898 ; withdrawal of the liga- 
ture, 11. 898 ; general treatment after ampu- 
tation, ii. 898 ; Benedict’s stimulant treat- 
ment of stumps, ii. 898; South on the 
treatment of ligatures after amputation, 
ii. 898 ; after-bleeding, and its treatment, 
ii. 898 ; ligature of the principal arterial 
trunk for consecutive hemorrhage, il. 
898; causes and treatment of parenchy- 
matous bleeding, ii. 899 ; treatment of con- 
secutive hemorrhage, from ossification or 
cartilaginous thickening of the arteries, 
ii. 899; South on the treatment of after- 
bleeding, ii. 899; South on the impro- 
priety of tying the main arterial trunk 
for consecutive hemorrhage after ampu- 
tation, ii. 899; South on the use of the 
actual cautery in after-bleeding, ii. 899 ; 
violent inflammation of the stump, and its 
treatment, ii. 899 ; erythetic condition of 
the stump, ii. 899; inflammation of the 
arteries or veins, a not infrequent cause of 
death after amputation, ii. 900; symptoms 
and treatment, 11.900; insufficient degree 


XVlil 


of inflammation, or torpid condition of the 
stump, ii. 900; treatment of sloughing, il. 
900; of too copious suppuration, 11. 900 ; 
causes and treatment of protrusion of the 
bone, ii. 900; South on the causes and 
treatment of protrusion of the bone, ii. 901 ; 
necrosis of the bone, ii. 901; South on the 
exfoliation of bone after amputation, 11. 
901; ulceration of the bone or soft parts, 
ii. 901; South on the fungous growth 
from the medullary cavity, ii. 901; the 
relative value of the several modes of 
proceeding in amputation of the limbs in 
their continuity, ii. 901; objections to 
the flap-operation, ii. 902; cases in which 
the flap-operation is suitable, ii. 902; 
Liston’s preference of the flap-operation, 
and objections to the circular operation, 
ii. 902; South and Fergusson on the rela- 
tive value of the flap and circular opera- 
tions, ii. 903; Fergusson on amputation 
through the calf of the leg and at the 
shoulder-joint, ii. 903; South’s objections 


to flap-operations on the leg, ii. 905; |. 


the propriety of quick union of stumps, 
or of the cure by suppuration and granu- 
lation, ii. 904; Dupuytren’s mode of 
dressing stumps, ii. 904; South on the 
union of an amputation-wound, ii. 904; 
results of amputation, ii. 905 ; Phillips, 
Lawrie, Potter, and South on the results 
of amputation, ii. 905. Amputation in 
the continuity of the several limbs :—am- 
putation through the thigh, ii. 906; pre- 
paratory steps of the operation, ii. 906 ; 
compression of the artery, ii, 906 ; South 
on the position of the limb, ii. 906; 
South on the position and duties of the 
assistants, 11. 906; the circular operation, 
ii. 907; division and retraction of the 
skin and cellular tissue, ii. 907; Sonth 
on the circular cut and vertical division 
of the skin laterally, 11. 907; section of 
the muscles, 11. 907; of the -periosteum, 
ii. 907; sawing the bone, ii. 907; cutting 
throuch the muscles on the outside of the 
thigh, ii. 907; South on the mode of 
using the knife in amputating, ii. 908 ; 
South on the retraction of the soft parts 
with the hand, while sawing through the 
bone, ii. 908 ; bandaging and dressing the 
wound, ii. 908; South on bandaging and 
dressing the wound, ii. 908; amputation 
through the thigh, with two flaps, ii. 908 ; 
mode of operating, ii. 908; Langenbeck’s 
mode of amputating, 11. 908 ; Liston’s mode 
of amputating the thigh, by the flap-opera- 
tion, ii. 909; preferred by Syme and 
Fergusson, ii. 909; Fergusson and South’s 
reasons why the hind flap should be 
longer than the front, 11. 909 ; amputation 
through the thigh, with a single flap, ii. 
909; Benedict, Textor, and Jaeger’s plan 
of amputating, with a flap from the outer 
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side, 11. 909; Zang and Textor’s plan, with 
a flap from the inner side, ii. 909 ; Hey’s 
mode, with the flap from behind, 11. 909 ; 
B. Bell, Le Gras, and Foulliay’s plan, 
with a flap from before, ii. 909; mode of 
operating, ii. 909; Dr. Little’s case of 
amputation, with a flap from behind, ii. 
909; Fergusson’s recommendation to ex- 
cise a considerable portion of the sciatic 
nerve, in that operation, ii. 909; Syme’s 
objections to amputation through the shaft 
of the thigh-bone, and recommendation 
to amputate through the condyles or tro- 
chanters, ii. 910; commented on by 
South, ii. 910; Liston’s account of 
eighteen amputations through the thigh, 
ii. 910; report of twenty-eight amputa- 
tions through the thigh, 11. 911; Syme 
and South on the formation of conical 
stumps, ii. 914; Syme on amputation 
through the epiphyses, il. 915; amputa- 
tion through the leg, ii. 915; directions 
for the operation, il. 916 ; application of 
the tourniquet, ii. 916; South on the 
application of the tourniquet, ii. 916; 
modes of operating in amputation with 
the circular cut, ii. 916; amputation 
through the leg in its lower third, ii. 917; 
Salemi, Lenoir, and Baudens’ modes of 
operating, ii. 917; disjointing the head of 
the fibula, ii. 917; Larrey’s amputation 
through the head of the tibia, ii. 917; 
South on the seat of amputation through 
the leg, ii. 917; ligature of the vessels, 
ii. 918; after-dressing, ii. 918; South 
on the ligature of the retracted anterior 
tibial artery, in amputation high up 
through the leg, ii. 918; South on the 
treatment of hemorrhage from the nutri- 
tious artery of the tibia, 11. 918; South on 
the bringing the edges of the wound to- 
gether horizontally, ii. 918; South on 
the causes of subsequent sloughing of the 
integuments, 11. 918; amputation through 
the leg with a single flap, 11. 919; mode 
of operating, 11. 919; South’s objections 
to flap operations on the leg, 11. 919; am- 
putation through the leg with two flaps, 
li. 919; mode of operating, ii. 920; Lis- 
ton and Fergusson’s mode of operating, 
iil. 920; amputation just above the ancle, 
li. 921; Solingen, Dionis, White, Brom- 
field, Wright, Alanson, and Hey on this 
operation, li. 921; Lawrence and South’s 
cases, ii. 922; Liston’s statistics of ampu- 
tation through the leg, ii. 922; Lawrie’s 
objection to amputation below the knee, 
ii. 922; South’s tabular report of ampu- 
tations through the leg, il. 922; ampu- 
tation through the upper arm, ii. 924; 
steps preliminary to the operation, ii. 924 ; 
Liston’s statistics of the operation, ii. 
925; South on the propriety of having a 
long stump if possible, ii. 925; South’s 
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tabular report of amputations through 
the upper arm, li. 925; amputation 
through the fore-arm, ii. 926; directions 
for the operation, ii. 926; amputation 
with a single flap, ii. 926 ; with two flaps, 
ii. 926 ; South on flap amputations through 
the fore-arm, ii. 926; South’s tabular 
report of amputations through the fore- 
arm, ii. 927; Liston’s cases, 11. 927; am- 
putation through the metatarsal and me- 
tacarpal bones, ii. 927; application of the 
tourniquet, ii. 927; amputation through 
the metatarsal bone of the great toe, 11. 
927; mode of operating when the flap is 
formed from the sole, 11. 927; when the 
flap is made from the inner side of the 
metatarsal bone, ii. 928; the bone best 
sawn through obliquely from within out- 
wards, ii. 929; mode of operating when 
the flap is made from the dorsal surface 
of the metatarsal bone, 11. 929; South on 
the consequences of amputation through 
the metatarsal bone of the great toe, 11. 
929; amputation through the interme- 
diate metatarsal bones, il. 929; mode of 
operating, ii. 929; amputation through 
the metacarpal bones, 11. 930; amputa- 
tion through the metacarpal bone of the 
thumb, ii. 930; South and Liston on 
amputation through the metacarpal bones, 
ii. 930; amputation through the fingers 
and toes, ii. 930; amputation through 
the phalanges of the fingers, ii. 930; 
mode of operating, ii. 930; cutting off 
the finger with a chisel, ii. 931; Mayor 
on the amputation of the phalanges with 
the tachytome, ii. 931; exarticulation or 
amputation through the joints, ii. 931 ; 
cases in which exarticulation is required, 
ii. 931; Scoutetten’s mode of operating, 
ii. 931; general directions, ii. 932; con- 
dition of the parts around the joint, 11. 
932; exarticulation of the thigh at the 
hip, ii. 932; danger and statistics of the 
operation, ii. 932; Jaeger, Krimer, 
and South on the operation, il. 933; 
cases requiring the operation, li. 933; 
La Croix d’Orléans, Perrault, and H. 
Thomson’s cases, ii. 933; the modes of 
operating, ii. 983; by the circular cut, il. 
934: Abernethy, Veitch, Cole, Jaeger, 
Kerr, and Graéfe’s modes of operating, 
ii, 934; by the flap-cut with a single flap, 
ii. 935; Puthod, Hunczorsky, Bryce, 
L’ Alouette, Langenbeck, Delpech, Le- 
noir, Plantade, and Manec’s mode of 
operating, ii, 935 ; with two flaps, ii. 937 ; 
Blandin, Larrey, Mott, Dupuytren, Lis- 
franc, von Walther, Vohler, Bell, Beé- 
clard, Liston, Begin, and Sanson’s modes 
of operating, ii. 937; the oval cut, ii. 
. 940; Sanson, Guthrie, Scoutetten, and 
_ Cornuau’s modes of operating, il. 940; 
the preference given to Larrey’s opera- 


tion, ii. 940; after dressing, ii. 942; evar- 
ticulation of the leg at the knee, ii. 942; 
opinions respecting the propriety of the 
operation, ii. 943; Jaeger’s statistics of 
the operation, ii. 943 ; modes of operating, 
ll. 943; amputation with the flap-cut, i. 
943; Blandin, Rossi, Maingault, and 
Kern’s operations, ii. 943; the circular 
cut, 11.944; Velpeau, Cornuau, and Bau- 
dens’ operations, ii. 944; the operation 
when the knee-cap is diseased, ii. 944; 
exarticulation of the ancle-joint an infe- 
rior operation to amputation through the 
leg, 11. 944; exarticulation of the foot at 
the ancle, ii. 944; Velpeau, Baudens, 
Syme, and Handyside’s modes of operat- 
ing, il. 944; Syme on the advantages of 
this operation, il. 946; exarticulation of 
the tarsal bones, ii. 946 ; the operation re- 
stricted to the removal of the astragalus 
and navicular bones, 1i. 946 ; Hammond’s 
case of exarticulation of the astragalus, ii. 
946; Green’s case, il. 946; general di- 
rections for the operation, ii. 946; am- 
putation of the foot between the astragalus 
and navicular bones, and the heel and 
cuboid bones, ii. 947 ; Chopart’s operation, 
i. 947 ; cases requiring the operation, ii. 
947; mode of operating, ii. 947; when 
an under flap only is formed, i. 947; 
when an under and upper flap are formed, 
ii. 948; Maingault’s operation, ii. 948; 
Langenbeck, Klein, and Richerand’s ob- 
jections to the upper flap, i1. 948; Wal- 
ther’s operation preferred, ii. 948 ; Scou- 
tetten’s oval cut, ii. 949; Blasius’ oblique 
cut, li. 949 ; exurticulation of the metatar- 
sal bones, ii. 949; advantages and dis- 
advantages of the operation, 11. 949 ; Hey, 
Scoutetten, Lisfranc, and Miinzenthaler’s 
modes of operating, 11. 949 ; exarticulation 
of single metatarsal bones, ii. 9513; pre- 
servation of the great toe important, ii. 
952; mode of operating, ii. 952; exarti- 
culation of the metatarsal bone of the great 
toe, 11. 952; mode of operating, 11. 952 ; 
Langenbeck and Scoutetten’s operations, 
ii. 952; exarticulation of the metatarsal 
bone of the little toe, ii. 953; of the middle 
metatarsal bones, ii. 953; consentaneous 
removal of the diseased tarsal bones, ii. 
9538; Key, Dieffenbach, and Ruyer’s 
cases, il. 953; exarticulation of the toes, 
ii. 953 ; mode of operating with an under 
flap, 1. 953; with a flap on the dorsal 
surface, 11. 953; with an outer or inner 
flap, ii. 953; exarticulation of the second 
from the first phalanx, ii. 954; of all the 
toes at once, 11. 954; Scoutetten’s opera- 
tion, 11. 954; exarticulation of the arm at 
the shoulder, ii. 954; various modes of 
operating, ii. 955; compression of the 
subclavian artery by an assistant safer 
than with an instrument, ii. 955; Wal- 
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ther’s operation by an upper and an under 
flap. ii. 955; dressing the wound, il. 
956; Le Dran, Garengeot, Dupuytren, 
Onsenoort, Lisfranc, and Champesme’s 
modes of operating, ii. 956 ; the operation 
on the left arm, ii. 956; Astley Cooper’s 
amputation at the shoulder-joint with a 
single flap, ii. 956; Hesselbach, Desault, 
Larrey, Langenbeck, and Dupuytren’s 
modes of operating. ii. 957; exarticula- 
tion with the circular cut, 11. 958; Mo- 
rand, Sharp, Nannoni, Bertrandi, Alan- 
son, Graéfe, Cornuau, Sanson, and B. 
Bell’s operations, ii. 958; Scoutetten’s 
operation with the oval cut, ii. 958; Du- 
puytren, Béclard, Bonfils, and Blasius’ 
operations, ii. 959; circumstances which 
guide the choice of either of these 
methods, ii. 959 ; removal of the injured 
acromion or glenoid cavity, ii. 960 ; prac- 
tised by Brown, ii. 960; recommended 
by Robinson and Fraser, ii. 960; Lis- 
franc’s modification of the operation when 


performed prior to the age of fifteen, 11. | 


960; gun-shot wounds of the head of the 
humerus, ii. 960; excision of the head of 
the bone, or removal of the broken pieces 
requisite, ii. 960; Larrey’s operation for 
the excision of the head of the humerus 
in such cases, ii. 960; Guthrie on gun- 
shot wounds causing fracture of the hu- 
merus beneath and exterior to the cap- 
sular ligament, ii. 960; South on the 
excision of the acromion, glenoid cavity, 
or coracoid process in amputation at the 
shoulder-joint, ii. 961; Liston, South, 
and Astley Cooper’s cases, ii. 961; exar- 
ticulation of the fore-arm at the elbow, ii. 
961; mode of operating according to 
Textor, ii. 961; Brasdor, Jaeger, Hager, 
Rodger, Dupuytren, Velpeau, Cornuan, 
Textor, and Baudens’ modes of operating, 
ii. 962; exarticulation of the hand at the 
wrist, ii. 963; modes of operating, 11. 
963; Lisfranc’s mode, ii. 963; South on 
the precautions to be taken in the flap- 


amputation at the wrist, ii. 963; exarti- | 
culation of the metacarpal bones at their 


junction with the carpus, ii. 963 ; mode of 
operating in exarticulating the metacar- 
pal bone of the thumb, ii. 964 ; formation 
of the upper or under flap, ii. 964; exar- 
ticulation of the metacarpal bones of the 
ring and middle fingers, 11. 964; Langen- 
beck and Scoutetten’s modes of operating, 
li. 964; Scoutetten’s oval cut in exarti- 
culation of the middle metacarpal bone, 
ii. 964; mode of operating, ii. 964; in 
- the exarticulation of both middle meta- 


carpal bones, ii. 964; von Walther and | 


Astley Cooper’s modes of operating, ii. 


965: Riadore, Guthrie, von Graéfe, von | 
‘Walther, Jaeger, Astley Cooper, Larrey, | 
Tyrrell, and Bennaben’s cases of excision | 
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of part of the hand, ii. 965; mode of ope- 
rating in exarticulation of the four meta- 
carpal bones, ii. 965; Troccon’s mode of 
operating, ii. 965; when one metacarpal 
or metatarsal bone is diseased alone, it 
should be alone removed, ii. 965; exci- 
sion of the first metacarpal bone, 11. 965 ; 
of the other metacarpal bones, ii. 965 ; of 
the first metatarsal bone, ii. 966; of the 
other metatarsal bones, ii. 966; exarticu- 
lation of the fingers, ut their junction with 
the metacarpal bones, and at their own 
joints, ii. 966; Dupuytren and Lisfrane 
on exarticulation of the middle and ring 
fingers, ii. 966; Barthelemy on the sec- 
tion of the palmar aponeurosis after exar- 
ticulation of the fingers from the meta- 
carpal bones, ii. 966; mode of operating 
in exarticulation of the joints of the fin- 
gers from each other, ii. 966; with two 
flaps, ii. 966; Lisfranc’s flap operation, 
ii. 966; statistics of amputations, 11. 967 ; 
IMMEDIATE AMPUTATION, ii. 967; im- 
portance of the question, ii. 967; South 
on the comparative danger of primary 
and secondary amputation in severe in- 
juries of the thigh, ii. 967; South’s con- 
clusion in favour of primary amputation, 
ii. 967; South on the minor danger in 
injuries of the leg or upper extremities, 
and the consequent propriety of imme- 
diate amputation. ii. 967; John Hunter’s 
preference of secondary amputation, 11. 
967; John Hunter’s objections to primary 
amputation in severe injuries of the ex- 
tremities, ii. 967 ; Astley Cooper’s opinion 
in favour of immediate amputation in 
such cases, the constitution then having 
but one shock to sustain, ii. 967 ; Ruther- 
ford Alcock on the difference of the shock 
to the constitution in such cases, when 
occurring in civil life, and on the field 
of battle, ii. 967. 


Amussat’s M., case of forcibly breaking 


through the anchylosis, i. 248; on the 
torsion of arteries, i. 308; on the mode 
of operating torsion, i. 309; on the divi- 
sion and thrusting back of the arterial 
coats, ii. 227; operation for imperforate _ 
anus, li. 326; mode of operating for the 
formation of an artificial anus at the lower 
end of the colon, ii. 328; onthe treat- 
ment of complete retention of urine in 
stricture, ii. 427: on the introduction of 
the straight catheter, ii. 431; on the 
treatment to be adopted when air enters 
a vein during an operation, il. 856. 


ANncHYLosIS, i. 240; in anchylosis the 


opposed ends of the bones are united 
either by a ligamento fibrous structure or 
by bone, i. 240; South has seen the con- 
necting medium composed partly of liga- 
mento-fibrous and partly of bony matter, 
i, 240; John Hunter on anchylosis, i. 
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241; anchylosis effected by the whole 
substance of the articulation, i. 241; of 
two kinds, i. 241 ; Hunter on the inflam- 
matory and scrofulous diseases of joints 
causing anchylosis, i, 242; Hunter on 
soft anchylosis from granulations, i. 242 ; 
Hunter on bony anchylosis, 1. 242; 
South’s views on anchylosis differ some- 
what from those of Hunter, i. 242; 
South on soft anchylosis from granula- 
tions, i. 242; Key on the formation of a 
vascular membrane in joints as a pre- 
liminary to anchylosis, i. 242; South’s 
cases of fibrous anchylosis, i. 243 ; South’s 
case of the complication of bony and 
fibrous anchylosis, 1.245; Hunter’s case 
of soft anchylosis from the extension of 
inflammation from the surrounding parts 
to the joint, i. 246; Mayo’s case of injury 
to the ancle, followed by the absorption 
of the cartilages, and effusion and organi- 
zation of lymph between the ends of the 
bones, i. 246; process of bony anchylosis, 
i. 246 ; the most important form of bony 
anchylosis, i. 246; Cruveilhier’s case of 
bony anchylosis of the right condyle of the 
lower jaw, i. 247; other kinds of anchylo- 
sis, 1. 247; treatment of the soft or liga- 
mento-fibrous anchylosis, 1. 247; Velpeau 
on the treatment of complete anchylosis, i. 
247; Barton’s operation of cutting out a 
wedge-shaped piece of bone, i. 247; also 
performed by Gibson, i. 247; operation 
for the establishment of a false joint, i. 
247; Velpeau favourable to this pro- 
ceeding, i. 248 ; performed by Barton and 
Rodgers with success, i. 248; the opera- 
tion of breaking through the anchylosis, 
i. 248; condemned by Velpeau, 1. 248; 
Amussat’s case, i. 248; Velpeau on the 
consequences of the adhesion of the knee- 
pan to the condyles of the femur, i. 248; 
Louvrier’s apparatus for the rupture of 
the anchylosis, i. 248; Velpeau’s objec- 

~ tions to the use of that apparatus, i. 249. 

Anchylosis, causes and treatment, 11. 310. 

Ancle-joint, dislocation of, i. 807; exarti- 
culation of the foot at, ii. 944; excision 
of, 11. 983. 

ANDERSON, Dr., on the use of raw cotton in 
the treatment of burns, i. 114; employed 
by him in cases of old and recent burns, 
vesicated and sphacelated. 1. 114; pre- 
paration of the cotton, i. 115. 

AnpeErson’s, Mr., operation for tying the 
common iliac, ii. 256 ; operation for tying 
the internal iliac, ii. 257; on the ligature 
of the external iliac, ii. 261. 

Anprav’s, M., objections to the term in- 
flammation, and substitution of the term 
hyperemia, i. 22. 

AnpReEws’, Mr.,case of penetrating wound of 
the chest with injury to the lung. i. 441. 

ANEL’s, M., operation for aneurism, 11. 214. 
VOL. I. 
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ANEvRISMS :—definition and varieties, ii. 
196; Galen, Aetius, and Paul of Mgina 
on aneurism, ii. 197; John Hunter’s de- 
finition of aneurism, ii. 197; distinction 
between true and false aneurism, ii. 197 ; 
Breschet on the four principal kinds of 
true aneurism, ii. 197; symptoms of 
aneurism, 11. 198; John Hunter on the 
coagulation of blood in an aneurism, ii. 
198; John Hunter and Hodgson on the 
bursting of aneurisms, ii. 199; bursting 
of aneurisms into mucous canals, ii. 199; 
Dr. Wells’ case of an aneurism bursting 
into another artery, ii. 199; distinguishing 
characters of circumscribed true and false 
aneurism, ii. 200; Lawrence on the bruit 
de soufflet, ii. 200; South on the distin- 
guishing characters of circumscribed true 
and false aneurism, ii. 201; diagnosis of 
aneurisms from other swellings, ii. 201 ; 
Dupuytren, Ferrand, Astley Cooper, and 
South’s cases of aneurism mistaken for 
abscess, ii. 201 ; Warner’s case of abscess 
mistaken for aneurism, ii. 202; causes of 
aneurism, ii. 202; Richerand on the 
occurrence of aneurism in the dissecting- 
room servants, il. 202; Guthrie on the 
predisposing cause of aneurism, ii. 203; 
Astley Cooper on the age at which aneu- 
rism occurs, ii. 203 ; John Hunter, Astley 
Cooper, Hodgson, Guthrie, Lisfranc, and 
South on the relative frequency of. aneu- 
rism in the sexes, ii. 203; relative fre- 
quency of aneurism in the arteries, ii. 
203 ; Hunter, Hodgson, and Lisfrane on 
the relative frequency of aneurism in the 
arteries, ii. 203 ; more than one aneurism 
may exist at the same time, li. 204; 
Cline and Astley Cooper’s cases, ii. 204; 
Astley Cooper, Tyrrell, Pelletan, and 
Cloquet’s cases of the existence of nume- 
rous aneurisms in the same person, li. 
204 ; condition of the arterial coats in an 
aneurism, ii. 204; John Hunter admits a 
diseased condition of the artery as the 
cause of aneurism, ii. 205; Scarpa’s views 
respecting the non-expansion of all the 
arterial coats in aneurism not always cor- 
rect, 11. 205; spontaneous cure of aneu- 
rism, ii. 206 ; circumstances which favour 
spontaneous cure, il. 206; John Hunter 
and South on the spontaneous cure of 
aneurism, ii. 206; mode of cure of aneu- 
rism, ii, 206; enlargement of the col- 
lateral circulation, ii. 207; remedies for 
the treatment of aneurism, ii. 207; treat- 
ment of internal aneurism on Valsalva’s 
plan, ii. 207; application of astringent 
remedies to restore the elasticity of the 
arterial coats, 11. 207; Guérin, Richerand, 
and Hodgson on the application of 
pounded ice to aneurism, 1i. 207 ; com- 
pression, ii. 208; of the swelling alone 
objectionable, 11. 208 ; of the artery above 
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the swelling, ii. 208; of the whole limb, 
ii. 208; Guattani’s plan of treating aneu- 
rism by compression, ii. 209; John 
Hunter, Sir W. Blizard, Freer, Hodgson, 
Richerand, Hutton, Bellingham, Liston, 
Allan, Greatrex, and Crampton on com- 
pression in the treatment of aneurism, ii. 
210; cases in which compression may be 
had recourse to, ii. 213; S. Cooper on the 
effects of compression in aneurism, ii. 
213; ligature of the aneurismal artery, ii. 
214; Anel’s operation, ii. 214; Desault’s 
case, li. 215; the Hunterian operation, 
ii. 215; Hunter’s claims to originality in 
reference to this operation, ii. 215; Ford’s 
cases of spontaneous cure, ii. 215; Sir E. 
Home on the Hunterian operation, ii. 
216; indications for the operation, ii. 
217; Sir E. Home on the non-necessity 
for the existence of large collateral 
branches, to ensure success in this opera- 
tion, ii. 217; Hunter and South on the 
size of the aneurism best fitted for ope- 
ration, ii. 217; the operation for aneurism 
by opening the sac, ii. 217 ; the Hunterian 
operation, ii. 218; Scarpa and Jones on 
the application of the ligature, ii. 218; 
Jones, Hodgson, Travers, Scarpa, Law- 
rence, Astley Cooper, Maunoir, and Aber- 
nethy on the effects produced by the liga- 
ture on the arterial coats, 11. 219; John 
Hunter’s operation for tying the femoral 
artery in popliteal aneurism, ii. 219; 
Birch’s case, ii. 220; South on the im- 
portance of opening the sheath to the least 
possible extent, in applying a ligature 
round an artery, ii. 221; Cline’s cases in 
which the femoral artery was tied with a 
broad tape, the ligature being removed 
some hours after, 11. 222; Crampton and 
Dease’s cases in which the temporary 
ligature was employed, ii. 222; Lisfrane 
on the ligature of a diseased artery, with- 
out opening the sheath, ii. 222; Aberne- 
thy and Galen on the application of two 
ligatures, and the division of the artery 
between them, ii. 222; treatment after 
the operation, ii. 223; Wedemeier’s case, 
in which the aneurism burst after the 
ligature of the femoral artery, and ampu- 
tation became requisite, ii. 223 ; Guthrie 
and South on the return of pulsation in 
the aneurism for a short time, after the 
ligature of the artery, ii. 223; Green's 
case, 11. 224; accidents consecutive to the 
operation — secondary hemorrhage and 
mortification, li. 224: circumstances un- 
der which secondary hemorrhage is 
likely to occur, ii. 224; Hunter’s cases of 
secondary hemorrhage after the opera- 
tion, 11. 224; Green’s case of secondary 
hemorrhage after the ligature of the sub- 
clavian, ii. 224; South on the treatment 
of secondary hemorrhage, ii. 225; Gun- 
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ning and Briggs’ cases of recurrence of 
the aneurism after the ligature of the ar- 
tery, li. 225; occurrence of mortification 
of the limb, after the ligature of its prin- 
cipal arterial trunk, ii, 225; causes, ii. 
226; advantages and disadvantages of 
the old operation for aneurism, ii. 226; 
advantages of the Hunterian operation, ii. 
226 ; the Hunterian operation not applica- 
ble in certain forms of aneurism, ii. 227 ; 
Thierry and Lieber on torsion of the 
artery, ii. 227; Amussat’s division and 
thrusting back the internal coats of the 
artery, il. 227; mode of operating, 11. 227 ; 
Tavignot’s subcutaneous tying the super- 
ficial arteries, ii. 228; changes effected 
in arteries by the application of a liga~ 
ture, ii. 228; cutting into and plugging 
the aneurism, ii. 228; suture of arterial 
wounds, ii. 228; application of a ligature 
with a running knot, ii. 228; E. Home 
and Phillips on acupuncture of the aneur- 
ism, ii. 228; Velpeau on acupuncture of 
the artery, ii. 228; Pravaz on acupunc- 
ture of the sac, and the application of 
galvanism, ii. 228; cauterization with 
moxas, ii. 228; introduction of mechani- 
cal plugs into the arteries, ii. 228; of 
threads, ii. 228; various modes of com- 
pression, ii. 228 ; Brasdor’s operation, 11. 
229; Deschamps’ case, ii. 229; Astley 
Cooper’s case, ii. 230; Wardrop and 
Lawrence on Brasdor’s operation, il. 230 ; 
aneurtsm of the carotid artery and its 
branches, ii. 232; situation and diagnosis, 
ii. 232; Burns and Syme on carotid 
aneurism, ii. 232; compensation of the 
cerebral circulation after ligature of the 
carotid, ii. 232; Macgill and Mussey’s 
cases of ligature of both carotids, ii. 232; 
Abernethy’s case of ligature of the inter- 
nal carotid on account of a wound, ii. 233 ; 
Fleming’s case of ligature of the carotid 
for secondary hemorrhage, ii. 2383; Ast- 
ley Couper’s case of ligature of the com- 
mon carotid, 11. 233; Travers, Robertson, 
and Zeis’ cases of ligature of the carotid, 
ii. 233; Kuhl’s case of ligature of both 
carotids, ii. 233; tying the common caro- 
tid may be performed at three different 
places, ii. 233 ; mode of operating imme- 
diately above the collar-bone, 11. 234; 
Zang, Dietrich, and Coates on ligature 
of the common carotid, ii. 234; the ope- 
ration below the omo-hyoideus, ii. 235; 
Astley Cooper on the impediment to the 
operation offered by the internal jugular 
vein, ii. 235; if the vein be wounded, it 
must be tied, ii. 235; the operation above 
the omo-hyoideus, ii. 235; after-treat- 
ment, ii. 236; Astley Cooper on the post- 
mortem appearances in a case in which 
he had tied the common carotid 13 years 
before, ii. 236; aneurism of the branches 
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of the carotid, ii. 237; tying the external 
carotid, ii. 237; Dietrich on the ligature 
of the external carotid, ii. 237; Beclard 
and Dietrich on the ligature of the lingual 
artery, il. 238; ligature of the external 
maxillary or facial artery, ii. 239; Vel- 
peau and Dietrich on the ligature of this 
- artery, ii. 239; aneurism of the tem- 
poral artery, ii. 239; ligature of the ar- 
tery, ii. 239; aneurism of the occipital 
artery, 11. 239 ; its ligature, ii. 239 ; liga- 
ture of the posterior aural, 11.240; Astley 
Cooper’s case of aneurism of the posterior 
aural, ii. 240; Bégin’s case of aneurism 
of the middle meningeal artery, ii. 240; 
aneurism of the branches of the internal 
carotid in the skull, ii. 240; Sir Gilbert 
Blane’s case of aneurisms of the internal 
carotid by the side of the sella turcica, 11. 
240; Hodgson’s case of aneurism of the 
anterior cerebral, ii. 240; Serres’ case of 
aneurism of the basilar, 11. 240; aneurism 
of the subclavian and axillary arteries, ii. 
240; characters of axillary aneurism, ii. 
240; ligature of the axillary artery, ii. 
241 ; two modes of operating, ii. 241; the 
operation by cutting through the pecto- 
ralis major, ii. 241; the operation by di- 
vision of the tendinous interspace between 
the pectoral and deltoid muscles, ii. 241 ; 
South’s objections to both these operations, 
li. 241; ligature of the subclavian above 
the collar-bone, ii. 242; Dupuytren, 
Hodgson, Lisfranc, and Graefe on the 
section of the scalenus anticus in ligature 
of the subclavian, ii. 242; Astley Cooper, 
Ramsden, Sir W. Blizard, T. Blizard, Dr. 
Colles, Dr. Post, and Liston’s cases of 
ligature of the subclavian above the cla- 
vicle, ii. 243; Green and South on liga- 
ture of the subclavian, ii. 243; ligature 
of the subclavian on the tracheal side of 
the scalenus, ii. 243; the operation very 
hazardous, ii. 243; mode of operating, il. 
- 244; Dietrich’s description of the opera- 
tion, ii. 244; South on aneurisms of the 
aorta and origin of the carotid and sub- 
clavian, liable to be mistaken for aneurism 
of the subclavian, ii. 245; Allan Burns 
and Hodgson’s proposal to tie the innomi- 
nata, ii. 245; Mott and Graefe’s opera- 
tions, ii. 245; Hodgson on ligature of the 
innominata, ii. 246; Bujalsky, King, Die- 
trich and Manec on ligature of the inno- 
- minata, ii. 246 ; compensation to the cir- 
culation, when the subclavian is oblite- 
rated, ii. 247; Key on the post-mortem 
appearances in a case in which he tied the 
subclavian 12 years previously, il. 248 ; 
South on the results of injury to the axil- 
lary nerves, ii. 249; ligature of the inter- 
nal mammary, ii. 249; Dietrich’s descrip- 
_ tion of two modes of tying the vertebral 
artery, ii. 249; Nuntiante Ippolito on liga- 
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ture of the vertebral artery, 11. 250; Mobus’ 
case of vertebral aneurism, ii. 250; case 
of vertebral aneurism, ii. 250; aneurism 
of the brachial, ulnar, and radial arte- 
ries, ii. 251; causes of aneurism of the 
brachial, ii. 251; Astley Cooper, Hodgson, 
and Liston on spontaneous aneurism of 
the brachial, ii. 251 ; the free anastomosis 
of the arteries of the arm requires the liga- 
ture of the artery near the sac, ii. 251; 
Astley Cooper and Liston on ligature of 
the arteries of the fore-arm, ii. 251; W. 
Cooper’s case of radial aneurism, ii. 251 ; 
aneurism on the back or front of the hand, 
ii. 251; ligature of the brachial, ii. 251; 
the operation in the arm-pit, ii. 252; in 
the middle of the upper-arm, ii. 252 ; high 
bifurcation of the brachial, ii. 252; Tie- 
demann on the high bifurcation of the 
brachial, ii. 252; ligature of the brachial 
at the bend of the arm, li. 252; of the 
radial in the upper third of the fore-arm, 
ii. 253; of the ulnar in the upper third 
of the fore-arm, il, 253; in the lower part 
of the fore-arm, ii. 253; in the region 
of the wrist, ii. 253; ligature of the end 
of the radial artery, il. 253; compen- 
sation to the circulation after ligature 
of the brachial, ii. 254 ; White and South 
on the compensating collateral branches, 
ii. 254; aneurtsm of the external and inter- 
nal iliac, ii. 254; Astley Cooper, James, 
and Murray’s cases of ligature of the 
aorta, ii. 254; Guthrie on ligature of the 
aorta, 11. 255; Monteiro’s case of ligature 
of the aorta, ii. 255; ligature of the com- 
mon iliac for aneurism of the external or 
internal iliac, ii. 255; the operation for 
ligature of the common iliac, 11. 255; 
Mott, Crampton, Anderson and Salamon’s 
operations, ii. 256; ligature of the inter- 
nal iliac for aneurism of its branches, ii. 
256; the operation for ligature of the in- 
ternal iliac, ii. 256; Stevens, White, An- 
derson and Bujalsky’s operations, ii. 257 ; 
Owen on the post-mortem appearances in 
Stevens’ case, ii. 257; ligature of the 
gluteal, ii. 257; Carmichael’s case, ii. 
258; ligature of the ischiatic, ii. 258; 
of the common pudic, ii. 258; case of 
aneurism of the internal pudic, 11. 258; 
aneurism of the femoral and popliteal ar- 
teries and their branches, ii. 258; Aber- 
nethy’s case of ligature of the external 
iliac in the groin, ii. 258; Freer and 
Astley Cooper’s cases, 11. 259; Tait and 
Arendt’s cases of ligature of both the ex- 
ternal iliacs, ii. 259; cases in which the 
external iliac should be tied, ii. 259 ; 
description of the operation, il. 259 ; 
Abernethy, Charles Bell, Scarpa, Astley 
Cooper, Lisfrane, Anderson, Rust, Lang- 
enbeck, Delpech, Wright, Post, Bujalsky, 
and Guthrie on the ligature of the exter- 
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nal iliac, ii. 261; the operation for liga- 
ture of the femoral below Poupart’s liga- 
ment, li. 261; Textor, and Froriep on 
ligature of the femoral below Poupart’s 
ligament, ii. 262; compensation to the 
circulation after ligature of the external 
iliac, ii. 262; Astley Cooper on the post- 
mortem appearances after ligature of the 
external iliac, ii. 262; ligature of the 
femoral, for aneurism in the lower third 
of the thigh, or at the knee-joint, ii. 262 ; 
John Hunter on ligature of the femoral, 
ii. 263; ligature of the popliteal danger- 
ous, and not to be practised, except for 
wounds, ii. 264; the operation in the 
middle of the ham, ii. 264; in the upper 
part of the ham, ii. 264; in the lower 
part, ii. 264; Jobert’s case of ligature of 
the popliteal in the internal epicondyloid 
pit, 11. 265; aneurism of the tibial artery, 
li. 265; Green’s case of aneurism of the 
posterior tibial, ii. 265; Astley Cooper 
and Cline jun.’s cases of aneurism of the 
anterior tibial, 11. 265; Astley Cooper on 
the treatment of aneurism of the anterior 
tibial low down, by opening the sac, and 
tying the artery above and below, ii. 265 ; 
ligature of the anterior tibial above the 
middle of the leg, ii. 266; in the neigh- 
bourhood of the instep, ii. 266; of the 
posterior tibial in the middle or upper 
third of the leg, ii. 266; South on liga- 
ture of the posterior tibial when wounded, 
li. 266; ligature of the peroneal artery 
in the middle of the leg, ii. 266; 
aneurisms in the sole and back of the 
foot, ii. 267; compensation to the cir- 
culation, when the femoral artery has 
been tied, ii. 267; Astley Cooper on 
the post-mortem appearances after liga- 
ture of the femoral artery, ii. 267; 
aneurismal varix and varicose aneurism, 
ii. 268 ; definition of an aneurismal varix, 
li. 268; McMurdo’s case of aneurismal 
varix between the internal jugular vein 
and carotid artery, ii. 268; characters of 
the disease, ii. 268; Breschet on the con- 
dition of the artery and vein in aneuris- 
mal varix, ii, 269; Sennertus, Galen, and 
William Hunter on aneurismal varix, ii, 
269; Lawrence and Liston on the pecu- 
liar noise heard in an aneurismal varix, 
11.270; Liston’s case of aneurismal varix 
in the femoral vein and artery, ii. 270; 
W. Hunter on the distinction between 
aneurismal varix and false aneurism, 
lil. 271; treatment, ii. 271; Breschet, 
Stromeyer, and Astley Cooper on the 
treatment of aneurismal varix, ii, 271; 
Atkinson's ligature of the brachial artery 
for aneurismal varix, ii. 271; varicose 
aneurism, ii, 271; definition, ii. 271; 
W. Hunter on varicose aneurism, ii. 
272; the operation, ii, 272; Green’s case 
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of yaricose aneurism, ii. 272; Perry’s 
case of aneurism bursting into a vein, il. 
272; South’s comments on the case, 11. 
272; unnatural expansion in the branches 
and ramifications of arteries, il. 273; 
branching aneurism, ii. 278; seat and 
characters, ii. 273; diagnosis from other 
swellings, li. 274; causes, il. 274; prog- 
nosis, ii. 274; treatment, ii. 274; Graefe, 
Travers, Dalrymple, Wardrop, Rogers, 
and Dupuytren on the treatment of 
branching aneurism, ii. 275; aneurism of 
the arteries of bone, or aneurism by anas- 
tomosis of bone, ii. 275; symptoms, li. 
275; post-mortem appearances, 11. 276; 
situation, ii. 276; occasional causes, 
ii. 276; these aneurisms always preceded 
by inflammation of the bone, ii. 277; 
Stanley on pulsating tumours of bones, 
ii. 277 ; treatment, ii. 279; unnatural ex- 
pansion in the capillary-vascular system, 
li. 279; teleangiectasy, ii. 280; is con- 
genital, ii. 280; characters, 280; fun- 
gous growths after rupture of the swel- 
ling, ii. 250; nature of the disease, 1i. 
280 ; complications, ii. 281; teleangiectasis 
lipomatodes, ii. 281; causes, ii. 281; always 
a local disease, ii. 281; prognosis, 11. 
2813; treatment, ii. 281; by compression, 
ii. 282 ; Abernethy on compression, 11. 
282; by extirpation with the knife, ii. 
282; with the ligature, ii. 282; ad- 
vantages of the ligature, ii. 282; Law- 
rence, Brodie, and South on the appli- 
cation of the ligature, ii. 282; destruc- 
tion of teleangiectasy by caustic, ii. 283 ; 
South on caustic in teleangiectasy, ii. 284 ; 
various remedies to induce inflammation 
and suppuration in the diseased growth, ii. 
284; Pattison, Smith, and Tyrrell’s cases, 
li. 285; tying the principal trunk sup- 
plying the diseased growth, ii. 285 ; ifthe 


- teleangiectasy be seated in the extremi- 


ties,'and incurable, amputation must be 
performed, ii. 286; Pauli on the tattooing 
of moles on the skin, ii. 286. 


Awnstaux, M., on the application of the 


actual cautery in irreducible prolapse of 
the rectum, 11. 136. 


Anus, artificial, 1.717 ; spasmodic contrac- 


tion of, and anal fissures, i. 734; first 
clearly described by Boyer, Dupuytren, 
and Brodie, i. 734; Boyer and Dupuy- 
tren on the symptoms of anal fissure, | 
i. 734, 735; Brodie on spasmodic con- 
traction of the anus, i. 735; Dupuytren 
on the three varieties of fissures, i. 735 ; 
Brodie on the spasmodic contraction of 
the sphincter, attended with ulceration, i. 
735; Dupuytren, Brodie, and Boyer on 
the treatment, i.736 ; Boyer’s operation for. 
anal fissure, i. 736 ; anus imperforate, ii. 
325 ; congenital narrowing of, ii, 329 ; 
spasmodic contraction of, ii. 330. 
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Aorta, cases of ligature of, ii. 254. 
ARDEN, JOHN OF, mentions the chaude- 


pisse, i. 163 ; prescription for an injec- 
tion for gonorrheea, i. 169. 


ARENDT, M.’s, case of ligature of both the 


external iliacs, ii. 259. 


Arm, upper, amputation through, ii. 924; 


exarticulation of, at the shoulder, ii. 954. 


ARNaup’s, M., apparatus for fracture of the 


neck of the femur, i. 569; on the reduction 
en masse, 11.16; on incision of the hernial 
sac, and introduction of lint-tents for its 
radical cure, ii. 24; on dilatation of the 
stricture in strangulated hernia, without 
cutting, ii. 38. 


Arnort’s, Dr., oil-silk tube for strictures of 


the urethra, ii. 364; on cauterizing the 
walls of the stricture, ii. 367; operation 
of lithectasy, ii. 643. 


Arnort’s, Mr., case of hospital gangrene, 


i. 69; on severe phlebitis, 1.78; on the 
morbid appearances in phlebitis, i. 80; 
case of foreign body in the vagina, the 
bladder injured, and formation of a cal- 
culus, 11. 524; case of malignant tumour 
of the tongue, in which that organ was 
removed by ligature, ii. 779; case of 
diseased undescended testicle, ii. 814. 


ARTERIES, WoUNDS OF, AND THEIR CON- 


SEQUENCES, i. 297; closure of slight and 
longitudinal wounds of, i. 298; Saviard, 
Petit, and Scarpa on the healing of 
wounds of, 1. 298; artery compressors of 
Langenbeck, Verdier, Mohrenheim, Dahl, 
Wegehausen, Moore, Graefe, Scultetus, 
Heister, Dionis, Plattner, Brambilla, 
Desault, Leber, Ayres, Bell, Chabert, 
Lampe, Faulquier, Schendler, Hessel- 
bach, and Joachim, i. 299; von Winter’s 
directions for wounded arteries, i. 301 ; 
pressure on the meningeal artery inad- 
missible, and not requisite, 1. 301; Aber- 
nethy’s case of wounded meningeal ar- 
tery, i. 301; South on wounds of the 
pudic artery and artery of the bulb, 
during the lateral operation for the 
stone, i. 302; South on the treatment 
of wounded arteries in the thick fleshy 
parts of the hand or foot, i. 302; ligature 
of arteries, i. 303; South’s experiments 
on the carotid of a dog, 1.303; Manec, Du- 
puytren, and Roux on the introduction of 
a piece of bougie into an ossified artery, 
after amputation, i. 304; treatment of a 
retracted artery, i. 305; South on the 
ligature of large arteries above and 
below the wound, i. 305; South on the 
necessity for cutting down upon a 


--wounded vessel on the sound side of 


a limb, if nearer the artery than is the 
part. wounded, i. 305; Travers’ case of 
wound of the posterior tibial artery, i. 
305; Lawrence, Hennen, Delpech, Wal- 
ther, Haire, Guthrie, and South on the 
after-management of the ligature, 1. 306 ; 
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Dr. M‘Sweeny on the silk-worm-gut.li- 
gature, i. 307; Physick on the animal 
ligature, i. 307; Astley Cooper on the 
catgut ligature, i. 307; length of time 
before the separation of a ligature, i. 307 ; 
Callaway and Guthrie’s cases, i. 307; se- 
condary hemorrhage on the separation of 
a ligature, i. 307; Green’s case of secondary 
hemorrhage after ligature of the subcla- 
vian, i. 307; torsion or twisting of ar- 
teries, i. 308; Galen, Amussat, ‘Vhierry, 
Liber, Velpeau, Fricke, and Dieffenbach, 
on torsion, i. 308; changes produced by 
torsion, i. 308; Palmer on the torsion of 
arteries, 1. 309 ; Amussat, Thierry, and 
Fricke on the mode of practising torsion, 
i. 309; Dieffenbach’s torsion-forceps, i. 
310; Kluges’s torsion apparatus, i. 310; 
advantages of torsion, i. 310; Dupuy- 
tren, Lorch, Textor, Fricke, Elster, and 
Bramberger on the effects of torsion, i. 
311; Dieffenbach, Dupuytren, and Che- 
lius’ objections to torsion, i. 311; South 
on torsion, i. 511; Ferne and Astley 
Cooper’s cases of accidental torsion, 1. 
311 cases in which torsion is preferable, 
i. 311; Kohler and Fricke on the torsion 
of bony vessels, i. 311; Stilling on the 
interweaving of arteries, 1. 811; use of 
astringent styptics, i. 312; effects of 
cauterization on wounded vessels, i. 313 ; 
occurrence and management of secondary 
hemorrhage, i. 313; circumstances fa- 
vouring the occurrence of secondary 
hemorrhage, i. 313; Cline jun.’s cases 
of after-bleeding, in which the actual 
cautery was employed, i. 314; Cline 
jan.’s clinical observations on  after- 
hemorrhage, andthe use of the actual 
cautery in such cases, i. 316; Cline 
jun.’s experiments on arteries, i. 318; 
South on the treatment of bleeding os- 
sified arteries, ii. 318; if a large artery 
be wounded from a bruise, it may be 
necessary to expose it and take it up, i. 
334; South on extensive ecchymosis, 
and the means of diagnosis, when an 
artery of any material size has been 
wounded, i. 334; South on the danger 
of gangrene when a large artery has been 
wounded, from the distension of the soft 
parts, i. 334. 


Arteriotomy, ii. 864. 
Arteritis, Dupuytren and Cruveilhier on, as 


a cause of dry gangrene, 1.59; South’s 
case of, without gangrene, i. 60; in- 
flammation of the coats of arteries, 1. 
74; Bouillaud on arteritis, i. 74, 75; 
Hodgson’s cases of, i. 74; Portal’s case 
of inflammation of the aorta, consequent 
on the recession of measles, i. 74; South’s 
case of arteritis, i. 75. 


ArTruour, Dr., on the use of the seton in 


gun-shot wounds, to bring’ away separated 
pieces of bone, 1. 342. 
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AssatinI, M., on the stanching the bleeding 
from a wounded intercostal artery, 1. 448. 

ASHWELL, Dr., on the extirpation of 
ovarian cysts, ii. 492; on the pain in 
cancer uteri, il. 818; case of cancer uteri, 
ii. 818; on the period of life at which 
cancer uteri is generally developed, ii. 
819. 

Astragalus, dislocation of, i. 809; case of 
exarticulation of, ii. 946. 

ATKINSON’s, Mr., case of ligature of the 
brachial artery, for aneurismal varix, il. 
271. 

ATTENBURROW’S, Mr., case of trepanning 
the spine, i. 538; cases of old men ope- 
rated on for stone, ii. 569. i 

Att, M., on the use of a canula, for main- 
taining the patency of the artificial duct, 
in the operation for salivary fistula, i. 714. 

AvuBE, M., on the contagion of itch, de- 
pendent on the itch-mite, i. 636. 

Avumont’s, M., operation for extirpating the 
testicle, ii. 812. 

Austin, Mr., on the formation of urinary 
ealeuli, 11. 513. 

AUTENRIETH’S, M., opinion, that crusta 
serpiginosa is connected with itch, i. 
634. 

AVENZOAR, on the acarus scabiei, i. 636. 

AVICENNA, On congenital dislocation of the 
hip, i. 769; on the application of caustic, 
for the radical cure of hernia, ii. 24. 

Axillary aneurism, ii. 240. 

artery, ligature of, ii. 241. 

Ayres’, Mr., artery-compressor, i. 299. 


——_ 


BazsineTon’s, Dr., case of fatal bayonet- 
wound of the heart, 1. 455. 

BapBineron’s, Mr., case, illustrative of the 
peculiar delirium of hydrophobia, 1. 369 ; 
on the premonitory pains of hydropho- 
bia, 2.371: 

Bacu, M., on extirpation of bronchocele 
by ligature, ii. 664. 

Bacot’s, Mr., objection to the exhibition of 
corrosive sublimate in cases of syphilis 
in infants, i. 674; on erethismus mer- 
curialis, i. 677; on the cachexia syphi- 
loidea, i. 678; on the eczema mercuriale, 
i. 679; on the treatment of mercurial 
sore-throat, i. 681. 

Baiiuier’s, Dr., case of obliteration of the 
vena cava inferior, ii. 288. 

Bai.uiE, Mr., on the local treatment of 
fractured ribs, i. 549. 

Batuuir’s, M., apparatus for fracture of 
the patella, i. 579; artificial hands, ii. 
848. 

Barnes, Mr., on the treatment of vesico- 
vaginal fistula, by drawing off the urine, 
and by compression, i. 752. 

Baker, Mr., on the existence of the acarus 
seabiei, i. 636. 

Balanitis, or external gonorrhea, i. 176; 
causes and symptoms, i, 176; Hunter 
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and South on balanitis,i. 176; treatment, 
i. 176; Ricord and South on the treat- 
ment of balanitis, 1. 176. 

Baurour’s, Dr., case of reunion of divided 
parts, il. 835. 

Ba.iine, M., on cutting away the tunica 
vaginalis, 11. 506. 

Banks’, Sir Josepu, account of his suffer- 
ings, and of Dr. Solander’s, from ex- 
posure to cold, i. 126. 

Banner’s, Mr., case of extirpation of the 
womb, ii. 826. 

Barps.ey’s, Dr., case of hydrophobia, oc- 
curring twelve years after the bite had 
been inflicted, i. 367; his opinion that 
the disease was not hydrophobia, 1. 367 ; 
supports his views by the opinions of 
Darwin, Haygarth, and R. Pearson, i. 
367; case illustrative of the peculiar 
delirium of hydrophobia, i. 369; on the 
stages of hydrophobia, i. 370; on the 
diagnosis of tetanus from hydrophobia, 
i. 380. 

Bartow, Mr., on the treatment of torn 
muscles, i. 495. 

Barnes’, Dr., case of knife-swallowing, ii. 
388. 

Barnes’, Mr., cbturator for vesico-vaginal 
fistula, i. 751. 

Baron’s, Dr., case of hydrocephalocele, ii. 
198. 

Barry, Sir Davip, on the application of 
the cupping-glass over snake-bites, 1. 
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Barry’s, Mr., case of accidental reduction 
of the dislocation in hip-disease, i. 270. 
BaRTHELEMY, M., on the means of pre- 
venting the retraction of the urethra in 
amputation of the penis, ii. 802; case of 
reunion of divided parts, ii. 835; on the 
section of the palmar aponeurosis, after 
exarticulation of the fingers from the 

metacarpal bones, il. 966. 

Barton’s, Dr., operation, of cutting out a 
wedge-shaped piece of bone for the relief 
of anchylosis, 1. 247; operation for the 
establishment of a false-joint, in treating 
anchylosis, 1. 248; on the symptoms 
produced by the bite of the rattlesnake, 
1. 3856 ; on the treatment of rattlesnake- 
bites, i. 358; on the employment of the 
ligature in snake-bites, 1. 359 ; case of cure 
of ununited fracture, i. 591; operation on 
the anchylosed femur, ii. 311; operation 
to remedy the opening of the rectum 
into the vagina, ii. 327. 

BasEpDow, M., considers dissection wounds 
agree with malignant pustule, i. 349. 

BatTeman’s, Dr., distinction between ery- 
thema and erysipelas, i. 100; acute 
erysipelas, the vesicular erysipelas of 
Chelius, i. 100; erratic erysipelas, the 
erythema symptomaticum of Chelius, 
i. 102; oedematous erysipelas, the ery- 
sipelas from scalp-wounds, i. 102; on 
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purpura hemorrhagica, or land-scurvy, 
i. 621; on the existence of the acarus 
Scabiei, i. 636; case of erythismus mer- 
curialis, i. 677; on eczema rubrum, i. 
678. 

BavupELocqur, M., on the mode of per- 
_ forming the Cesarian operation, ii. 443. 
Bauvens’, M., oblique cut in amputations, 

ii. 892; mode of amputating the leg in 
its lower third, ii.917; mode of ampu- 
tating at the knee with the circular cut, 
li. 944; at the ancle-joint, ii. 944; mode 
of operating in exarticulation of the 

fore-arm at the elbow, ii. 962. 

Bauer, M., on the presence of globules in 
the serum, i. 43. 

Baye, M.,on mortification from spurred 
rye, i.61; on the pain in cancer uteri, 
ii. 818, : 

Baynuam’s, Mr., case of puncturing the 
womb in retroversion, ii. 144. 

Beaumont, Mr., on increased pressure and 
supine posture in the radical cure of 
hernia, ii. 23. 

Becx’s, Mr., apparatus for fracture of the 
neck of the femur, i. 570; on accidental 
cerebral rupture, ii. 100. 

Beckett's, Mr., memorandum respecting 
gonorrhea, i. 162; prescription for an 
injection for gonorrhcea, i. 169. 

BEcuarRD, M., distinctly of opinion that 

. cartilages are not vascular, i. 227; prac- 
tice in wounded intestine, i. 464; on the 
treatment of fistula of the parotid duct, i. 
_715; on the ligature of the lingual artery, 
il. 238; modification of Dupuytren’s bi- 
lateral section for stone, ii. 597; mode of 
amputating at the hip-joint with two flaps, 
ii. 939 ; mode of amputating at the shoul- 
der-joint, 11. 959. 

BEDINGFIELD, Mr., on the treatment of 
tooth-ache, i. 704. 

BExEr’s, M., cases of malignant pustule, i. 

%e 65; 

Bercin’s, M., case of closing and wasting of 
the portion of intestine below the artificial 
anus, i. 718; case of aneurism of the 
middle meningeal artery, ii. 240; opera- 
tion for the division of the inner fold of 
the prepuce, ii. 347; directions for ceso- 
phagotomy, ii. 386; on the treatment of 
complete retention of urine in stricture, 

- li. 427; on the operation for cutting into 

. the urethra in the perineum, li. 428; 
mode of amputating at the hip-joint with 
two flaps, ii. 940; mode of operating in 
excision of the knee-joint, ii. 981. 

Bern's, M., opinion, that the so-called 
lymph-swelling is an extravasation of 
lymph, i. 48; plan of opening a cold 
abscess with a lancet, after the previous 
application of caustic, 1. 90. ; 

Bex, Mr. Bensamin, denies the identity 
of gonorrhea and syphilis, i. 164; cases 
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of gonorrhea of the nose, i. 177 ; on alter- 
nate swelling of the testicles, 1.177; on 
tapping lumbar or psoas abscess with a tro- 
car, i. 189; on the stanching the bleeding 
from a wounded intercostal artery, 1. 
447; on the use of the suture in wounded 
intestine, i. 466; on the expulsion of the 
suture after union has taken place, i. 468; 
apparatus for fracture of the patella, i. 
579; objections to the use of the catheter 
in urethral fistula, i. 745; mode of am- 
putating by the circular incision, ii. 891 ; 
plan of amputating the thigh with the 
flap from before, ii. 909; mode of ampu- 
tating at the shoulder-joint with the cir- 
cular cut, ii. 958. 

Bewu’s, Sir Cares, opinions relative to 
the formation of pus, i. 35; on tying the 
tonsils, i. 145; case of hysterical affection 
of the hip-joint. i. 249; explanation of 
the pain in the inside of the knee in hip- 
disease, i. 252; on the pain in hip-disease, 
i. 260 ; on morbus coxe senilis, i. 260; pro- 
posal to saw through the neck of the femur 
in hip-disease, to promote anchylosis, 
i. 270; on the operation for trepanning 
the spine, i. 538, 541 ; objection to laying 
open the fracture and using the elevator, 
or removing its edge by the lenticular, in 
order to raise the depressed portion of 
bone in fracture of the sternum, i. 546 ; 
on the bent position in fracture of the 
femur, i. 574; operation for the restora- 
tion of the canal of the urethra, i. 744; 
on the mode of reducing the dislocation 
of the thumb, i. 795; on the reduction en 
masse, li. 16; on the ligature of the ex- 
ternal iliac, ii. 261; on the ligature of 
the spermatic veins in varicocele, ii. 297 ; 
on the seat of stricture in the rectum, ii. 
336; mode of amputating at the hip-joint 
with two flaps, ii. 939. 

Bett, Mr. Joun, on the arrest of hemor- 
rhage by nature, i. 297; artery-compressor, 
i, 299; on the use of the suture in 
wounded intestine, i. 467. 

BELLANGER, M., on the reduction of the 
retroverted womb, ii. 144. 

BELuincuam, Dr., on compression in the 
treatment of aneurism, ii. 212. 

BELLINI’s, M., operation for prolapsus uteri, 
nels: 

Betmas’, M., operation for the radical cure 
of hernia, 11. 27. 

Bex1og, M., on the stanching the bleeding 
from a wounded intercostal artery, i. 448. 

BENABEN’s, M., case of excision of part of 
the hand, ii. 965. 

BENEDIctT, M., opposed to the radical cure of 
umbilical rupture by ligature, ii. 83; mo- 
dification of the German operation of 
rhinoplasty, ii. 843; stimulant treatment 
of stumps, ii. 898 ; mode of amputating the 
thigh with a flap from the outside, ii. 909. 
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Bennatt, M., on cauterization of the uvula 
with nitrate of silver in relaxation, i. 147. 
BenneETT?T, Dr. J. H., on the oscillation at- 
tending the recovery of the circulation in 
inflammation, i. 29; on the process of 
resolution, i. 31; on the process of effu- 
sion, i. 52; on the process of union by 
adhesion, i. 290; on the formation of new 
vessels, i. 291; on the processes of granu- 

_ Jation and cicatrization, i. 294. 

BENNETT’s Mr., case of sarcomatous scro- 
tum, ii. 808. 

Benv’s, Mr., case of excision of a joint, il. 
968; mode of operating in excision of 
the head of the humerus, ii. 974. 

BERARD, M., on the removal of the edges of 
the cleft in staphyloraphy, i. 604; mode 
of passing the needle, i. 605; fatal case 
from pneumonia, i, 607; on the ligature 
of the hernial sac for its radical cure, 11. 
24; case of femoral rupture, in which the 
Fallopian tube was protruded, ii. 71; ope- 
ration for prolapsus uteri, il. 112; case 
of fungus of the dura mater treated by 
operation, ii. 689. 

Berarp’s, M., jun., case of invagination of 
the rectum through the anus, il. 130. 

Berpot, M., on dislocation of the head of 
the thigh-bone downwards and inwards 
in hip-disease, i. 258; case of reduction 
of the consecutive dislocation in hip-dis- 
ease, i. 268. 

BERLICHINGEN’s, M. Gotz von, 
hands, ii. 848. 

Ber.incuieri’s, M. Vacca, directions for 
cesophagotomy, ii. 386; operation for 
stone, ii. 616. 

BERNSTEIN’s, M., apparatus for fracture of 
the neck of the femur, 1. 569. 

Berrens’, M., artificial leg, ii. 846. 

BERTRANDI's, M., mode of reducing disloca- 
tion of the humerus, 1. 785; mode of am- 
putating at the shoulder-joint with the 
circular cut, ii. 958. 

Berze.ius, M., opinion relative to the 
formation of pus, i. 35. 

BrEyNARD, M., on the treatment of spina bi- 
fida by closure of the sac, ii. 469. 

Brsracu, M., on tying the tonsils, 1. 145. 

Bicuat, M., on the vessels of cartilage, i. 
227; on the changes which the substance 
of bone undergoes in advanced age, i, 


artificial 


497; on the cause of death from the en- 


trance of air into a vein, ii. 856. 
Bressey’s, M., plan of treatment of ingrow- 
ing of the nail by scraping its free surface 
till nearly its entire thickness is destroyed, 
then touching it with lunar caustic until 
it contracts completely, i. 199. 
Bisert, M., on the solution of chloride of 


lime in foul, gangrenous, and torpid ul- | 


cers, 1. 616; on iodine in hard swellings 
of the testicles, 1. 669. 


BicEtow’s, Dr., employment of ether by | 
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inhalation prior to the extraction of a 
tooth, ii. 1007; to the performance of 
more important surgical operations, ii. 
1008; cases of injurious effects produced 
by the inhalation of ether, ii. 1008. 

Bile, retention of, ii. 408. 

BiiGueEr’s, M., objection to amputation, i. 
345. 

Biliary fistula, 1. 716. 

BILuarv’s, M., case of cure of cerebral rup- 
ture, il. 99. j 
Bircn’s, Mr., case of fatal rupture of the 
uterus, subsequently to one previously 
recovered from, i. 484; case of popliteal 

aneurism, ii. 220. 

Bladder, prolapse of, ii.. 124; puncturing 
of, ii, 432; above the pubes, ii. 432; 
through the rectum, ii. 434; through the 
perineum, ii. 434; stone in, ii, 544. 

BLADDER, WounDs OF, i. 481; nature and 
treatment of these wounds, i. 481; re- 
moval of foreign bodies in wounds of the 
bladder, as their presence may cause the 
formation of a calculus, i. 481; South 
on rupture or laceration of the bladder in 
fracture of the pelvis, i. 481; case of 
grape-shot wound of the pelvis, involving 
both the rectum and bladder, i. 481; 
Hennen’s case of ball-wound of the pelvis, 
involving the bladder, i. 481; Cline’s sen. 
case of musket-shot wound of the bladder, 
the ball remaining, and afterwards ex- 
tracted by operation, 1. 482. 

BLAGDEN’s, Mr., case of consecutive he- 
morrhage after the extraction of a tooth, 
1.(707' 

Buanpin’s, M., treatment of fracture of the 
radius or ulna near the wrist, i. 560; on 
hydrocele caused by gonorrhea, ii. 499; 
mode of amputating at the hip-joint with 
two flaps, 11. 537 ; at the knee-joint with 
the flap cut, 11. 948. 

BANE, Sir GILBERT, on the period of the 
accession of tetanus after the receipt of 
the injury, i. 377 ; case of aneurism of the 
internal carotid by the side of the sella 
turcica, 11. 240.7 

Buastus, M., on the nature of strangula- 
tion, ii. 11; on the causes of club-foot, ii. 
176; opposes tenotomy in the treatment 
of club-foot, ii. 185 ; operation of chilo- 
plasty, li. 775; sloping cut in amputa- 
tions, ii. 892; oblique cut in partial am- 
putation of the foot, ii. 949 ; mode of am- 
putating at the shoulder-joint, ii. 959. - 

Biecny, M., on the cause of the difficulty 
experienced in reducing dislocation of the 
thumb, i. 795. 

Buieeny, M., on increased pressure and the 

_ supine posture for the radical cure of 
hernia, ii. 23. 


Buizarp’s, Sir W., case of penetrating 


wound of the chest, i. 440; on compres- 
sion in the treatment of aneurism, ii. 210; 
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case of ligature of the subclavian above 
the clavicle, ii. 243. 

Buizarp’s, Mr.THomas, case of hydrocelein 
front of an inguinal rupture, il. 61; case 
of ligature of the subclavian above the 
clavicle, ii. 248 ; on the section of the pros- 
tate in the operation for stone, ii. 590 ; case 
of simple serous cysts of the neck, ii. 695. 

Blisters, application of, ii. 871. 

Buock’s, Mr., experiments on the effects of 
spurred rye on animals, i. 61. 

BLooD-LETTING, ii. 860; modes of operat- 
ing, 11. 860; opening veins, phlebotomy, 
ll. 860; situation where performed, ii. 
861; choice of a vein at the bend of the 
elbow, ii. 861; mode of opening a vein, 
li. 861; South’s directions for blood-let- 
ting from a vein, ii. 862; dressing the 
wound, and applying the bandage, ii. 862 ; 
accidents which occur during the opera- 
tion, ii. 862; faulty stab, ii. 862; forma- 
tion of too small an opening, ii. 862; stop- 
page of the flow of blood, ii. 862; severe 
pain from wounding a nerve, ii. 862; 
wounding an artery, ii. 862; wound of a 
lymphatic vessel, tendon, or aponeurotic 
expansion, ii. 862; accidents which may 
occur after the operation, ii. 863 ; bleeding, 
li. 863; inflammation and suppuration, 
li. 863; inflammation of the veins or lym- 
phatics, ii. 863; Abernethy on the treat- 
ment of traumatic phlebitis, ii. 863; se- 
vere pain and even convulsions from par- 
tial division of a nervous twig, il. 863; 
Abernethy on the complete section of the 
nervous twig in such cases, ii. 863; use of 
the snapper dangerous, ii. 863; opening 
the veins of the fore-arm and hand, ii. 
863; blood-letting in the foot, ii. 863; 
blood-letting in the neck, ii. 863; direc- 
tions for opening the external jugular 
vein, ii. 863; opening arteries, il. 864; 
only performed on the temporal, ii. 864 ; 
mode of operating, ii. 864; South and 
Cline jun. on arteriotomy, ii. 864; appli- 
cation of leeches, ii. 864 ; mode of apply- 
ing them, ii. 864; description of the 
blood-leech, ii. 864; of the horse-leech 
and common leech, ii. 865; means to in- 
duce leeches to bite, ii. 865; application 
of leeches to the mouth, or near the anus, 
ii. 865; Crampton and Osborne on the 
application of leeches to the mucous sur- 
faces, ii. 865; treatment after the leeches 
have dropped off, ii. 865; of the after- 
bleeding in children, ii. 865; Bricheteau, 
Lisfrane, Green, and Oliver’s cases of 
fatal hemorrhage from leech-bites, ii. 
866 ; South on the treatment of the after- 
bleeding, ii. 866; treatment of ecchy- 
mosis, inflammation and suppuration of 
leech-bites, ii. 867 ; scarification, ii. 867 ; 
definition and employment of, ii. 867 ; 
cupping, ii. 867; mode of operating, ii. 


867; dry cupping, ii. 868; South on a 
substitute for cupping, ii. 868; Dr. Os- 
borne’s polytome, ii. 868 ; South on dan- 
gerous hemorrhage from cupping, ii. 
868; relative value of leeches and cup- 
ping, li. 868 ; Junod’s apparatus to cause 
derivation of blood, ii. 868 ; South on the 
relative value of leeches and cupping, ii. 
868 ; South’s preference of cupping, ii. 868. 


BLUNDELL, Dr., on prolapse of the womb, 


ii. 103; on relaxation and incomplete 
prolapse of the womb, ii. 104; on the 
size of the prolapsed womb and vagina, 
11, 105; on the causes of prolapse, ii. 107 ; 
case of removal of the inverted womb by 
ligature, ii, 121; on the symptoms of pro- 
lapse of the vagina, ii. 122; on the local 
symptoms caused by retroversion of the 
womb, ii. 139; on partial retention of 
urine in retroversion, iil. 140; on the 
prognosis in retroversion, 11. 142; on an- 
teversion, ii. 146; case of extirpation of 
the womb, ii. 825; apparatus for trans- 
fusion, ii. 880. 


BorERHAAVE’S, M., opinions relative to the 


formation of pus, i. 35. 


Boaate’s Staff-surgeon, cases of gun-shot 


wound, in which a seton was used to 
bring away separated pieces of bone, 1.342. 


Boi oR FURUNCLE :—character and symp- 


toms of the disease, 1. 132; Walther on 
the seat of the disease originally in the 
sebaceous glands of the skin, i. 132 ; other 
inflammatory affections of the sebaceous 
glands, i. 132; Gendrin on the nature of 
the cores of boils, i. 132; Alibert’s divi- 
sion of boils into four kinds, i. 132; the 
wasp-nest or malignant boil, i. 132; the 
pustular boil, i. 133; Dr. Copland’s as- 
thenic boil—furoncle atonique of Guer- 
saut, 1. 133; description of the disease, 
its symptoms and progress, 1. 1333; boils 
often occur in healthy persons without 
any apparent cause, i. 134; are occasion- 


ally critical, i. 184; occur after sup- 


pressed perspiration, from neglect of 
cleanliness, in persons of irregular habits 
during menstruation, and in the spring, 
i. 134; they appear sometimes to be de- 
pendent on the state of the atmosphere, 
and are also met with in the chronic 
form in dyscratic individuals, i. 134; 
treatment, 1. 134; South’s plan of treat- 
ment by free incision, i. 134; general 
treatment rarely necessary, i. 134; Rit- 
ter’s idea that boils depend on the reten- 
tion of the animal refuse, i. 1385; South 
recommends the employment of general 
treatment, 1. 135. 


Borvin, Mad., on anteversion of the womb, 


ii. 146; case of spontaneous reduction of 
anteversion, li. 147. 


Bonaront, M., on the treatment of salivary 


fistula, 1. 714. 
d 
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Bone, aneurism of the arteries of, ab, 275. 

Bonrits’, M., operation when the cleft in 
the soft palate is very large and compli- 

- eated, i. 606; mode of treating ovarian 
dropsy, ii. 488; case of spontaneous rup- 
ture of the ovarian cyst, ii. 491; mode 
of amputating at the shoulder-joint, il. 
959. 

Bonnet, M., on the chemical and micro- 

- scopic characters of pus, i. 35; on the 
effects of the resorption of pus, i. 36 ; ope- 
ration for the radical cure of hernia, ii. 26; 
on the application of caustic in varix, il. 
292; on injections of iodine in hydrar- 
thrus, ii. 463; operation for the sub- 
cutaneous division of the nerve in mental 


neuralgia, ii. 885; on the nature of the | 


uniting medium between the two ends of 
a divided nerve, il. 886. 

Boscu’s, M., explanation of wounds from 
the wind of a ball, i. 8339; apparatus for 
re-breaking a badly-united bone, 1. 525. 

Bossav, M., mortification from spurred rye 
noticed by, i. 61. 

Borrcuer’s, M., apparatus for fracture of 
the olecranon, i. 560; apparatus for frac- 
ture of the neck of the femur, 1. 569. 

Bourtiaup, M., on arteritis, i. 74, 75; on 
the redness of the internal membrane of 
arteries, i. 75; on severe phlebitis, i. 78. 

Bou ay, M., on the solution of the chloride 
of lime in the treatment of foul, gan- 
grenous, or torpid ulcers, i. 616. 

Bourceors’, M., observations on malignant 
pustules, 1. 67. 

Bouvier, M., on the section of the tendo 
Achillis in club foot, 11. 182. 

Bowman, Mr., considers there is a difference 
between temporary and articular cartilage, 
1, 224. 

Boyer, M., on the lengthening of the limb 
in hip disease, i. 257; on dislocation into 
the foramen ovale in hip disease, 1. 259; 
objects to the subdivision of fractures into 
complete and incomplete, i. 497; infers 
the impossibility of simple dislocation of 
the spine, i. 535: case mentioned by him, 
i. 535; apparatus. for fractured clavicle, 
i. 551; opposed to Astley Cooper’s views 
on the union of fractures of the neck of 
the femur, i. 566; apparatus for fracture 
of the neck of the femur, i. 570; on per- 
manent extension in fracture of the femur, 
i. 574; apparatus for fracture of the pa- 
tella, i. 579; on rubbing the ends of the 
broken bones together in cases of false 
joint, i. 589; on the treatment of ulcers 
by sticking plaster, i. 619; on dressing 
the wound after the operation for rectal 
fistula, 1. 731; on the symptoms of anal 


fissure, 1. 734; on their treatment, i. 736; | 


operation for the cure of anal fissure, i. 
'. 736; on dislocation of the upper end of 
the radius forwards, i. 791; on reduction 
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of dislocation of the astragalus, i. 811; 
on the nature of strangulation in rupture, 
ii. 11; on increased pressure and the su- 
pine posture for the radical cure of hernia, 
ii. 23; on cutting away the tunica vagi- 
nalis, ii. 506 ; mode of using Frére Come’s 
lithotome, ii. 596; on wens, ii. 712; on 
the cancerous degeneration of steatoma, 
ii. 715; mode of amputating by the cir- 
cular incision, ii. 891. 

BRACHIAL aneurism, ii. 251. 

artery, ligature of, 11.251. | 

BRADLEY, Dr., on the blood-fungus, i1. 722. 

Brarp’s, Mr., case of re-union of divided 
parts, li. 835. 

Brain, and its membranes, injuries of, 1. 396 ; 
inflammation of, i. 400; compression of, 
i. 404; concussion of, i. 408. 

Brameercer, M., on the effects of torsion, 
teal be 

BraMBiiia’s, M., artery-compressor, 1. 299. 

Branching aneurism, il. 273. 

BrANDE’Ss, Mr., analysis of the earthy con- 
cretions in arteries, 1. 77. 


‘Braspor’s, M., bandages for fractured cla- 


viele, i. 551; objected to, 1. 551; opera- 
tion for aneurism, ii. 229: mode of ope- 
rating in exarticulation of the fore-arm 
at the elbow, ii. 962. 

Bravn’s, M., apparatus for fractures of the 
leg, 1. 583. . 

Breast, INFLAMMATION OF; situation and 
character of, i. 150; causes, i. 150; South 
on the arrest of the secretion of milk, and 
its absorption, i. 151; treatment of inflam- 
mation of the breast, i. 151; abscess of 
the breast, i. 151; treatment of fistulous 
openings, i. 151; opening the abscess only 
advisable when it is very deep, has pro- 
ceeded slowly, the pain is great, and fever 
high, i..151; Langenbeck’s treatment of 
lengthy fistule, i. 151; the introduction 
of tents injurious, i. 151; South’s recom- 
mendation that abscess of the breast be 
opened freely and early, i. 151; advan- 
tages of the proceeding, i. 152; condem- 
nation of Langenbeck’s plan of treating 
the fistulee, i. 152; South’s treatment of 
fistulee, i. 152; milk-knots, i. 152; termi- 
nations and treatment, i. 152; inflamma- 
tion of the breast, unconnected with suck- 
ling, i. 152; causes, i. 152; treatment, i. 
152; deep-seated abscesses in the gland, 
or between it and the pectoral muscles, 
i. 153; to be opened early, i. 153; fistu- 
lous passages to be laid open throughout 
their whole length, i. 153; Astley Cooper 
on chronic abscess of the breast, i. 153 ; 
South's case of chronic abscess operated 
on by mistake for scirrhus, i. 153; im- 
perfection of the nipples, i. 154; inflam- 
mation of the nipple, 1. 154; treatment, i. 
154; Cooper and Hanney on the treat- 
ment of fissured nipples, i. 154. 


ANALYTICAL INDEX. 


Breast, cancer of, ii. 783; chronic inflam- 

- mation of the lymphatics, or of the breast- 
gland, ii. 788; scrofulous tumors, ii. 790 ; 
herpetic and psoric affections, ii. 790; en- 
cysted tumors, ii, 790 ; vesicular scirrhus, 
ii. 790; hydatid swellings, 11. 791; sero- 
cystic tumors, ii. 792; medullary fungus, 
ii. 793; blood swellings, ii. 793; hyper- 
trophy, ii. 794. 

BreEFELD's, M., apparatus for fractured 
clavicle, i. 551; preferred, i. 552. 

Brera’s, M., plan of treatment preventative 
of hydrophobia, i. 374. 

BrescHet, M., on the membrane of the 
fistulous passage, i. 92; experiment on 
the communicability of hydrophobia from 
man to man, and from man to beast, 1. 
366 ; on the re-union of fractures, i. 500 ; 
on the double formation of bony substance 
in fracture, i. 501; on the production of 
callus, i. 501; on the reduction of old dis- 
locations, i. 767; on the causes of con- 
genital dislocations, i. 769; cases of dis- 
placement of the heart, ii. 96 ; on the four 
principal kinds of true aneurism, ii. 197 ; 
on the condition of the artery and vein in 
aneurismal varix, ii. 269; on the treatment 
of aneurismal varix, li. 271; on spermato- 
cele, ii. 295 ; operation for varicocele, ii. 
297; directions for its performance, ii. 

- 299; on the nature of corns, il. 668. 

BrETONNEAU'S, M., treatment of erysipelas 
by moderate compression, i. 108; con- 
demned by Lawrence and Duncan, 12108 ; 
on pressure in the treatment of burns, i. 

~ 117; on tracheotomy in croup, 11. 399. 

BrIcHETEAU’S, M., case of fatal hemorrhage 
from leech-bites, ii. 866. 

Briescuer’s, M., case of softening of the 
callus, by the internal use of the Carlsbad 
waters, 1. 526. 

Bricas’, Mr., case of recurrence of the 
aneurism after the ligature of the artery, 
i225. 

Bronte, Sir B. C., on sudden loss of blood, 
a cause of mortification, 1. 55; case of 
dry gangrene from inflammation of the 
principal artery and vein of the limb, i. 
59; on the cause of the distinction between 
dry and moist gangrene, i. 59; gangrene 
from arterial inflammation a compara- 
tively rare disease, i. 59; this statement 
denied by Cruveilhier and Dupuytren, i. 
59; case of fatal hemorrhage consecutive 
to opening a tonsillar abscess, i. 142; on 
the rarity of affections of the ligaments 
independent of other structures, i. 206 ; 
on the diseases of the synovial membranes, 
i. 213; on the two varieties of synovial 
inflammation, i. 213; case of acute syno- 
vial inflammation terminating in suppu- 
ration and ulceration, i. 214; on the sub- 
acute or chronic form of synovial inflam- 
mation, i. 215; on gonorrheal rheu- 


matism and. ophthalmia, i. 217; on the | 
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pulpy degeneration of the synovial mem- 
brane, i. 217; on the causes and progress 
of the pulpy degeneration, i. 218; on the 
local treatment of synovial inflammation, 
i. 219; on the use of friction to promote 
the absorption of the effused fluid, 1. 220 ; 
opinion that cartilages are vascular, 1. 
227 ; on the ulcerative absorption of car- 
tilage, i. 229; considers that absorption 
of the cartilages may take place under 
such circumstances, as to admit of no 
other agency than that of the vessels of 
the cartilage, i. 233; considers ulceration 
of cartilages differs from common syno- 
vial inflammation, and from inflammation 
of the spongy ends of bones, i. 236 ; on 
the degeneration of cartilage into a fibrous 
structure, i. 236 ; on the period at which 
ulceration of the articular cartilages may 
occur, i. 237, on inflammation of the 
joint-ends of bones, its symptoms, and 
progress, i, 238; on the consequences of 
this inflammation, i. 238; on the period 
at which it is likely to occur, i. 239 ; ob- 
serves that it is likely to occur in several 
joints at once, or in succession, i. 239 ; 
opinion that the occurrence of scrofulous 
disease in the joints has suspended the 
progress of some other and perhaps more 
serious disease elsewhere, i. 240; on the 
diagnosis between scrofulous disease of 
the joint-ends of bones and ulceration of 
the articular cartilages, i. 240; on the 
removal of the articular cartilages in old 
age, as the result of previous ulceration, 
i. 241; on the symptoms of hysterical 
affections of the joints, i. 249; on the 
local applications in such disorders, 1. 
250; on ulceration of the cartilage, the 
primary affection in diseased hip-joint, 1. 
252, 261; on the difference between hip- 
disease from ulceration of the cartilages, 
and that from scrofulous deposit in the 
cancellous structures of the bones, 1. 254 ; 
explanation of the lengthening of the limb 
in hip-disease, i. 257; on dislocation into 
the foramen ovale in hip-disease, 1. 259 ; 


‘on the influence of the primary irritation 


of the issue, and the maintaining it by re- 
peated applications of caustic potash, or 
sulphate of copper, i. 265; approved of 
by South, i. 266; on the use of a seton in 
the groin, i. 266; on warm bathing, i. 
267; on the importance of rest and posi- 
tion, i. 267; on the treatment of abscesses 
at the hip, i. 269; recommends free in- 
cisions in opening these abscesses, 1. 269 ; 
on the management of abscesses at the hip, 
i. 269; onthe diagnostic symptoms of the 
diseases of the knee, i. 272; on ulceration 
of the cartilages of the knee, i. 273; on 
scrofulous disease in the cancellated struc- 
ture of the bones of the knee, i. 274; pro- 
gress of the caries, 1. 274; on curvature 
of the spine from caries, i. 278; on the 
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occurrence of suppuration in caries of the 
vertebra, i. 278; on the disappearance of 
psoas abscess, and its re-appearance else- 
where, i. 278; on the pain in vertebral 
caries, i. 279; on the extent of the curva- 
ture in dorsal caries, 1. 279; on the 
pathology of spinal caries, i. 280; on 
chronic inflammation of the vertebra, 
with ulceration of the inter-vertebral car- 
tilage, i. 280; on the diagnosis between 
curvature of the spine from caries and 
that from rickets, 1. 281; on the applica- 
bility of issues in this disease, i, 285; on 
the manner in which the disease is cured 
by anchylosis, i. 283; on vertebral caries 
in the neck, i. 284; on abscess con- 
nected with vertebral caries in the 
neck, i. 284; on the period of the ac- 
cession of tetanus after the receipt of 
the injury, i. 377; on the removal of 
foreign bodies in injuries of the brain, i. 
398; on puncturing the dura mater when 
the extravasation lies beneath it, 1. 406; 
only employs trepanning in injuries of 
the head, when secondary symptoms of 
irritation and pressure require it, i. 412; 
on softening of the spinal cord after a 
severe blow, i. 537; on the attempt to set 
a fracture through the body of a vertebra, 
1. 538; on the operation for trepanning 
the spine, 1. 541; on fracture of the lower 
end of the radius, 1. 558 ; on the formation 
of a false joint, with a fibro-ligamentous 
capsule and a lining membrane, i. 588; 
on the operation of sawing off the ends of 
the broken bone, 1. 591; on the impro- 
priety of operating for fistula in phthisical 
subjects, i. 728 ; on the treatment of large 
abscesses high up by the side of the rectum, 
i. 729; on internal erysipelas following 
the operation for fistula, i. 732 ; on spas- 
modic contraction of the anus, i. 735; on 
spasmodic contraction of the sphincter, 
attended with ulceration, i. 735; on the 
treatment, i. 736; on incomplete internal 
urinary fistula, i. 740; on the causes of 
fistula in perineo, i. 744; on the causes of 
perineal abscess, 1. 744; on the treatment 
of fistula in perineo, i. 745, 746; case of 
malignant disease consecutive on neglected 
perineal fistula, i. 746; on the treatment 
of prolapsus ani in children, ii, 132; on 
the treatment of prolapsed rectum with 
piles in the adult, ii. 134; case of wry- 
neck alternating with insanity, ii. 153; 
on the application of the ligature in te- 
leangiectasy, ii. 282; on the effects of in- 
flammation on the blood in veins, ii. 287 ; 
case of varicose veins of the fore-arm, ii. 
289; cases of varicose veins of the arm 
and chest from compression of the sub- 
clavian vein, ii. 289; on the application 
of adhesive plasters in the treatment of 
varix, ii. 290; on the subcutaneous divi- 
sion of the vein ir varix, ii. 292; on the 


application of caustic in varix, ii. 292; on 
the removal of internal piles by ligature, 
11. 302; cases in which severe symptoms 
followed the application of the ligature for 
piles, 11. 303; on the application of the 
ligature for piles, ii. 303; on excision of 
piles, ii. 304 ; on ulceration of the rectum, 
in connection with spasmodie contraction 


of the sphincter, ii. 331; on the occur- 


rence of symptoms of strangulated hernia 
in some cases of stricture, ii. 334; on the 
post-mortem appearances in stricture of 
the rectum, ii. 334; on the seat of stric- 
ture in the rectum, ii. 336; on the neces- 
sity of early treatment in stricture of the 
rectum, ii. 8338; on the distension of the 
bowel above the stricture by feces, 11. 
338; on the use of bougies, ii. 339; on 
the internal application of mercurial oint- 
ment in stricture of the rectum, ii. 340; 
on incision of the stricture, ii. 341; on in- 
continence of urine in stricture of the 
urethra, ii. 352 ; on extravasation of urine 
from ruptured urethra in stricture, 11. 353 ; 
on abscesses communicating with the 
bladder in old eases of stricture, ii. 8353 ; on 
the complication of stricture with enlarged 
prostate, ii. 354; case of enlargement of 
the urethra from stricture, ii. 354; onthe 
formation of cysts of the urethral mucous 
membrane in stricture, ii. 354; on the oc- 
currence of rigors and fever in stricture 
li. 354; on the existence of an indurated 
mass at the lower portion of the penis in 
old strictures, ii, 355; on the original seat 
of stricture, ii. 356; on the use of a full- 
sized bougie in determining the seat of 
stricture, 11. 357; on the passing a bougie, 
ii. 359; on the treatment of stricture with 
bougies, and on their applicability to the 
various kinds of stricture, ii. 860; direc- 
tions for the introduction of bougies, ii. 
360; on the destruction of stricture by 
ulceration, ii. 365 ; .on the use of the armed 
bougie, ii. 371; case of apple-core in the 
rectum, ii. 392; case of abscess by the side 
of the rectum from the irritation of a fo- 
reign body, ii. 393; case of foreign body 
in the bronchus, ii. 401; on abscess of the 
prostate, ii. 420; on catheterism in in- 
flammation of the prostate, ii, 421; on 
chronic enlargement of the prostate, 
li. 422; on the characters of enlarged 
prostate, 11. 423; on the rare occurrence 
of ruptured bladder from retention of 
urine in enlarged prostate, ii. 424; on the 
treatment of enlarged prostate, 11. 424; 
on the treatment of retention of urine from 
enlarged prostate, and on catheterism in 
such cases, ii. 425; on effusion of blood 
into the cellular tissue of the scrotum, ii. . 
455; on hematocele complicated with 
hydrocele, ii. 456; case of hematocele in 
which the tunica vaginalis ruptured, ii. 
456; on hydrarthrus, ii. 462; case of 
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hour-glass hydrocele, ii. 497 ; case of very 
large hydrocele, ii. 498; on the sponta- 
neous cure of hydrocele, ii. 499; case of 
relapse of a hydrocele a long time after 
the operation, ii. 504; case of foreign 
body the nucleus of a stone, ii. 524; on 
the treatment of uric acid gravel, ii. 534; 
on the connexion between uric acid calculi 
and gout, ii. 540; on renal calculi of 
oxalate of lime, ii. 540; on the symptoms 
of renal calculi, ii, 541; case of renal 
calculus, ii. 541; on the passage of renal 
calculi into the bladder, ii, 541; cases of 
renal calculus communicating with ab- 
scess in the loins, ii. 542; on the treat- 
ment of renal calculi, ii. 542; on gouty 
inflammation of the kidneys, ii. 543; on 
the symptoms of stone in the ureters, ii. 
543; case of inspection of calculus in the 
ureter, ii. 544; on the prevalence of cal- 
culi in different classes of society, and at 
different ages, ii. 545; case of encysted 
calculus, ii. 547; on the spontaneous 
breaking up of calculi in the bladder, ii. 
548 ; on sounding, ii. 550; on the exist- 
ence of calculous symptoms, without the 
presence of a stone in the bladder, ii. 551 ; 
on the use of stone-solvents, ii. 554; on 
the dilatation of the urethra, ii. 556; on 
the dilatation of the female urethra, ii. 
556 ; case of encysted calculus removed 
by the lateral operation, ii. 581; on the 
external incision in lithotomy, ii. 582; on 
the section of the prostate and bladder, ii. 
588 ; on contraction of the bladder during 
lithotomy, ii. 600; on the effects of he- 
morrhage in lithotomy, ii. 603; case of 
fatal venous hemorrhage in lithotomy, ii. 
603; case of secondary hemorrhage after 
lithotomy, ii. 604; on the dangerous 
symptoms which follow the incision of the 
prostate extending into the loose cellular 
texture surrounding the neck of the blad- 
der, ii. 609 ; on the recto-vesical operation, 
ii. 612; on the expulsion of small calculi 
from the bladder in women, ii. 617; case 
of ulceration of the bladder and vagina 
from the pressure of a large calculus, ii. 
617; modification of the vertical cut up- 
wards, ii. 618; on the incontinence of 
urine consequent on lithotomy in women, 
li. 621; on the occurrence of hemorrhage 
and of rigors after lithotrity, ii. 623; on 
the cases in which lithotrity should be 
performed, and on those in which litho- 
tomy should be preferred, ii. 627; on the 
nature of corns, ii. 668; on lipoma dif- 
fusum, ii. 690; case of fatty tumor con- 
nected with the spermatic cord within the 
abdominal ring, ii. 692 ; on inflammation 
of fatty tumors running on to abscess, ii, 
693; opinion that fatty tumors sometimes 
take on a malignant degeneration, ii. 693 ; 
case of fatty tumor partially removed by 
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liq. potasse, ii. 693; on simple cysts in 
the female breast, ii. 696; case of long- 
standing scirrhus, ii. 768; on scirrhus of 
the breast, ii. 784; on scirrhus of the 
nipple, ii. 786; on the puckering in of 
the skin in mammary cancer, and on its 
cause, li. 787 ; on sero-cystic tumors of the 
female breast, ii. 792; on the question as 
to the propriety of removing a scirrhous 
breast, ii. 796; on the circumstances per- 
mitting the operation, ii. 797. 


BROMFIELD, Mr., on incisions and injections 


of bark and tincture of myrrh in carbun- 
cle, i. 188; invention of the tenaculum, 
i. 320; case of necrosis from irritation, i, 
688 ; operation for stone in the bladder, 
ii. 5873; on amputation just above the 
ancle, ii. 921. 


BRoncHOCELE, ii. 651; definition and cha- 


racters, ii. 652 ; symptoms when the bron- 
chocele is large, ii. 652; varieties, ii. 652 ; 
symptoms and treatment of inflammation 
of the thyroid gland, ii. 653; vascular or 
aneurismatic bronchocele, ii. 653; charac- 
ters, 11. 653 ; lymphatic bronchocele, ii. 653 ; 
characters, ii. 653; seat of the disease, ii, 
654; South on lymphatic bronchocele 
and serous cysts in the neck, ii. 654; 
scirrhous bronchocele, ii. 654; characters, 
ii. 654; causes of bronchocele, ii, 654 ; 
M‘Clellan on the cause of bronchocele, ii. 
655; Inglis and Copland on the age at 
which bronchocele is most usual, ii, 655 ; 
Dr. Robertson and M‘Clellan on bron- 
chocele as a variety of scrofula, ii, 656; 
prognosis, ii, 656; treatment, ii. 656; in 
vascular bronchocele, ii, 656 ; ligature of 
the superior thyroideal artery, li. 656 ; 
mode of operating, ii. 657; after-treat- 
ment, ii. 658; relative value of this Ope- 
ration, and other modes of treatment 
formerly recommended, ii. 658; the tu- 
mour may increase in size after this ope- 
ration from the enlargement of the inferior 
thyroid, and its communicating with the 
superior, ii. 659 ; Coates and Wickham’s 
case in which the bronchocele ultimately 
enlarged, after the ligature of the superior 
thyroid, ii. 659; ligature of the inferior 
thyroid artery, ii. 659; treatment of 
lymphatic bronchocele, ii. 659; exhibi- 
tion of burnt sponge and iodine, ii. 659; 
dangerous symptoms caused by large 
doses of iodine, and their treatment, ii. 
660; contra-indications to the use of 
iodine, li. 660; Graéfe’s treatment of 
bronchocele, ii. 660; Inglis’ objections to 
Coindet’s mode of exhibiting iodine, ii, 
660; Dr. Gairdner on the dangerous 
symptoms occasionally caused by iodine, 
il. 661; South on the exhibition of iodide 
of potassium, ii. 661; external remedies 
for bronchocele, ii. 661; South on the 
employment of iodide of potassium in the 


XXXIV 


form of ointment, ii. 662; ligature of the 
superior thyroid artery in lymphatic 
bronchocele, when it presents a cartila- 
ginous hardness, ii. 662; employment of 
the seton, ii. 662; mode of applying it, 
ii. 662; fatal results have occasionally 
followed its use, ii. 663; incision of the 

- bronchocele, ii. 663; puncturing the 
bronchocele, ii. 665; Maunoir’s treatment 
by puncture, and irritating injections, and 
by seton, ii. 663; extirpation very dan- 
gerous, and to be almost entirely for- 
bidden, ii. 663; cases in which extirpa- 
tion is admissible, and mode of operating, 
ii. 664; Green’s case, ii. 664; Mayor and 
Bach’s extirpation of bronchocele by liga- 
ture, ii, 664; Regal de Gaillac’s extirpa- 
tion of bronchocele by subcutaneous liga- 

- ture, ii. 664. 

Brown’s, Dr., case of a piece of broken delf 
plate in the cesophagus, 1i. 384. 

Brown, Mr., treatment of ovarian dropsy, 
li. 488. 

Brown, Mr., removal of the acromion and 
glenoid cavity in amputation of the shoul- 
der-joint, ii. 960. 

Bruckner, M., on the causes of club foot, 
ii. 176. 

Brucman’s, M., opinions relative to the 
formation of pus, i. 35. 

BRUNNINGHAUSEN’S, M., straps for fractured 
clavicle, i. 5513 objected to, i. 5515; ap- 
paratus for fracture of the neck of the 
femur, i. 569; on permanent extension 
in fracture of the femur, i. 574; on the 
spontaneous cure of umbilical rupture, ii. 
82; artificial leg, ii. 846; recommenda- 
tion to swathe a limb in flannel, prior to 
amputation, to diminish the loss of blood, 
ii. 889; mode of amputating by the cir- 
cular incision, ii. 890; management of 

-. the periosteum, i1. 893. 

Bryce’s, Dr., mode of amputating at the 
hip-joint with the flap cut with a single 
flap, ii. 936. 

BucHanan’s, Mr., operation of puncturing 
the abdomen through the bladder for 
dropsy, ii. 486. 

Buck1ne’s, M., apparatus for fracture of the 
patella, 1. 579. 

Busatsky, M., on ligature of the innomi- 
nata, ii. 246; operation for tying the 
internal iliac, ii. 257; on the ligature of 
the external iliac, ii. 261; case of exci- 
sion of a portion of the accessory nerves 
of Willis, ii. 887. 

Butiey, Mr., on simultaneous dislocation 
of the radius forwards and of the ulna 
backwards, i. 791. 

Buutocs’s, Mr., case of a quartz pebble 
in the upper part of the larynx, ii. 
396. 

Burcuary’s, Mr., obturator for vesico-va- 
ginal fistula, i, 751. 
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Burper, Mr., on erethismus mercurialis, i. 
677. 

Burns, Mr. ALLAN, on the spontaneous 
bursting of a tonsillar abscess, i. 141; 
attended with much danger, i. 142; de- 
tails of a case in which the trachea was 
deluged with purulent matter, and death 
by suffocation ensued, i. 142; advice in 
such cases to tap the abscess with trocar 
and canula, i. 142; directions for opening 
a tonsillar abscess, i. 142; case of fatal 
hemorrhage consecutive to opening the 
abscess, i. 142; on the formation of cal- 
culi in the tonsils, i. 143; on the fre- 
quency of congenital rupture in the fe- 
male, 11.65; on carotid aneurism, ii. 232 ; 
proposal to tie the innominata, ii. 245; 
on the difference between fungus hema- 
todes and sarcoma medullare, ii. 721; 
on extirpation of the parotid, 11. 782. 

Burns, Mr. Joun, on the treatment of scro- 
fulous ulcers, i. 624; on prolapse of the 
vagina, ii. 122; ‘on anteversion of the 
womb, ii. 146. } 

Burns :—causes of burns, i. 109; different 
degrees of burns, i. 109; Dupuytren’s 
subdivision of burns, i. 110; first degree 
of burn, a bright uncircumscribed redness 
of the skin, i. 110; second degree, vesi- 
cation, i. 110; third, more intense burn, 
with destruction of the cuticle and rete 
mucosum, i. 110; fourth, gangrenous de- 
struction of the parts, i. 110; symptoms 
of each degree of burn, i. 110, 111; South 
on burns, i. 111; burns generally more 
dangerous than scalds, i. 111; complete 
immersion of a person in boiling water 
fatal in ten or fifteen minutes, 1. 111; 
persons whose entire surface has been 
charred by fire may live for several hours, 
i. 111; the danger of burns and scalds is 
the greater in reference to the part in- 
jured, i. 111; treatment of the slightest 
degrees of burns, i. 112; treatment of 
parts deprived of the cuticle, 1. 112; after 
suppuration is established, i. 112; when 
mortification is caused by the burn, i. 112; 
various remedies for burns, i. 112; 
Fricke’s solution of lunar caustic, i. 112; 
Larrey’s plan of treatment, i. 112; Lis- 
frane’s employment of the solution of the 
chlorate of lime, i. 112; Earle on cold 
moist applications, i. 113 ; Hunter on cold, 
i. 113; Kentish’s plan of treatment, 1. 
113; mode of application of stimulants, 
i. 1183; disapproval of frequent dressings, 
i. 114; application of raw cotton, 1. 114 ; 
Gibson, Dallam, and Anderson on raw 
cotton, i. 114; only applicable in super- 
ficial burns, i. 114; employed by Ander- 
son in recent and old burns, vesicated and 
sphacelated, i. 114; preparation of the 
cotton, i. 115; application of flour, 1. 115; 

. Dr. Ward. on the .application of flour, i. 
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115; mode of application, i. 115; Ward’s 
objection to liquid applications, i. 115; 
modus operandi of the flour, i. 116 ; Mar- 
shall on the application of flour, i. 116; 
South on the use of flour, i. 116; Hunter 
on the primary treatment of burns, i. 116 ; 
Bretonneau and Velpeau on pressure in 
the treatment of burns, i. 116; Velpeau 
considers compression best adapted to 
eases of burn in the third and fourth 
_ degrees, but also applicable in those of 

the second degree, i. 117; mode of appli- 
cation of compression, i. 117; advantages 
of this plan of treatment according to 
Velpeau, i. 117; Earle on the removal 
_ of the clothes after burns and scalds, i. 
117; South on the treatment of burns and 
scalds, i. 118; Higginbotham’s treatment 


_by the nitrate of silver, i. 119; immediate | 


amputation inadmissible, even when an 


entire limb has perished; the line of de- | 


marcation must be first formed, i. 119; 
when the destruction of skin on a. limb 
has been very extensive, leaving large 
wounds without a disposition to heal, and 
_ exhausting the strength by the extent of 
“suppuration, amputation should be per- 
formed, i. 119; burns from gunpowder, 
1.119; the grains of powder to be picked 
- out of the face with a lancet or needle, i. 
119; employment of internal remedies, 
i. 119; the antiphlogistic treatment re- 
quisite if the inflammation be high, i. 
119; opium required to relieve the pain, 
41.119; South on the internal treatment 
of burns and scalds, i. 120; the occur- 
rence of rigors to be met with stimulants, 
. and external warmth, i. 120; exhibition 

-of opium, i, 120; objections to its use, i. 
120; protracted sickness and vomiting 
an unfavourable sign, i. 120; treatment 
of febrile excitement, i. 120; support to 
be given during suppuration, or the se- 
paration of sloughs, i. 120; great care 
required during the process of cicatriza- 
tion, i. 120; tendency of the cicatrix to 
contract, i. 120; Earle on the contraction 
of the cicatrices, i. 120; the contraction 
the result of a natural process, i. 121; 
Hunter on the contraction of the granula- 
tions during cicatrization, i. 121; South 
on the effects of this contraction, i. 121 ; 
Earle on the effects of the contraction, i. 
121; division of the contracted cicatrix 
followed by the reproduction of the con- 
traction when the wound had healed, i. 
121; the same effect followed the removal 
of the webbed portion of the scar, i. 121; 
Earle’s operation for the removal of the 
entire cicatrix, 1.121; Earle’s case in 
which this operation was performed, i. 
122; case by South, i. 122; Miitter’s 
plastic operations for the relief of defor- 
_ mnities from burns, i. 124; occurrence of 
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abdominal disorder and diarrhea during 
the cicatrization of extensive burns, . 1. 
L25- 


Burs mucose, dropsy of, ii. 458. 
Busu’s, Mr., apparatus for fracture of the 


lower jaw, i. 529. 


Busue, Dr., describes two forms of pro- 


lapsed rectum, ii. 130; on the characters 
of prolapse of the rectum, ii. 131; on the 
diagnosis between prolapsed rectum and 
hemorrhoids and intus-susception, ii. 
131; on the changes in the mucous mem- 
brane of the rectum in old prolapses,.ii. 
132; on relaxation of the anus, ii. 137; 
on relaxation of the rectum with invagin- 
ation of the mucous membrane, ii. 137; 
on the local symptoms of piles, ii. 301; 
on the effects of loss of blood from piles, 
ii. 301; on the removal of internal piles 
by ligature, ii. 302; on the treatment of 
hemorrhage after the removal of piles, 
ii. 304; on spasmodic contraction of the 
anus, ii. 331; on stricture of the rectum, 
il. 336; on the seat of the stricture, ii. 
337. 


Burt's, Dr., case of excision of the lower 


part of the ulna.on account of necrosis, 
i.-977. 


Cachexia syphiloidea or mercurialis,. i. 


678. 


Cesarean operation, li. 436. 
CALCULUS, URINARY: Magendie, von Wal- 


ther, Austin, Wetzlar, Willis, and Jones, 
on the formation of calculi, ii. 513; ge- 
neral constituents of calculi, ii. 517 ; other 
and more rare constituents, ii.517; Tay- 
lor on the rarity of carbonate of lime cal- 
euli, 11. 518; uric acid and urate of am- 
monta, ii, 518; the combination of uric 
acid with ammonia, and its precipitation 
in the free state on the cooling of the urine, 
li. 518; the development of free acids in 
the urine, 11.519; oxalate of lime, ii. 519 ; 
frequently forms the nucleus of a calcu- 
lus, but not uncombined, ii. 519; a cal- 
culus of almost pure oxalate of lime has 
been met with, ii. 519: Prout and Walther 
on the origin of oxalic acid in the urine, 
ii, 519; presence of free oxalic acid in 
the urine, 11. 520; combinations of oxalic 
acid, ii. 520; ecystin, ii. 521; calenli of 
cystic oxide rare, ii. 521; usually consist 
eutirely of this substance, but occasionally 
met with as nuclei of other calculi, ii. 
521; formation of cystic oxide calculi, ii. 
521; chemical composition, ii. 521; zxan- 
thie oxide, uric oxide, ii. 521; of very rare 
occurrence, ii. 521 ; chemical composition, 
li. 5213 never occurs in solution, or as a 
precipitate from the urine, ii. 521; phos- 
phate of ammonia and magnesia, ii. 522; 
causes of its formation, ii. 522; Jones on 
the phosphatic diathesis, ii. 522; con- 
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necting material of calculi, ii. 5225 causes 
of the production of gravel and calculi, 
ii, 522; remote causes, ii. 522; Taylor on 
the calculi of children, ii. 523; foreign 
bodies in the bladder act as the nuclei of 
calculi, ii. 523; foreign bodies rarely 
coated with uric acid, 11. 524; South on 
foreign bodies as the nuclei of stones, ii. 
524; Astley Cooper, Brodie, and Everard 
Home’s cases, ii. 524; A. White and Ar- 
nott’s cases of foreign bodies in the va- 
gina, the bladder injured, and formation 
of calculi, ii. 524; varieties of calculi, 11. 
525; characters, ii. 525; characters of 
uric acid calculi, ii. 525; of urate of am- 
monia, ii. 525; of mulberry stones, ii. 
525; of hempseed calculi, ii. 526; of the 
earthy phosphates, ii. 526; of the phos- 
phate of lime, ii. 526 ; of the fusible stone, 
li. 526; of the cystic oxide, ii. 526; of 
xanthic oxide, ii. 526; of carbonate of 
lime, ii. 526; physical characters of cal- 
culi, ii. 526; division of calculi according 
to their chemical composition, li. 5275 
frequency of the different kinds of cal- 
culi, ii. 527; amorphous urinary sediments, 
ii. 528; Dr. Prout on lithic or uric acid 
sediments, ii. 528; characters of yellow 
sediments, ii. 528; of red or lateritious 
sediments, ii. 528; of pink sediments, 11. 
528; white lithate or urate of soda sedi- 
ment, ii. 529 ; characters and accompany- 
ing symptoms of the phosphatic sedi- 
ments, ii. 529; causes of the phosphatic 
sediments, ii. 530; oxalate of lime sedi- 
ment, ii. 530; characters of the urine in 
cystic oxide calculus, ii. 530; gravel, ii. 
530; definition and characters, ii. 530; 
Magendie on hairy gravel, ii. 530; symp- 
toms of gravel, ii. 531; Prout on the 
characters and symptoms of crystallized 
uric acid gravel, ii. 531; Prout on the 
crystallized phosphatic sediments, ii. 532 ; 
Prout on the rarity of crystallized oxalate 
of lime gravel, ii. 532; symptoms of the 
oxalic diathesis, ii..532; causes and treat- 
ment, ii. 533; treatment of gravel, 11. 533 ; 
of uric acid gravel, ii. 533; Wetzlar, 
Jones, Wilson Philip, and Brodie on the 
treatment of uric acid gravel, il. 534; 
Prout on the treatment of a fit of the 
gravel, ii. 535; Jones on the treatment of 
uric acid gravel, ii. 535; treatment of 
cystic oxide gravel, ii. 536; of oxalate of 
lime gravel, ii. 536; of phosphate of lime 
gravel, ii. 537; Prout on the treatment of 
cystic oxide gravel, ii. 537; Prout and 
Jones on the treatment of the oxalate of 
lime diathesis, ii. 537; Prout and Jones 
on the treatment of the phosphatic dia- 
thesis, ii. 538; stones in the kidneys, ii. 
539; situation, 11.539; Prout on the for- 
mation of uric acid calculi in the kid- 
neys, ii, 540; Brodie on the connexion 
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between uric acid calculi and gout, ii. 
540; Prout and Brodie on renal calculi 
of oxalate of lime, ii. 540; Prout on renal 
calculi of cystic oxide, ii. 541; Prout on 
the rarity of phosphatic renal calculi, 11. 
541; diagnosis, ii. 541; symptoms, ii. 
541; Brodie on the symptoms of renal 
calculi, ii. 541; Astley Cooper and Bro- 
die’s cases, ii. 541; progress of stone in 
the kidney, ii. 541; Brodie on the pas- 
sage of renal calculi into the bladder, ii. 
541; Hevin, Astley Cooper and Brodie’s 
cases of renal calculi communicating with 
abscess in the loins, ii. 542; Crisp’s case 
of fracture of a renal calculus by sudden 
exertion, ii. 542; treatment, il. 542; re- 
moval of the calculus by nephrotomy, ii. 
542; directions for the operation, ii. 542 ; 
Brodie and South on the treatment of 
renal calculi, ii. 542; Prout on the treat- 
ment of nephritis complicating renal cal- 
culi, ii. 542; Brodie on gouty inflamma- 
tion of the kidneys, ii. 543; stone in the 
ureters, 11. 543; symptoms, ii. 543; treat- 
ment, ii. 543; Brodie on the symptoms of 
stone in the ureter, ii. 543; Brodie and 
Travers’ cases of impaction of calculi in 
the ureters, ii. 544; Cline and Astley 
Cooper’s cases of suppuration of the kid- 
ney from impaction of calculi in the ure- 
ters, ii. 544; Astley Cooper on the treat- 
ment of calculi in the ureters, ii. 544; 
stone in the bladder, ii. 544; origin and 
varieties, ii. 544; Brodie on the preva- 
lence of calculi in different classes of so- 
ciety, and at different ages, ii. 545; Smith 
on the statistics of lithotomy, ii. 545; 
Copland Hutchinson on the rarity of cal- 
culus among seamen, ii. 545; forms of 
calculi in the bladder, 11. 545; characters 
and situation, ii. 546; sacculated and ad- 
herent calculi, ii. 546; Taylor on hour- 
glass calculi, ii. 546; Cline, Mayo, Astley 
Cooper, Smith and Cheselden’s cases of 
large calculi, ii. 546; Martineau’s cases 
of very small stones, ii. 547; Astley 
Cooper’s case of a great number of calculi 
in the bladder, ii. 547; Pott’s case of fu- 
sible calculus in a vesical rupture, ii. 547; 
Brodie’s case of encysted calculus, 11. 547; 
Wickham’s case of calculus enclosed in a 
bag of lymph incrusted with calculous 
matter, ii. 548; Brodie, Prout, and 
Crosse on the spontaneous breaking up of 
calculi in the bladder, ii. 548; symptoms 
of vesical calculus, ii. 548; Prout on the 
symptoms of vesical calculus, ii. 550; 
sounding the bladder, ii. 550; Klein, 
Brodie, and South on sounding, ii. 550; 
Brodie and South on the existence of cal- 


culous symptoms, without the presenceofa 


stone in the bladder, ii. 551; South on 
the simulation of calculus by vesical 
polypus, ii. 551; measuring the size of 
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the calculus, ii. 551 ; South on measuring 
the calculus, ii. 551; various modes of 
treatment, ii. 552; internal use of stone- 
solvents, ii. 552; empirical remedies, ii. 
552; efficacy of stone-solvents, ii. 552; 
Liston’s case of partial solution of a stone 
in the bladder, ii. 553; injection of sol- 
vents into the bladder, ii. 553; directions 
for the use of solvent injections, ii. 553; 
difference of opinion as to the value of 
these modes of treatment, ii, 553; Pe- 
louze’s experiments, ii. 554; Prout and 
Brodie on the use of stone-solvents, ii. 
554; dissolving stone by means of the 
galvanic pile, ii. 555; the apparatus and 
its application, li. 555; extraction of the 
stone through the urethra, ii. 555; by di- 
latation, ii. 555; principally applicable to 
females, ii. 555 ; mode of effecting the dila- 
tation, ii. 555; Brodie on the dilatation of 
the urethra, ii. 556 ; Astley Cooper, Liston 
and Brodie on the dilatation of the female 
urethra, ii. 556 ; crushing the stone,—litho- 
trity, li. 557; Gruithuisen, Elderton, and 
Sanctorius’ lithotritic instruments, ii. 558 ; 
ease of the Monk of Citeaux, ii. 558; 
General Martin’s case, ii. 558 ; improve- 
ment of lithotritic instruments, ii. 559; 
three classes of lithotritic instruments, 
li. 559; relative value of these instru- 
ments, ii. 560; advantages and disadvant- 
ages of the three-limbed perforating for- 
ceps, li. 560; of Jacobson’s instrument, ii. 
560; of Heurteloup’s percuteur, ii. 560; 
_ treatment prior to the operation, ii. 561; 
- position of the patient, ii. 561; mode of 
operating, ii. 561; with the three-limbed 
perforating forceps of Civiale and Leroy, 
11. 562; with Jacobson’s instrument, ii. 
563; with Heurteloup’s percuteur, ii. 563 ; 
duration of a lithotriptic sitting, ii. 564 ; 
treatment after the operation, ii. 564; 


- escape of sand and calculous fragments, | 


11.564; arrest of fragments in the ure- 
thra, ii. 565; breaking up the fragments 
in the. bladder, ii. 565; treatment of 
fragments of calculus fixed in the urethra, 
ii. 565; by extraction, ii. 566; removal 
by incision, ii. 566; examination of the 
bladder when the calculous symptoms 
have ceased, ii. 566; lithotrity in women, 
li. 566 ; cutting for the stone,—lithotomy, 
il. 568; definition, ii. 568; should be 
performed early, ii. 568; circumstances 
contra-indicating the operation, ii. 568; 
Cline, Attenburrow and Astley Cooper’s 
cases of old men operated on for stone, 
ii. 569; Keate, Hunter and Civiale’s ope- 
rations on infants, ii. 569; Green’s case of 
lithotomy in a fat man of 50 years of age, 
ii. 569; preparation of the patient for the 
operation, ii. 569; cutting for the stone in 
man, li. 570; with the little or Celsian 
apparatus, ii. 570; mode of operating, il. 
VOL. I. 
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570; objections to the operation, ii. 571; 
cutting for the stone with the great appa- 
ratus, li. 571 ; mode of operating, ii. 571 ; 
advantages of this operation over the little 
apparatus, il. 572; the high operation, 
11. 5723; mode of operating, il. 573; modi- 

fications of the operation, ii. 574; dressing 
the wound, ii. 575; the prevention of in- 
filtration of urine from this operation, ii. 
575; treatment of the wound for some 
days, ii. 576; untoward circumstances 
during and after the operation, ii. 576 ; 
advantages and disadvantages of the ope- 
ration, and cases in which it is applicable, 
ii. 577; Cheselden on the high operation, 
ii. 577; the lateral operation, ii. 578; 
Rau’s mode of operating, ii. 579 ; Chesel- 
den’s operation for stone, ii. 580, 585; 
preparations for the operation, ii. 580; 
South on the binding a patient prior to 
the operation, ii. 580 ; mode of operating, 
li. 581; Brodie’s case of encysted calcu- 
lus removed by the lateral operation, ii. 
581; South’s case of stone undetected by 
the sound during eight years, ii. 581; 
Brodie and South on the external inci- 
sion, ii. 582; Scarpa on the division of 
the prostate, ii. 583; Key and Liston’s 
modes of operating for stone, ii. 584; Dr. 
James Douglas and Sharp on Cheselden’s 
operation, ii. 586; Douglas on the dis- 
section of the parts concerned in this ope- 
ration, ii. 587; Martineau and Brom- 
field’s operations, ii. 587; Brodie on the 
section of the prostate and bladder, ii. 
588; use of Langenbeck’s knife, ii. 589; 
Thomas Blizard, Astley Cooper, and Tyr- 
rell on the section of the prostate, ii. 590; 
extraction of the calculus, ii. 590; use 
of the cutting gorget, an improvement on 
Cheselden’s blunt gorget, ii. 591; Cline’s 
gorget, ii. 592; Scarpa’s gorget, ii. 592; 
Astley Cooper on opening the membran- 
ous part of the urethra, ii. 592; South on 
the use of the cutting gorget, 11. 593; ob- 
jections to the cutting gorgets, ii. 593 ; 
South’s opinion that these objections are 
groundless, ii. 593; Le Cat and Pajola’s 
mode of operating for stone, ii. 594; ob- 
jections to the operation, ii. 595; Frere 
Come’s operation with the lithotome caché, 
ii. 595; disadvantages of the instrument, 
ii. 596; Boyer’s mode of using Frere 
Come’s lithotome, ii. 596; Dupuytren’s 
bilateral section, ii. 596 ; mode of operat- 
ing, ii. 596; Béclard’s modification of the 
operation, ii. 597 ; advantages and disad- 
vantages of the operation, ii. 597 ; extent 
of the incision in the prostate and neck 
of the bladder, ii. 598; extraction of the 
stone, ii. 599; obstacles to the extraction 
of the stone, 11. 599 ; taille en deux tems, 
ii. 600; Brodie and South on contraction 

of the bladder during lithotomy, ii. 600; 
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extraction of the stone when enclosed 
by a contracted bladder, ii. 601; of an en- 
cysted stone, ii. 601; of a stone lodg- 
ing in the ureter, and projecting into the 
bladder, ii. 601; of a stone lying in a 
hollow, ii. 601; of a stone covered with 
fungosities, ii. 601; ofa brittle and easily 
breaking stone, ii. 601; dressing the 
wound, ii. 602; hemorrhage during the 
operation, ii. 602; from the branches of 
the superficial perineal artery, 11. 602; 
from the inferior hemorrhoidal, ii. 602 ; 
from the internal hemorrhoidal, 11. 602 ; 
from the internal pudic, ii. 602; from 
the vesical, ii. 602; treatment of the 
heemorrhage, ii. 602; Erard, Dupuytren, 
and von Graefe’s compressors, 11. 603; 
Shaw’s case of fatal hemorrhage in litho- 
- tomy, from wound of the dorsal artery of 
the penis, 11. 603 ; Brodie on the effects of 
hemorrhage in lithotomy, ii. 603 ; South 
on the treatment of hemorrhage during 
and after the operation, ii. 603; Brodie’s 
case of fatal venous hemorrhage in litho- 


tomy, ii. 603; symptoms of hemorrhage | 


into the bladder after the operation, ii. 
603; South on secondary hemorrhage 
after lithotomy, ii. 604 ; Brodie, Earle, 
Travers, Green, and South’s cases, ii. 604 ; 
wounding the rectum, ii. 605; South on 
wounding the rectum, ii. 606; convul- 
sions and fainting, ii. 606 ; after-treat- 
ment, ii. 606; South on the treatment to 
be adopted after the operation for litho- 
tomy, ii. 607; causes and treatment of 
inflammation after the operation, ii. 609 ; 
of spasm, ii. 609; Key on suppurative in- 
flammation of the cellular tissue surround- 
ing the bladder the most frequent cause of 
death after lithotomy, ii. 609 ; Brodie on 
the dangerous symptoms which follow the 
incision of the prostate extending into the 
loose cellular texture surrounding the 
neck of the bladder, ii. 609; treatment 
of the consecutive hemorrhage, il. 610 ; 
abscesses about the neck of the bladder, 
ii. 611; incontinence of urine and im- 
potence, ii. 6115; disposition to litho- 
genesis, ii, 611; opening the bladder 
from the perineum, ii. 611: Foubert’s 
operation, ii. 611; cutting for the stone 
through the rectum, il. 612 ; Brodie on 
the recto-vesical operation, ii. 612; Sol- 
ly’s case of recto-vesical operation, ii. 
612; Sanson’s two modes of operating, ii. 
612; description of the operation, ii. 613 ; 
modifications of the operation, ii. 614; 
after-treatment, ii. 614; advantages and 
disadvantages of the recto-vesical opera- 
tion, ii. 615; results of recto-vesical li- 
thotomy, ii. 615; Vacca Berlinghieri and 
Dupuytren’s operations for stone, li. 616 ; 
cutting for the stone in women, ii. 616 ; 
various modes of operating, li. 617; Ast- 
ley Cooper on the symptoms of stone in 
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women, ii. 617; Brodie on the expulsion 
of small calculi from the bladder in wo- 
men, ii. 617; Brodie and Astley Cooper’s 
cases of ulceration of the bladder and va- 
gina by the pressure of large calculi, il, 
617 ; cutting for the stone in women by 
the lateral operation, ii. 617; mode of 
operating, ii. 617; the horizontal cut on 
one or both sides, ii. 618 ; Liston’s opera- 
tion, ii. 618; the vertical cut upwards, 
ii. 618; Brodie’s modification of the ver- 
tical cut upwards, ii. 618; advantages of 
the vertical cut upwards, iil. 619; the 
vertical cut downwards, ii. 619; the cut 
below the pubic symphysis, ii. 619; ob- 
jections to the operation, ii. 620; Lis- 
franc’s vestibular cut, ii. 620; mode of 
operating, ii. 620; objections to the ope- 
ration, ii. 620; von Kern’s operation, il. 
620; the vagino-vesical cut, 1i. 621; ad- 
vantages of this operation, ii. 621 ; Astley 
Cooper, Brodie, Liston, Hey, and South 
on the incontinence of urine consequent on 
the operation, ii. 621; South on dilata- 
tion of the female urethra for the extrac- 
tion of calculi, ii.622 ; opening the blad- 
der above the pubic symphysis, ii. 622 ; 
comparison of lithotomy and lithotrity, ii. 
622; equality of the possible evils after 
the two operations, ii. 623; possible evils 
from lithotrity, ii. 623; Liston on the 
breaking or bending of lithotritic instru- 
ments in the bladder, ii. 623; Brodie on 
the occurrence of hemorrhage and of 
rigors after lithotrity, ii. 623 ;, comparison 
of the results in lithotomy and lithotrity, 
ii. 624; cases in which lithotrity is inap- 
plicable, ii. 624; lithotomy preferable for 
children, ii. 624; lithotrity preferable in 
advanced age, females, and in very stout 
persons, ii. 624; stones of moderate size, 
and round or oval in shape, best for 
crushing, ii. 624; cases in which litho- 
trity is preferable, and cases in which 
lithotomy should be performed, ii. 625; 
stricture of the urethra only a temporary 
contra-indication to lithotrity, li. 625; 
palsy of the bladder not a contra-indica- 
tion, ii. 625; Key on the advantages and 
applicability of lithotrity, ii. 625; Key on 
lithotrity with reference to the size of the 
calculus, ii. 626 ; Key on the applicability 
of lithotrity or lithotomy according to the 
age of the calculous patient, ii. 626 ; Key 
on the requisite condition of the bladder 
for the operation of lithotrity, ii. 627; 
Key on irritability of the bladder, il. 
627; Brodie, Liston, and South on the cases 
in which lithotrity should be performed, 
and on those in which lithotomy should be 
preferred, ii. 627; stone in the urethra, 1 
630; consequences of the impaction of 
stones or other foreign bodies in any part 
of the urethra, il. 630; Travers’ case of 
calculus in the urethra, ii. 650; Home’s 
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case of retention of urine, and consequent 
mortification from the impaction of cal- 
culi in the urethra, ii. 630; Liston’s case 
of a small brass ring encircling the penis, 
ii. 630; symptoms of stone at the neck of 
the bladder, ii. 630; treatment and re- 
moval by operation ii. 630; South on the 
treatment of stone in the urethra, il. 631 ; 
symptoms and treatment of stone in the 
membranous part of the urethra, ii. 631; 
of stone in the spongy part of the urethra, 


’ . 11. 681; in the fossa navicularis, ii. 631 ; 


the entire urethra, in rare cases, blocked 
up with calculi, ii. 632; South on the ex- 
traction of calculi in the urethra in front 
of the scrotum without incising the 
canal, ii. 632; urinary calculi external to 
_ the urinary passage, ii. 632; are met with 
in the perineum or scrotum from the de- 
struction of the walls of the urethra, ii. 
632; consequences, ii. 632 ; may also oc- 
cur in the vagina or rectum by the de- 
struction of their parietes, ii. 632; Vin- 
cent’s case of calculi in the perinzeum, ii. 
632; Vincent’s case of calculi between 
the prepuce and glans penis, ii. 633; 
treatment of these calculi, ii. 633; pros- 
tatal stones, ii. 6333; varieties, ii. 633; 
Astley Cooper’s case, ii. 634; treatment 
by operation, ii. 634; Green’s case of en- 
cysted stone, ii. 634; Travers’ case of 
stone broken up under the use of a con- 
stitutional stone-solvent, ii. 634; statistics 
of the operations of lithotomy at St, Tho- 
mas’ hospital from 1800 to 1846, ii. 635; 
lithectasy, cystectasy, ii. 642; object of the 
operation, li. 642; originally proposed 
by John: Douglas, ii. 642; Dr. Arnott 
and Astley Cooper’s case, 1i. 643; Elliott, 
Dr.Wright, and Fergusson’s cases, li. 643, 


Catiaway, Mr., on the hemorrhage follow- 


ing the extirpation of the tonsils, i. 146; 
case of retention of a ligature on an artery 
for four months, 1. 307; case of reduction 
en masse, ii. 16; case of removal of de- 
generated omentum, ii. 40; on the seat of 
femoral rupture, ii. 70. 

Ca.uiseEn, M., on the removal of the entire 
skin covering a cold abscess, i. 90; ex- 
planation of the lengthening of the limb 
in hip-disease, i. 257 ; on the reduction of 
the consecutive dislocation, 1.268; on the 
premonitory pains of hydrophobia, i. 371 ; 
mode of operating for the formation of 
an artificial anus at the lower end of the 
colon, ii. 328. 

Callosities, ii. 668. 

Camper’s, M., explanation of the lengthen- 
ing of the limb in hip-disease, i. 257; on 
the causes of club-foot, ii. 176. 

Camus’, Mr., mode of treating ovarian 
dropsy, i. 488; case of spontaneous rup- 
ture of the ovarian cyst, 11. 491. 

Cancer, ii. 754; definition, ii. 755 ; origin, 
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li. 755; symptoms of scirrhus, ii. 755; 
progress of the disease, ii. 755; concealed 
cancer, li. 7553; ulcerated cancer, ii. 756; 
condition of the parts in scirrhus, ii. 756 ; 
in concealed cancer, ii. 756; microscopic 
elements of scirrhus, ii. 756; Miiller on 
the four several kinds of carcinoma, ii. 
757; Miiller on carcinoma simplex and 
fibrosum, ii. 757; Miiller on carcinoma 
reticulare, ii. 757; Miiller on carcinoma 
alveolare, ii. 757; Miiller on carcinoma 
fasciculatum, ii. 758; Dr. Hodgkin on the 
development and progress of scirrhus, ii. 
758; secondary development of cancerous 
ulceration, ii. 760 ; seat of cancer, ii. 760; 
difference in the progress of cancer in 
different persons, ii. 761; Alibert on the 
varieties of cancer, ii. 761; diagnosis of 
scirrhous tumours, ii. 761; Scarpa on the 
diagnosis between scrofula and scirrhus, 
ii. 762; Hodgkin on the diagnosis between 
scirrhus and medullary fungus, ii. 762; 
Foy’s analysis of scirrhus, ii. 763 ; cancer 
in the skin, ii. 763 ; origin and seat, ii. 763 ; 
symptoms, iil. 763; occurrence of ulcera- 
tion, 11. 763; origin of cancer in glands, 
il. 764; characters of cancer in mucous 
membranes, ii. 764; cancer in the bones, 
il. 764; characters of cancer in the nerves 
ii. 764; other tumours in nerves, and 
their treatment, ii. 764; Cheselden’s cases, 
ii. 765; Astley Cooper’s case of tumour in 
the popliteal nerve, ii. 765; Liston on tu- 
mours of nerves, 11.765; Langstaff, South, 
Astley Cooper, Cline, and Mayo on tu- 
mours in nerves of stumps, il. 765; cancer 
a specific. disease, 11. 766; cancerous dys- 
crasy, 11. 767 ; predisposing and occasional 
causes of cancer, ii. 767; Hunter on the dis- 
posing causes of cancer, ii. 767 ; prognosis, 
ii. 767 ; Scarpa on the nature of scirrhus, 
ii. 768; Travers on the occasional inert- 
ness of scirrhus during life, ii. 768; Bro- 
die and South’s cases, ii. 768; treatment 
of scirrhus and cancer, ii. 768; Leroy 
d’Etiolles on the statistics of operations for 
cancer, li. 768; treatment for effecting 
dispersion of the tumour, ii. 769; Young, 
Recamier, and South on compression of 
scirrhus, ii. 770; removal of the diseased 
part with the knife or by escharotics, ii. 
770; contra-indications, 11. 770 ; prelimi- 
nary treatment, ii.770; necessary to remove 
all the diseased parts, 11.770; destruction of 
a cancerous part by caustic, ii. 771; mode 
of applying the caustic, and the resulting 
symptoms, ii. 771; Canquoin’s employ- 
ment of chloride of zinc as a caustic for 
cancer, ii. 771; Hellmund’s mode of ap- 
plying Cosme’s powder, ii. 771 ; duration 
of the treatment, il. 772; symptoms occa- 
sionally produced by the arsenical caustic, 
il. 772; internal treatment of cancer, ii. 
773; exhibition of narcctics to relieve 
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the pain, ii. 773; cancer of the lips and 
cheek, ii. 773; seat and characters of 
cancer of the lip, ii. 773; microscopic 
characters of the disease, ii. 773; malig- 
nant but non-cancerous ulceration of the 
lips, ii. 774; treatment of cancer of the 
lips by extirpation, ii. 774; contra-indi- 
cations of the operation, ii. 774 ; mode of 
operating when the cancer does not 
spread down beyond the red part of the 
lip, ii. 774; South on the operation in 
such cases, ii. 774; the operation when 
the cancer has spread beyond the red 
edge of the lip, ii. 774; union of the 
divided parts, even when there has been 
great loss of substance, li, 775; the ope- 
ration of chiloplasty, or making a new 
lip, ii. 775; various modes of operating 
for chiloplasty, ii. 775; Dieffenbach and 
Blasius’ operations, ii. 775 ; treatment of 
cancer of the lip connected with the bone, 
ii. 776; by operation, ii. 776; of cancer 
of the cheek, ii. 776; cancer of the tongue, 
ii. 776; characters, ii. 776 ; prognosis, 1. 
7773; treatment, ii. 777; by operation, 11. 
777; mode of operating, il. 777; after- 
treatment, ii. 778; treatment of fungous 
growths, ii. 778; ligature of the lingual 
artery, prior to the amputation of the 
scirrhous portion of the tongue improper, 
ii. 778; removal of the tongue by liga- 
ture, ii. 778; Mirault’s operation for liga- 
ture of the tongue, ii. 779; Regnoli’s 
operation for the extirpation of the tongue, 
ii. 779; Arnott’s case of malignant 
tumour of the tongue in which that organ 
was removed by ligature, li. 779; cancer 
of the parotid gland, ii. 780; diseases of 
the parotid, ii. 780; characters of swelling 
of the parotid, ii. 780; diagnosis between 
the several tumours of the parotid, ii. 
780; treatment in scirrhus and medul- 
lary fungus of the parotid, ii. 781; ex- 
tirpation of the gland a doubtful remedy, 
ii. 781; arteries in danger of being 
wounded during the operation, ii. 781; 
Allan Burns on extirpation of the parotid, 
ii, 782; mode of operating for the extir- 
pation of the parotid, ii. 782; Goodlad 
and Langenbeck on the prior ligature of 
the carotid, ii. 783; after-treatment, ii. 
783; cancer of the breast, ii. 783; symp- 
toms, characters, and progress, ii. 784; 
Brodie and South on scirrhus of the 
breast, ii. 784; characters of scirrhus and 
eancerous ulceration of the breast, ii. 785; 
development of cancer of the breast as 
skin cancer, 11. 785; characters of cancer 
of the areola, ii. 785; of cancer of the 
nipple, ii. 785; Astley Cooper on fungous 
degeneration of the nipple, 11. 786 ; Astley 
Cooper on the development of the nipple 
in the foetus and its subsequent changes, 
ii. 786; Brodie on scirrhus of the nipple, 


ii. 786; symptoms of carcer of the 
breast, li. 786; of acute cancer, li. 786; 
of chronic cancer, ii. 786; Brodie on the 
puckering in of the skin in mammary 
cancer, and on its cause, ii. 787; appear- 
ance of scirrhus when cut into, ii. 787; 
diagnosis between scirrhus and chronic 
inflammation of the lymphatic vessels, or 
of the breast gland, ii. 788; symptoms 
and treatment of the inflammation, ii. 
788; symptoms and characters of milk- 
knots, ii. 789; malignant appearance of 
milk-knots in old women, ii. 789 ; Scarpa 
and South’s cases of lacteal swelling, ii. 
789; diagnosis between scirrhus and 
scrofulous tumours of the breast, ii. 790; 
and herpetic and psoric affections, 11. 790; 
and encysted tumours, ii. 790; characters 
of vesicular scirrhus of the breast, or car- 
cinoma mamme hydatides, ii. 790; this 
disease a steatomatous degeneration of the 
gland, ii. 790; Astley Cooper on hydatid 
swellings of the breast, 11. 791; Astley 
Cooper on the symptoms and treatment 
of cellulous hydatids of the breast, ii. 
791; Astley Cooper on polypoid hydatids 
of the breast, ii. 792; Astley Cooper on 
the lobular hydatids of the breast, ii. 792 ; 
Brodie on the serocystic tumours of the 
female breast, ii. 792; characters of me- 
dullary fungus of the breast, ii. 793; of 
the blood-swelling of the breast, ii. 793; 
ecchymosis of the breast in girls prior to 
menstruation, ii. 794; characters of hy- 
pertrophy of the female breast, ii, 794; 
anatomical appearances of the hypertro- 
phied breast, ii. 795; causes, 11. 795; 
treatment, ii. 795; causes of scirrhus 
of the breast, ii. 795; prognosis, ii. 
796; the question as to propriety of 
removing a scirrhous breast, ii. 796; opi- 
nions of Cline, Home, Astley Cooper, 
Brodie, and South, ii. 796; Brodie on the 
circumstances permitting the operation, 
ii. 797; extirpation of the breast, 11. 
797; mode of operating, ii. 797; South 
on the position of the patient during the 
operation, ii. 798; South’s case of fatal 
venous hemorrhage from the extirpation 
of the breast, ii. 798; South on the after- 
treatment, ii. 798; amputation of the 
breast, 11. 798; South’s opinion that ampu- 
tation is not preferable to extirpation, ii. 
799; relative value of these operations, ii. 
799; requisite to remove all diseased 
structures, ii. 799; operation for relapse 
of scirrhus after the removal of the dis- 
ease, ii. 800; cancer of the penis, ii. 800; 
origin, symptoms, causes, and results, li. 
800 ; diagnosis, ii. 800 ; treatment, ii. 800 ; 
by operation, ii. 801; amputation of the 
penis, ii. 801; South on the recurrence of 


cancer after amputation of the penis, ii. 


801; Cline the younger’s case, 11. 801 ; 
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examination of the organ preliminary to 
the operation, ii. 801; amputation of the 
penis by the knife, ii. 801; of the glans 
alone, ii. 801; in the middle of the organ, 
ii. 801; Schreger’s mode of amputating 
the penis near the pubic bones, ii. 801; 
Langenbeck’s operation, ii. 802; Barthe- 
lemy on the means of preventing the 
retraction of the urethra, ii. 802; occur- 
rence of after-hemorrhage, and its treat- 
ment, ii. 802; after-treatment, ii. 802; 
amputation of the penis by ligature, 11. 802 ; 
relative value of the two operations, ii. 
802; South on the relative value of the 
two operations, ii. 803; Lisfrane’s opera- 
tion for the removal of cancer of the cor- 
pora cavernosa, ii. 803; cancer of the 
testicle, ii. 803; definition of sarcocele, 
ii. 804 ; symptoms and progress of scirrhus 
of the testicle, ii. 804; characters and 
appearances of sarcomatous degeneration 
of the testicle, ii. 804; these diseases 
occasionally complicated with hydrocele, 
ii. 804; diagnosis of scirrhous and sarco- 
_ matous degenerations of the testicle from 
other swellings of that organ, ii. 805; from 
thickening of the cellular tissue of the 
scrotum, ii. 805 ; characters and causes of 
that disease, ii. 805; treatment, ii. 805; 
by operation, ii. 805; Liston, Key, O’Fer- 
rall, and Bennett’s cases of sarcomatous 
scrotum, ii. 806; diagnosis of sarcocele 
from simple hydrocele, ii. 809; from 
cystic swelling of the testicle, ii. 809; 
‘characters and appearances of cystic swell- 
ing, ii. 809; Astley Cooper on the nature 
of the cysts in cystic swelling, ii. 809; 
removal of the disease by operation, ii. 
809; hydatids of the testicle, ii. 809 ; 
diagnosis of sarcocele from thickening of 
the tunica albuginea, ii. 809 ; scirrhus of 
the tunica albuginea, ii. 809; diagnosis of 
sarcocele from fungus of the testicle or 
tunica albuginea, ii. 810; from induration 
of the testicle, ii. 810; from scrofulous 
swellings, ii. 810; from syphilitic swell- 
ings, ii. 810; from medullary fungus, ii. 
810; extirpation of the testicle a doubtful 
remedy in cancerous degeneration, ii. 811 ; 
indications and contra-indications of the 
operation, ii. 811; Walther and Maunoir 
on ligature of the spermatic artery in sar- 
cocele, ii. 811 ; mode of operating, ii. 811; 
mode of operating for extirpation of the tes- 
ticle, ii. 812; Aumont’s operation, ii. 812 ; 
South and Astley Cooper on the retraction 
of the cord during the operation, ii. 812; 
degeneration of the spermatic cord, and 
the operation, ii. 812; South and Cline 
junior on ligature of the spermatic cord, 
li, 813; dressing the wound, and subse- 
quent treatment after extirpation, ii. 813; 
treatment of after-hemorrhage, ii. 813; 
treatment of undescended testicle, i1. 813 ; 


by operation, ii. 813; extirpation of unde- 
scended testicle, ii. 813; South on the 
treatment of undescended testicle, ii. 814; 
Paget and Arnott’s cases of diseased unde- 
scended testicle, ii. 814; cancer of the 
scrotum, ii. 815; characters of chimney- 
Sweep’s cancer, ii. 815; Pott and Paris 
on cancer of the scrotum, ii. 815; Earle’s 
case of chimney-sweep’s cancer on the 
wrist, 11.816; Astley Cooper and Keate’s 
cases of chimney-sweep’s cancer on the 
cheek, ii. 816; Earle and South on the 
extension of the disease to the neighbour- 
ing parts, ii. 816; Travers on the resem- 
blance of the disease to lupus, ii. 816; 
cause and treatment, ii. 816; South on 
the cause of the disease, ii. 816; Pott and 
Earle on the age at which the disease 
generally occurs, ii. 816; South’s case of 
recurrence of the disease, ii. 816; cancer 
of the womb, ii. 817 ; origin of the disease, 
and primary symptoms, ii. 817; indica- 
tions on vaginal examination, ii. 817; 
Montgomery on the origin of the disease 
in the ova Nabothi, ii. 817; progress of 
the disease, ii. 817; results of the vaginal 
examination in the advanced state of ‘the 
disease, ii.818; Ashwell, Bayle, and Cayol 
on the pain in cancer uteri, ii. 818; Mont- 
gomery and Ashwell’s cases of cancer 
uteri, ii. 818; diagnosis, ii. 818; Simpson 
on cauliflower excrescence from the os 
uteri, 11. 818; period of life at which can- 
cer uteri is generally developed, ii. 819 ; 
causes, ii. 819; Ashwell on the pericd of 
life at which cancer uteri is developed, 
li. 819; treatment, ii. 819; by internal 
and external treatment, ii. 819; can only 
be palliative in true scirrhus, ii. 820; 
examination of the parts in cancer uteri 
by the speculum, ii. 820; mode of intro- 
ducing the speculum, ii. 820; Simpson on 
the mode of using the speculum vagine, 
il. 820; Osiander on the extirpation of 
the cancerous neck of the womb, ii. 821; 
modes of operating, ii. 821; Dupuytren’s 
operation, ii. 821; Canella and Hatin’s 
specula vagine, ii. 822; von Walther’s 
case of excision of the cervix uteri, pre- 
ceded by excising the pubic arch, ii. 822; 
Recamier’s operation when the neck of the 
womb is softened or destroyed, ii. 822; 
Lisfrane’s operation, ii. 822; Colombat’s 
hysterotome, ii. 822; destruction of the 
degenerated womb by caustic, ii. 822; 
Mayor’s ligature of the neck of the womb, 
11, 822 ; mode of applying caustic potash to 
destroy the cancerous cervix uteri, ii. 822 ; 
cases in which this proceeding is applic- 
able, ii. 823; extirpation of the whole 
womb, ii. 823; Struve, Gutberlat, and 
Wenzel on extirpation of the womb, ii. 
823; Langenbeck and Laud-Wolf’s cases 
of extirpation of the cancerous womb, ii, 
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823; Recamier’s cases of removal of the 
womb by ligature, ii. 824; Sauter’s direc- 
tions for the operation of extirpation, 11. 
824; dressing and after-treatment, ii. 825 ; 
von Siebold, Langenbeck, Paletta, Hol- 
cher, Blundell, and Banner’s cases, ii. 
825; Delpech, Dubled, and Recamier on 
the extirpation of the womb, iii. 826 ; 
Roux’ cases, ii. 828; the difficulty and 
danger of the operation, ii. 828 ; Gendrin’s 
directions for the operation, 11. 828; 
Heath’s case of excision of the uterus by 
the abdominal section, 11. 829. 

Cancrum oris. Vide Mortification. 

‘CanELa’s, M., speculum vagine, ii. 822. 

Canquoin, M., on the use of the chloride 
of zinc as a caustic in cancer, ii. 771. 

Canton, Mr., on thé existence of the acarus 
scabiei, 1. 636. 

Capuron, M., on an epidemic vaginal 
eatarrh, i. 161. 

CARBUNCLE :—nature of the disease, 1. 135; 
distinguished from boil and malignant 
pustule, i. 135; symptoms, i. 135; varie- 
ties, 1. 185; Hunter on the inflammation 
that produces carbuncle, i. 135; his obser- 
-vation, that there are generally more car- 
buncles than one, not confirmed by South, 1. 
136; his opinion that carbuncle has some 
affinity to boils, i. 136 ; Copeland on an- 
thrax, i. 186; Perrez on the physiology 
of carbuncle, i. 136 ; benignant carbuncle, 
i. 137; carbuncle, the consequence of me- 
tastasis of deleterious matter, 1. 157; 
malignant carbuncle never connected 
with previous fever, i. 137; English sur- 
geons do not admit the metastatic origin 
of carbuncle, i. 137; Rayer says it occurs 
most frequently in spring and summer, i. 
137; danger of carbuncle depends on its 
size, seat, presence of many such swell- 
ings, the constitution of the patient, and 
the connecting general disease, 1, 137; 
Astley Cooper on the danger of carbuncle 
on the head and neck, i. 137; South on 
the rareness of carbuncle on the head, i. 
137; general and local treatment of be- 
nignant carbuncle, i. 137: von Walther 
on incisions in carbuncle, i. 137 ; Wise- 
man on incisions in carbuncle, i. 137; 
Bromfield on incisions and injections of 
bark and tincture of myrrh, i. 138; 
Cooper, Abernethy, Dupuytren, and 
Rayer, on incisions, 1.138; Pearson against 
incisions, i. 188; South’s treatment of 
carbuncle, i. 138 ; Physick’s treatment of 
carbuncle, i. 138; Coates on the applica- 
tion of blisters in carbuncle, i. 138; 
Perrez on the treatment of carbuncle, i. 
139; Pouteau on the application of caus- 
tic, and the actual cautery; i. 139; treat- 
ment of malignant carbuncle, i. 139. © 

Canis, 1. 681; nature and appearances of 
the disease, i. 681; Lawrence’s definition 


of caries, i. 682; Miescher on the granu- 
lations attending caries, i. 682; Syme on 
the distinguishing character of caries, i. 
682; Mayo on the progress of caries, 1. 
682; symptoms, i. 682; diagnosis, i. 683 ; 
Miescher and Syme on the characters of 
caries, i. 683, 684; causes, 1. 684; Del- 
pech on the diseased condition of the 
bones in syphilis, not caries, but necrosis, 
i. 684; Mayo on inflammation as the 
cause of caries, i. 684; Miescher on the 
seat of the various kinds of caries, 1. 684 ; 
prognosis, i. 685; general and local treat- 
ment, i. 685; Rust, Fricke, Mayo, Law- 
rence, and Syme on the treatment of 
caries, i. 686; removal of the diseased 
bone, i. 6873; caries of the skull bones, i. 
698; situation, causes, and symptoms, 1. 
698 ; South on the consequences of caries, 
or necrosis in the mastoid process, 1. 698 ; 
South on necrosis of the vault of the 
skull, i. 699; South’s case of extensive 
destruction of the vault of the skull, i. 
699; South on caries of the bones of the 
face, i. 699 ; South on the disease in bones 
from mercury and syphilis, 1. 699; 
Syme’s case of destruction of the bones of 
the face, i. 699; causes and prognosis of 
caries of the skull-bones, 1. 699; treat- 
ment, i. 6993; caries of the teeth, i. 700; 
characters and situation of the caries, i. 
700; South on inflammation and suppu- 
ration in the tooth-socket without caries, 
i. 701; symptoms of caries at the root of 
the tooth, i. 701; caries of the alveolar 
process, i. 701; diseased changes in the 
maxillary antrum, i. 701; epulis, 1. 701; 
South on the symptoms and treatment of 
sympathetic disease of the antrum, i. 701 ; 
Liston and South on epulis, i. 702; causes 
of caries; i. 702; Coffiniere on toothache 
as a counter irritant, 1. 703 ; treatment, i. 
703; remedies to resist the further de- 
struction of carious teeth, i. 703; filing 
and stopping the teeth, i. 703; destruc- 
tion of the nerve of the diseased tooth by 
the actual cautery, or sulphuric acid, 1. 
703; South on the stopping a carious 
tooth, i. 703; preventive treatment of 
caries, i. 703; treatment of tooth-ache, i. 
704; South and Bedingfield on the treat- 
ment of tooth-ache, i, 704; extraction of 
the tooth sometimes necessary, 1. 704; 
excision of the carious crown, i. 704 ; 
the different instruments used in the ex- 
traction of teeth, i.704; extraction of the 
front teeth, i. 705; of the back teeth with 
the key, i. 705; with the pelican, i. 705; 
use of the punch, i. 705; extraction of 
stumps and roots of teeth; 1. 706; acci- 
dents which may occur in extracting 
teeth, and their treatment, i. 706; occa- 
sional consecutive hemorrhage, i. 706; 
inflammation and suppuration of the gum, 
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- 1. 706; caries of the alveolar process, i. 
707; South on the consecutive hemor- 
rhage in the hemorrhagic diathesis, and 

_ its treatment by the actual cautery, i. 707 ; 
_ Blagden, South, and Davenport's cases, i. 
707, 709; Cortez, Cullen, Kendrick, and 
Dr. Ryan on the treatment of the conse- 
cutive hemorrhage, i. 709; South on the 

. necessity of adopting preventive measures 

' immediately after the extraction of a 
tooth, when the hemorrhagic diathesis is 
known to exist, i. 709; tooth-fistulas, i. 
709; carcinomatous excrescences on the 
gums, i. 709; treatment, i. 709. 

CaRLISLE’s, Sir A., tourniquet, and its mode 
of application, i. 300. 

CARMICHAEL, Mr., on severe phlebitis, i. 78 ; 

- injection of a strong solution of nitrate of 
silver in gonorrhea, i. 1703; objections to 

_ the terms syphilis, syphyloidal, and 
pseudo-sy philis, i. 652; bases his arrange- 
ment of venereal complaints on the cha- 
racter of the eruption, i. 652; does not 
admit the existence of mercurial disease, 
i. 676; on eczema mercuriale, i. 679; 

. case of ligature of the gluteal artery, ii. 
258; case of excision of the head of the 
femur, ii. 978. 

CAROTID aneurism, ii. 232. 

artery, common, ligature of, ii. 
234; tying the external carotid, ii. 237. 

Carpver’s, Mr., cases of the Taliacotian 
operation, li. 831. 

Carpus, fracture of the bones of, ii. 562; 
exarticulation of the metacarpal bones 
at, ii. 963. 

CarswELL, Dr., on the genus carcinoma, ii. 
716. 

CARTILAGE, INFLAMMATION OF, 
flammation of the Joints. 

Cartilages of the larynx, fracture of, i. 530. 

costal, dislocation of, ii. 777. 

Catheter, introduction, ii. 429; straight, in- 
troduction of, ii. 430; female, introduc- 
tion of, ii. 432. 

Catheterism, forcible, ii. 427. 

Cauterization, ii. 880. 

Cautery, actual, ii. 881. 

Cayot, M., on the pain in cancer uteri, ii. 818. 

Cr tsus, on the extirpation of the tonsils by 
cutting and by tearing out, i. 145; on the 
removal of the relaxed uvula by cutting, 
1. 147; on the use of the ligature for 
wounded vessels, i. 320; on the applica- 
tion of a ligature above a viper’s bite, i. 
354; observations on the innocuous quali- 
ties of the poison of serpents when intro- 
duced into the mouth confirmed by Rus- 
sell, 1. 354; on rubbing the ends of the 
broken bone together in cases of false 

joint, i. 589. 

_ Cerebral Hernia, ii. 97. 

Cesront, M., on the acarus scabiei, i. 636. 

Cuasert’s, M., artery-compressor, i, 299. 


—_—. 
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CuamprEsmr’s, M., mode of amputating at 

- the shoulder joint, ii, 956, 

CuavLiac’s, Guy pg, account of the opera- 
tions of the Arabian physicians in false 
joints, i. 592; on ligature of the hernial 
sac for its radical cure, ii. 24. 

CuAussrEr’s, M., cases of actual protrusion 
of the heart, ii. 96; experiments on the 
excision of joints, ii. 969. 

CHAUMET’S, M., case of partial resection of 
the clavicle, ii. 1004. 

Cheek-bones, fracture of, i. 527. 

Cheek, cancer of, ii. 776. 

CHESELDEN, Mr., on ligature of the tonsils, 
i. 145; his operation preferred by Else, 
i. 145; on the immovable apparatus for 
fractures, i. 504; case of large urinary 
calculus, ii. 546; on the high operation 
for stone, 11.577; operation for stone, ii. 
580-5; cases of tumours on nerves, ii. 765. 

CurEsman’s, Mr., case of spina bifida, ii. 465. 

CueEst, WounpDs or THE, i. 438; either 
superficial or penetrating, i. 438 ; treat- 
ment of superficial cuts and sabre wounds, 
i. 438; consequences and treatment of 
bruises and shot wounds of the coverings 
of the chest, i. 439; penetrating wounds 
of the chest, i. 439 ; indications of a pene- 
trating wound, i, 439; South on the ex- 
amination with the probe, &c., in pene- 
trating wounds of the chest, i. 439 ; South 
on the condition of the lungs when the 
chest is opened, i. 439 ; ‘Williams’ experi- 
ments and conclusions, i. 439; Astley 
Cooper on the signs of wounded lungs, i. 
440; Hennen on the course taken by balls 
in wounding the chest, i. 440; Maiden 
and Sir W. Blizard’s case of penetrating 
wound of the chest, i. 440; Andrews’ 
case of penetrating wound of the chest, 
with injury to the lung, i. 441; Astley 
Cooper's case of wound of the intercostal 
muscles by an iron spindle, ii. 443; Ever- 
ard Home on the appearances in the lungs 
thirty-two years after their having been 
wounded by a ball, i. 443; Hennen and 
Gregory on the prognosis of wounds of 
the chest, i. 444; varieties of penetrating 
wounds of the chest, i. 444; simple pene- 
trating wounds of the chest, and their treat- 
ment, i. 444; penetrating wounds of the 
chest complicated by the presence of 
foreign bodies, i. 444; Larrey’s case of ex- 
cision of a portion of a rib for the removal 
of a ball, 1. 445; presence of bullets in the 
chest without causing inconvenience, i. 
445 ; instance of a ball remaining in the 
lungs for twenty years without causing 
mischief, i. 445; occurrence of hemor- 
rhage in penetrating wounds of the chest, 
i. 445; symptoms of hemorrhage, i. 445 ; 
the most certain and determinate signs of 
extravasation of blood in the chest, i. 445; 
the less certain and constant symptoms, i. 
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446; effects of the extravasation of blood 
into the cavity of the chest, i. 446; Hen- 


nen on the occurrence of primary and | 


secondary hemorrhage in incised or punc- 
tured wounds of the chest, i. 446; very 
difficult to determine the source of the 
hemorrhage in penetrating wounds of the 
chest, i. 446; injury of the intercostal 
artery, i. 446; Richter’s piece of card- 
board, and Reybard’s canula useless in 
such cases, i. 447; Graefe’s case of fatal 
gun-shot wound of the intercostal artery, 
i. 447; various plans for stanching bleed- 
ing from the intercostal artery proposed 
by Gerard, Goulard, Leber, Reybard, 
Nevermann, Benj. Bell, Lottery, Quesnay, 
Bellocq, Harder, Desault, Sabatier, Medin, 
Assalini, and Grossheim, 1. 447, 448; 
Nevermann’s mode of operating, i. 448; 
objections to these modes of proceeding, i. 
448; treatment of bleeding from an in- 
tercostal artery, i. 448; wounds of the in- 
ternal mammary artery, 1. 449 ; wounds of 
the large vessels in the cavity of the chest 
speedily fatal, i. 449: stanching of bleed- 
ing from a wounded lung, i. 449; Verrey’s 
objections to the union of penetrating 
wounds of the chest, i. 449 ; Astley Cooper 
on the danger attending wounds of the 
lungs, i. 450; Hennen on the immediate 
treatment of penetrating wounds of the 
lungs, i. 450; emphysema, i. 451; causes 
of emphysema, i. 451; Astley Cooper, 
Hennen, and South on emphysema, 1. 451 ; 
the escape of air from the lungs into the 
cavity of the pleura, i. 451; Hennen’s case 
of secondary emphysema, i. 451; treat- 
ment of emphysema, i. 452; Abernethy 
on the use of a broad chest-bandage in 
emphysema, i. 452 ; South on the practice 
of sucking or pumping to extract the air 
in the cavity of the chest, 1.452; Hennen 
on the healing of wounded lung, i. 452 ; 
protrusion of a portion of lung in wounds 
of the chest, i. 453; Hennen on the pro- 
trusion of a portion of lung, i. 453; treat- 


ment of the consecutive inflammation of 


the lung and pleura, i. 453; consequences 
of the inflammation, i. 453 ; Astley Cooper 
on the treatment of traumatic pneumonia, 
i. 453 ; wounds of the heart, 1.454; symp- 
toms of wounds of the heart, i. 454; Speyer 
on the peculiar causes of death at different 
periods in wounds of the heart, i. 454; 
ease of fatal wound of the heart by a 
broken rib, i. 454; Featherstone and Dr. 
Babington’s cases of fatal bayonet-wound 
of the heart, i. 455; case of laceration of 
the pericardium, and superficial wound of 
the heart, i. 455; Hennen, Fournier, and 
Ploucquet’s cases of foreign bodies in the 
heart, 1. 455; treatment of wounds of the 
heart, 1. 456; wounds of the pericardium, 
i. 456; Astley Cooper and Hennen’s cases 
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of wounds of the pericardium, i. 456 ; 
injuries of the gullet, thoracic duct, dia- 
phragm, and spinal marrow, i. 456 ; symp- 
toms of wounds of the diaphragm, i. 456. 


Cueston’s, Mr., case of gangrene of the 


bladder from retention, ii. 412. 

CHEVALIER, Mr., on tying the tonsils, 1. 145; 
case of puncturing the dura mater, to re- 
move effused blood from beneath it, i. 407. 

CHEVALIER’s, M., case of removal of the 
inverted womb by ligature, ii. 121. 

Chiloplasty, the operation of, ii. 775. 

CHILBLAINS :—i. 129, 130; symptoms and 
results, i. 130; Hunter mentions another 
inflammation very like chilblains, i. 131 ; 
seat of chilblains, i. 131; treatment, 1. 1315 
South on the mustard liniment of St. Tho- 
mas’ Hospital in the treatment of chil- 
blains, i. 131; treatment of ulcerated chil- 
blains, i. 131; of gangrenous chilblains, 
i. 131; prevention of chilblains, i. 131. 

Chimney-sweep’s cancer, li. 815. 

Cuopartr’s, M., case of inclusion of a nerve 
in the noose of a ligature placed on an 
artery, i. 307; case of simple dislocation 
of the spine, i. 535; mode of operating in 
ovarian dropsy, li. 487. 

CxHovuLart, M., on the influence of spinal 
curvature on the transverse diameter of 
the pelvis, ii, 158. 

CurEsSTIEN, M., on gold and its preparations 
in primary and secondary syphilis, 1. 669. 

Cuurcu, Mr., on tartar emetic in strangu- 
lated hernia, ii. 32. 

CuurcuHILL, Dr., on the treatment of lace- 
rated perineum, i. 609. 

Cirsocele, ii. 295. 

Crrrapini’s, M., case of false joint, in 
which rubbing the ends of the broken 
bone together was practised, i. 590; suc- 
cessful operation for sawing off the ends 
of the broken bone, i. 594. 

Crv1aLE, M., on the introduction of the 
straight catheter, ii. 431; operations for 
stone on infants, 11. 569. 

Cuanny’s, Dr.,.case of enlargement of the 
tongue, ii. 650. 

Cuiarke, Sir J. M., on the length of time 
during which prolapse of the womb is 
forming, ii. 106 ; on the size and shape 
of the prolapsed organ, ii. 106; on the 
consecutive ulceration of the vagina, 11. 
106 ; case of procidentia uteri, with. se- 
paration of the pelvic bones, ii. 108; on 
the after-treatment of procidentia uteri, 
ii. 109; on the application of injections, 
ii. 110; on the treatment of the ulcerated 
vagina, ii. 110; objections to sponge as a 
pessary, ii, 110; on the corrosion of 
pessaries in the passage, and on the 
deposit of calculous matter on them, ii. 
112; on polypus of the fundus uteri as a 
cause of inversion, il. 117; on the cha- 
racter of the discharge in inverted uterus, 
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ii, 119; on the treatment of chronic 
inversion, ii. 120; of recent inversion, 
ii. 120; on the diagnosis between chronic 
inversion and polypus uteri, ii. 120; on 
the treatment of the inverted womb, 
complicated with procidentia, ii. 121; 
case of removal of the inverted womb 
by ligature, ii. 121 ; on prolapse of the va- 
gina, 1i, 122 ; on the symptoms of prolapse 
of the vagina, ii. 122; on the causes and 
symptoms of posterior prolapse of the va- 
gina, ii. 123 ; on the treatment of posterior 

. prolapse, ii. 123. 

CuarkKr’s, Dr. J., case of removal of the 
inverted womb by ligature, ii. 121. 

Clavicle, fracture of, i. 550; dislocation of, 
i. 777; resection of, ii. 1003. 

Cuay, Dr., on the large operation for 
ovarian dropsy, ii. 489. 

CLEMENT’s, Mr., case of successful opera- 
tion for strangulated umbilical rupture 
during pregnancy, ii. 82. 

Cuine’s, Mr., experiments to cause the ab- 
sorption of the pus in lumbar or psoas 
abscess, 1. 188; on the lengthening and 
shortening of the diseased limb in hip 
disease, i. 256; experiments with the 
broad ligature on arteries, i. 304; case of 
musket-shot wound of the bladder, the ball 
remaining in that viscus, and being after- 
wards extracted by operation, i. 482 ; 
case of fracture of the spine without dis- 
placement, i. 534; case of cure of un- 
united fracture, i. 591; case of double 
umbilical rupture, ii. 80; case of the 
existence of several aneurisms in the 
same person, li. 204; cases in which the 
femoral artery was tied with a broad 
tape, the ligature being removed some 
hours afterwards, ii. 222 ; case of obli- 
teration of the vena cava inferior, ii. 
289; case of varix of a deep-seated vein, 
ii. 289; on excision of piles, ii. 304; 
case of impending suffocation from ra- 
nula, ii. 404; case of stone in one of 
the submaxillary ducts, ii. 405; case of 
very large hydrocele, ii. 498; case of 
suppuration of the kidney from impac- 
tion of calculus in the ureter, 11. 544; 
case of large calculus, ii. 546; case of 
an old man operated on for stone, il. 
569; gorget, ii. 592; on the ques- 
tion as to the propriety of removing 
a scirrhous breast, ii. 796; the first 
experimenter with vaccine lymph, ii. 
873. 

Cuine’s, Mr., jun., cases of after-bleeding, 

in which +the actual cautery was em- 

ployed, i. 314; clinical observations on 
after-hemorrhage, and on the use of the 
actual cautery in such cases, 1. 316 ; 
experiments on arteries, 1. 318; on the 
disposition of hydrophobic animals to 
use their weapons of offence, 1. 369; 
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directions for the excision of the part 
bitten by a mad dog, 1. 373; on pune- 
turing the brain in wounds of the dura 
Mater, 1. 399; case in which he per- 
formed the operation. for trepanning 
the spine, i. 538; details of the case, 1. 
5359; clinical observations on the case, 1. 
539; on the use of caustics to destroy the 
cartilaginous ends of broken bones in 
false joints, i. 590; case of cure of false 
joint by caustic potash, i. 591; reduction 
of an old dislocation of the humerus, i. 
766; case of hydrocele in front of an 
inguinal rupture, ii. 61 ; case of aneurism 
of the anterior tibial artery, ii. 265; 

_ on tumours of nerves in stumps, ii. 766 ; 
case of amputation of the penis, ii. 801; 
on ligature of the spermatic cord, ii. 
813; on arteriotomy, ii. 864. 

Clitoris, enlargement of, ii. 664. 

CLoquEt’s, M., treatment of fractured cla- 
vicle, i. 552; on the solution of the 
chloride of lime in the treatment of foul, 
gangrenous, or torpid ulcers, i. 616; on 
the statistics of rupture, ii. 8; explanation 
of the manner in which reduction en masse 
takes place, ii, 17; on the spontaneous 
return of the hernial sac into the ab- 
domen, ii. 22; on Nuck’s canal, ii. 65; 
case of lumbar rupture, ii. 84; on thy- 
roid rupture, ii. 88; on elongation of 
the womb in cases of prolapse, ii. 106 ; 
on the formation of calculi in the dis- 
placed bladder, consequent on prolajtsus 
uteri, ii. 106; on consecutive displace- 
ment of the rectum, ii, 107; case of the 
existence of numerous aneurisms in the 
same person, li. 204. 

Crossius’, M., explanation of the lengthen- 
ing of the limb in hip disease, i. 257. 

Club foot, ii. 174, 

Coates, Dr., on the application of blisters 
in the treatment of carbuncle, i. 138 ; on 
ligature of the common carotid, ii, 234; 
case in which the bronchocele ultimately 
enlarged, after the ligature of the superior 
thyroid, ii. 659. 

Coccyx, fracture of, i. 543; dislocation of, 
1 2765 

Cock, Mr., on the reduction of the dis- 
located femur by placing the foot between 
the thighs, and making extension and 
rotation, i. 801; case of sixpence in the 
larynx, li. 398. 

Cephaleematoma, ii. 447. 

CoFFINIERE, M., on toothache as a counter- 
irritant, 1. 703. 

COHERENCE, UNNATURAL :— definition, ii. 
305 ; causes and mode of union, ii. 305 ; 
contraction and closure of the outlets of 
the body, ii. 805; congenital closure of 
the outlets, and congenital union of parts 
which should be separate, ii. 306; con- 
dition of the parts when an outlet is 
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closed, ii. 306; treatment of parts pre- 
ternaturally united, ii. 306; treatment 
of deforming cicatrices, ii. 306; treat- 
ment of narrowing and closure of the 
outlets, ii. 307; of imperforation, il. 
307; union of the fingers and toes, ii. 
308; causes, 11. 308; the operation for 
its treatment, ii. 308; circumstances 
which contra-indicate the operation, ii. 
308; after-treatment, ii. 308; result of 
the operation often unsatisfactory, 11. 
308; mode of operating, and treatment 
to prevent reunion, ii. 309; Dupuytren 
and Rudtorffer’s plans to prevent re- 
-union, ii. 309; Zeller’s operation, ‘il. 
309 ; the growing together of the joint-ends 
of bones, or anchylosis, ii. 310; defini- 
tion, ii. 310; sub-divisions, ii. 310; 
causes, ii. 310; nature of the connecting 
substance, ii. 310; treatment, ii. 311; 
Dr. Barton’s operation on the anchy- 
losed femur, ii. 311; von Wattmann’s 
operation on the humerus in anchylosis 


of the elbow, ii. 311; treatment of the |. 


slighter degrees of false anchylosis, 11. 
311; of the more severe forms, ii. 311 ; 
the operation in contraction of the knee- 
joint, ii. 312 ; occasional results, ii .312 ; 
growing together and narrowing of the 
nostrils, ii..313; characters, 11. 313; the 
operation for contracted nostrils, 11. 313 ; 
after-treatment, ii. 313 ; unnatural adher- 
ence of the tongue, ii. 314 ; direct causes, 
ii. 314; diagnosis, 11. 314; treatment, 
ii. 314; of the tumour under the tongue, 
ii. 314; division of the frenum, il. 314; 
treatment of adhesion of the tongue to 
the cheek, ii. 314; South on adhesion of 
the tongue to the cheek, ii. 315; consecu- 
tive accidents, ii. 315; hemorrhage from 
the raninar artery, ii. 315; danger of 
suffocation from the tongue turning 
backwards, ii. 3153; growing together 
of the gums and cheeks, ii. 315 ; causes, 
prevention, and treatment, li. 315; nar- 
rowing and closure of the mouth, ii. 
315; complete closure a very rare mal- 
formation, ii. 315; causes of narrowing, 
ii. 316; symptoms, ii. 316; treatment, 11. 
316; Dieffenbach and Werneck’s ope- 
rations, il. 316; treatment of narrowing 
of the mouth, with loss of substance of 
the lips, ii. 817; narrowing of the cso- 
phagus, i. 3173; causes, li. 8318; conse- 
quences, li. 318; symptoms of simple 
or membranous stricture, ii. 318; cal- 
lous narrowing of the «esophagus, ii. 
319; of scirrhous hardening, ii. 319; 
expansion of the walls and its causes, ii. 
319; ulceration of scirrhous and callous, 
cartilaginous, and bony stricture, ii. 
319; Meyer and Gendrin’s cases of stric- 
tured cesophagus communicating with the 
bronchus or trachea, ii. 320-; narrowing 
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“of the esophagus from fungous growths, 


ii. 320;° from swellings in the neigh- 
bourhood, ii. 320; symptoms of dy- 
sphagia lusoria, ii. 320; spasmodic 
stricture, ii. 320; angina impetiginosa, 
symptoms, characters, and treatment, li. 
321; prognosis in stricture of the ceso- 
phagus, ii. 321; Astley Cooper’s case of 
stricture of the. esophagus ulcerating 
externally, ii. 321; treatment of stricture 
caused by chronic inflammation, ii. 321; 
introduction of the csophageal sound, ii. 
322; mode of operating, ii. 322; intro- 
duction of the sound through the nostril 
improper, ii. 322; use of a sound with 
a lead stilette, ii. 322; South’s objection 
to the protrusion of the tongue prior to 
the passage of the cesophagus-bougie, il. 
323; Astley Cooper’s case of stricture 
of the cesophagus, in which a false pas- 
sage was made through into the anterior 
mediastinum, ii. 323; dilatation of the 
stricture, and subsequent treatment, il. 
323; use of caustic bougies very dan- 
gerous, ii. 323; Jameson and Fletcher’s 
instruments, ii. 323; general treatment 
for callous, scirrhous, and spasmodic 
stricture, and for dysphagia lusoria, 1i. 
324; use of the esophageal sound for 
the passage of strong broths, ii. 324 ; 
dysphagia paralytica atonica, ii. 324; 
narrowing and closure of the rectum, ii. 
324; closure of the rectum always a mal- 
formation, ii. 325; stricture rarely con- 
genital, ii. 325; congenital closure of 
the rectum, ii. 325; symptoms, ii. 325; 
Wolff’s case of imperforate anus, il. 325; 
the operation for imperforate anus, ii. 
325; the operation to be performed when 
there is not any trace of an anus, il. 326 ; 
Amussat’s operation, ii. 326; South’s 
case of adherence of the two portions of the 
ileo-colic valve, causing obstruction to the 
passage of the meconium, ii. 326; the 
operation for the rectum opening into the 
vagina, ii. 327; Barton and Dieffenbach’s 
operations, iil. 327; opening of the rec- 
tum into the urethra, 11. 327; the opera- 
ion, ii. 327; opening of the rectum intu 
the urinary bladder, 11. 8328; Fergusson’s 
case of opening of the rectum into the 
bladder, ii. 328; Cruveilhier’s case of 
opening of the rectum under the glans 
penis, 11. 328; the formation of an ar- 
tificial. anus at the lower end of the colon, 
ii. 328; the mode of operating, ii. 328; 
Callisen and Amussat’s mode of ope- 
rating, ii. 828; Pilore’s case, in which 
he made an artificial anus in the right 
side, by opening the cecum, ii. 328; 
Freer and Pring’s cases of operation for 
artificial anus at the lower end of the 
colon, ii 829; congenital narrowing of 
the anus, liv 329; South’s case of ’im- 
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perforate anus, opening under the glans ° 


penis, ii. 829; stricture of the rectum, 
li. 330; spasmodic contraction of the 
anus, li. 330; causes, ii. 330 ; symptoms, 
1. 330; examination of the anus, ii. 
331; fissure of the rectum, ii. 331 ; 
Brodie on ulceration of the rectum in 
_ Connexion with spasmodic contraction of 
the sphincter, ii. 331; Bushe on the spas- 
modic contraction of the anus, ii. 331 ; 
spasmodic contraction distinguished from 
harrowing, ii. 331; treatment, ii. 331; 
division of the sphincter, ii. 332; after- 
treatment, 333 ; narrowing of the rec- 
tum, depending on chronic inflammation, 
li. 333; characters, ii. 333; progress and 
terminations of the disease, ii. 334; local 
results of stricture, ii. 834 ; Brodie on the 
occurrence of symptoms of strangulated 
hernia in some cases of stricture, ii. 334 ; 
_ Astley Cooper’s case of stricture of the 
_ rectum, ii. 334; changes produced in the 
tissues of the gut by chronic inflamma- 
_ tion, ii. 334; Brodie on the post-mortem 
appearances in stricture of the rectum, ii. 
334; Lawrence on the spongy excres- 
cence of the rectum, ii. 835; situation of 
the stricture, ii. 335 ; excrescences grow- 
ing from the valvuls conniventes, ii. 335 ; 
examination of the rectum for stricture, 
1. 335; Lawrence and Bushe on stricture 
of the rectum, ii. 336; White, Salmon, 
Charles Bell, Colles, Allan, Liston, Syme, 
Brodie and Bushe on the seat of stricture 
_ in the rectum, ii. 336; immediate cause 
_ of stricture, ii. 3375; prognosis, ii. 337; 
Brodie on the necessity of early treatment 
in stricture of the rectum, ii. 338; treat- 
ment, ii. 338 ; Brodie on the distension of 
the bowel above the stricture by fxces, ii. 
338 ; stretching the contracted part, ii. 338; 
introduction of bougies, ii. 338 ; Brodie 
_ and Lawrence on the use of bougies, ii. 
339; Brodie on the internal application 
of mercurial ointment in stricture of the 
rectum, ii. 340; dilatation by prepared 
gut, and by metallic dilators, ii. 340; in- 
_ cision of the stricture, ii. 340; Copeland 
_ and Brodie on incision of the stricture, 
ll, 340; extirpation of tuberculous ex- 
_ erescences, ii. 3415; use of the caustic 
_ bougie, ii, 341; treatment of fistule 
complicating the stricture, ii. 341; of 
cancerous stricture, li. 341; operation 
for the removal of cancerous stricture, 
ii, 341; stricture caused by a cicatrix, 
ii. 342 ; narrowing of the anus from union 
‘ between the nates, ii. 342; treatment of 
closure of the rectum from stricture, ji. 
- 842; growing together, and unnatural clo- 
. sure of the prepuce, ii. 342 ; phimosis and 
_ paraphimosis, ii. 343; phimosis conge- 
_ nital or acquired, ii. 343; consequences, 
ii, 343; after puberty, ii. 343; causes of 
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accidental phimosis, ii. 343; symptoms, 
li, 344 ; consequences of venereal ulcers 
on the corona glandis, complicated with 
phimosis, ii. 344; treatment of phimosis, 
11. 344; operations by circumcision and 
slitting up the prepuce, with or without 
removal of the flaps, ii. 344; circum- 
cision, ii. 344; the Jewish operation, ii. 
345 ; South on the Jewish operation, ii. 
345; slitting up the prepuce, ii. 345 ; 
after-treatment, ii. 346; the preference 
given to the latter operation, ii. 346; di- 
vision of the inner fold of the prepuce, ii, 
346; Langenbeck, Begin, and Vidal de 
Cassis’ operations, ii. 347; treatment of 
phimosis complicated with union, partial 
or complete, of the prepuce to the glans, 
ii. 547; connexion of the glans with the 
prepuce by bands, ii. 347; treatment of 
phimosis from inflammation, ii. 348 ; 
from excoriation or putrefaction of the 
cheese-like matter, ii. 348; treatment of 
syphilitic phimosis, ii. 348 ; Pigné on the 
treatment of syphilitic phimosis, ii. 348 ; 
the operation rarely required for inflam- 
matory and venereal phimosis, ii. 348 ; 
the introduction of the catheter requisite, 
when the issue of the urine is impeded by 
the constriction of the phimosis on the 
urethra, ii. 349; the origin and symptoms 
of paraphimosis, ii. 349; treatment, ii. 
349 ; reduction of the prepuce, ii. 349; 
treatment of the accompanying inflam- 
mation, ii. 8349; South on the reduction 
of paraphimosis, ii. 350; the operation 
for paraphimosis, ii. 350; treatment if 
suppuration have occurred, ii. 351; after- 
treatment, ii. 3513; constriction of the 
penis by threads, tape, rings, &c., ii. 351; 
symptoms and treatment, ii. 351; nar- 
rowing and closure of the urethra, ii. 
351; stricture of the urethra of more fre- 
quent occurrence than in any other outlet, 
li. 352; symptoms, ii. 352; Brodie on 
incontinence of urine in stricture, ii. 352 ; 
extravasation of urine from rupture ‘or 
sloughing of the urethra behind the stric- 
ture, 11. 353; Brodie on extravasation of 
urine from ruptured urethra in stricture, 
ii. 353; Brodie on abscesses communi- 
cating with the bladder in old cases of 
stricture, 11. 353; changes in the urethra 
in old strictures, and the attendant symp- 
toms, ii. 353; Brodie on the complication 
of stricture with enlarged prostate, ii. 
354; Brodie’s case of enlargement of the 
urethra from stricture, ii. 354; Brodie on 
the formation of cysts of the urethral mu- 
cous membrane in stricture, ii. 354; Bro- 
die on the occurrence of rigors and fever 
in cases of stricture, ii. 354; causes of 
stricture, ii. 355; Brodie on the existence 
in old strictures of an indurated mass 
at the lower portion of the penis, ii. 355 ; 
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seat and characters of stricture, ii. 355 ; 
Hunter’s description of three forms of 
stricture, ii. 356; Brodie on the original 
seat of stricture, ii. 356; diseases liable 
to be confounded with stricture, il. 356 ; 
diagnosis, ii. 357; prognosis, li, 357 ; 
treatment ii, 357; mode of determining 
the seat of the stricture, il. 357, 358; 
Brodie on the use of a full-sized bougie in 
determining the seat of the stricture, ii. 
357; preparation of common bougies, 11. 
358; Astley Cooper, Abernethy and Bro- 
die on the passing the bougie, ii. 359; 
Astley Cooper and Abernethy on the use 
of metallic bougies, ii. 359; Brodie on 
the treatment of stricture with bougies, 
and on their applicability to the respec- 
tive kinds of stricture, il. 360; Brodie’s 
directions for the introduction of the 
bougie, ii. 360; South on the danger of 
using plaster bougies, 11. 361; South on 
the introduction of the bougie, ii. 362 ; 
South on the general treatment of stric- 


ture, ii. 363; the time the bougie should | 


be left in the urethra, and the frequency 
of its introduction, ii. 363; precautions to 
be taken when the instrument is left in 
the urethra, ii. 364; gradual increase in 
the size of the instrument used, 11. 364; 
Arnott’s oil-silk tube, ii. 364; action of 
the bougie, ii. 364; symptoms occasion- 
ally produced by it, il. 364; Astley 
Cooper and Abernethy on hemorrhage 
from the urethra after passing the bougie, 
ii. 365; Astley Cooper and South on the 
practice to be adopted when a laceration of 
the urethra by the bougie is suspected, ii. 
365 ; destruction of the stricture by caustic, 
ii. 365; by ulceration to be rejected as 
dangerous, ii. 365; Brodie on the destruc- 
tion of stricture by ulceration, ii. 365; 
cauterizing a stricture from before back- 
wards, ii. 366; preparation of armed 
bougies, ii. 366; Hunter, Home and 
Whately on the use of the armed bougie, 
11. 366; objections to this mode of cauteriza- 
tion, il. 366; cauterizing the walls of the 
stricture, ii. 366; Whately and Arnott on 
cauterizing the walls of the stricture, il. 
367; use of bougies armed with caustic 
potash, 11. 367; Whately and Lawrence 
on the use of bougies armed with caustic 
potash, ii. 368; Ducamp’s mode of cau- 
terizing the urethra, 11. 368; subsequent 
treatment, ii. 369; Ducamp’s mode of di- 
lating the urethra after cauterization, ii. 
369; Ducamp’s caution respecting the 
use of caustic, ii. 370; Lallemand, Segalas 
and Tanchou’s caustic-holders, ii. 370; 
relative advantages of the treatment by 
bougies and by caustic, ii. 370; Astley 
Cooper, Brodie, Lawrence and South on 
the use of the armed bougie, ii, 371; cut- 
ting into the stricture, and subsequent 
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dilatation, ii.372; Jameson’s treatment of 
stricture, ii. 372; formation of false pas- 
sages, ii. 373; treatment, ii. 373; South 
on the treatment of false passages, 11. 373; 
congenital closure of the urethra, ii. 373 ; 
treatment, ii. 373; hypospadias and its 
treatment, ii. 374; closure and narrowing 
of the vagina, ii, 374; congenital or acci- 
dental, ii. 374; symptoms of congenital 
closure of the vagina, ii. 374; narrowing 
of the vagina, li. 375; treatment, ii. S75 
operation for complete closure of the va- 
gina by the hymen, ii. 375; division of 
the united labia, ii. 375; South on the 
treatment of closed vagina in infants, 11. _ 
375; the closure more or less deep in the 
vagina, ii. 376; complete closure of the 
vagina without signs of menstruation, ii. 
376; partial closure or bands of the va- 
gina, ii. 376; Locock’s case of bands in 
the vagina from previous difficult labour, 
ii. 376; Kennedy and Labat’s cases, 
ii. 376; treatment of narrowing of 
the vagina, ii. 376; treatment after the 
escape of the retained catamenia, ii. 377 ; 
closure and narrowing of the mouth of the 
womb, ii. 377 ; congenital or acquired, ii. 
377; characters ii. 877; consequences of 
the retention of the catamenia, il. 377 ; 
treatment by operation, ii. 377; after- 
treatment, il. 378; operation for closure 
of the os uteri from scirrhous degenera- 
tion, ii. 378; the operation when the os 
uteri is completely closed, or cannot be 
felt, ii. 378. 

Coxr’s, Mr., mode of amputating at the hip- 
joint by the circular cut, ii. 934. 

Cotzes, Mr., on the ingrowing of the nail, 
i. 199; on the disease of the nail liable to 
be mistaken for gout, i. 199; condemns 
Cooper’s operation for ingrowing of the 
nail, i. 201; operation for the treatment 
of that disease, i. 201; on onychia ma- 
ligna, i. 202; plan of treatment, i. 203 ; 
doubts whether a syphilitic infant can 
infect its nurse, unless she have ulceration 
of the nipple, i. 673; case of ligature of 
the subclavian above the clavicle, 11. 243 ; 
on the seat of stricture in the rectum, ii. 
336, 

CotompBat’s, M., mode of reduction of dis- 
located femur, i. 800; hysterotome, ii. 
822. 

CotomsBer’s, M., experiments respecting sta- 
phyloraphy on the dead body, i. 603. 

Come’s, Frire, operation with the lithotome 
caché, ii. 595. 

CoMPRESSION ; PRESSURE ON THE Bratn, i. 
404; causes, i. 404, 405; symptoms, i. 
404 ; Guthrie on stertor an uncertain sign 
of compression, i. 404; Guthrie on a pe 
culiar whiff or puff from the corner of the 
mouth a sign of compression, i, 404; prog- 
nosis, i. 405; treatment, i. 405; South on 
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mercury in compression, i. 405; removal 
of extravasated blood either by absorp- 
tion or trepanning, i. 405; signs indica- 
tive of the propriety of trepanning, i. 405; 
removal of the extravasation after the 
performance of the operation, i. 406; 
South on the removal of the extravasated 
blood after the operation, i. 406; South, 
Pott and Brodie on puncturing the dura 
mater, when the extravasation lies beneath 
it, i. 406; Pott on the extravasation be- 
tween the meninges, or on the surface of 
the brain, i. 406; Chevalier and Ogle’s 
cases, i. 407; Hunter, Astley Cooper, 
Abernethy and Lawrence on puncturing 
the dura mater to evacuate the effused 
blood, i. 407 ; South on the operation of 
trepanning to remove effused blood, i. 
408. 

ONCUSSION OF THE Bratn, i. 408; symp- 
toms, i. 408; Astley Cooper and South 
on the state of the pulse in concussion, i. 
409; Astley Cooper and Larrey’s cases of 
loss of memory, &c., after concussion, i. 
409 ; Hennen on the loss of certain faculties 
from concussion, i. 409; Astley Cooper 
on the condition of the alimentary canal 
and bladder during concussion, i. 409 ; 
the diagnosis of concussion from compres- 
sion, i. 409; concussion and compression 
may occur together, i. 410; difficult to 
distinguish between drunkenness and con- 
cussion or compression, i. 410; in drunk- 
ards delirium tremens may succeed con- 


cussion, i. 410 ; inflammation of the brain 
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may be connected with concussion, i. 
410; primary and consecutive changes in 
the brain from concussion, i. 410; Dupuy- 
tren distinguishes between commotion 
and contusion of the brain, i. 410; Wal- 
ther and Astley Cooper on the’ symp- 
toms of laceration of the brain, i, 410; 
Astley Cooper on the condition of the 
brain in moderate concussion, i. 410; 
causes of concussion, i. 411; Astley 
Cooper on the causes of concussion, 1. 
411; Schmucker’s case of concussion, i. 
411; prognosis, i. 411; treatment, i. 411; 
South on the treatment of concussion, i. 
411; Astley Cooper’s case of enormous 
blood-letting in concussion, i. 412; after- 
treatment, 1. 412. 

00K’s, Dr., case of fistulous opening in the 
stomach, i. 477. 


Cooper, Sir AsTLey, on the effects of frost- 


bite, i. 127; observations on the effects of 
too suddenly warming a frozen or be- 
numbed limb, i. 129; on the danger of 
carbuncle on the head and neck, i. 137; 
on incisions in carbuncle, i. 138; did 
not consider any benefit was derivable 


~~ from the excision of the relaxed uvula, i. 


147; on chronic abscess of the breast, rf 
153; on the treatment of fissured nipples, 
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i. 154; on the period when gonorrhea 
first shews itself after infection, i. 156; 
on the primary symptoms of gonorrhea, 
1.156; on the actual seat of the discharge, 
i. 156; onthe post-mortem appearances in 
gonorrhoea, i. 157; on the occurrence of 
hemorrhage in severe gonorrheea, i. 157; 
on the influence of constitutional causes 
on gonorrhoea, i. 159; on the sympathetic 
bubo of gonorrhcea, i. 167; on the treat- 
ment of gonorrhea, i. 170; observes that 
gonorrhea is difficult to cure in strumous 
subjects, 1.170; on the remedies for chor- 
dee, i. 170; on gleet and its infectious 
nature, 1.173; on the distinction between 
gonorrhea or gleet, and abscess of the 
lacune, i. 173; on the treatment of gleet, 
1.173; on the use of cubebs in gonor- 
rheea, 1. 175; on syphilitic swelling of the 
testicles, i. 178; mentions enlargement of 
the prostate in old age, inflammation of 
the neck of the bladder, a stone passing 
through the ureter, or pressing on the 
commencement of the urethra from the 
bladder, as causes of swelled testicle, i. 
178; on the symptoms and progress of 
orchitis, 1. 179 ; on adhesion and thicken- 
ing of the tunica vaginalis, i. 179; on sup- 
puration of the testicle, i. 180; on wasting 
of the testicles, as caused by inflammation, 
i. 180; on the more frequent seat of the 
disease in the globus major, i. 180; on the 
symptoms of psoas abscess, i. 185; on the 
origin of psoas and lumbar abscess in in- 
flammation of the spine and inter-vertebral 
substance, i. 186; remarks that lumbar 
abscess must be allowed to take its course, 
i. 188; this opinion controverted by South, 
i. 188; recommends Abernethy’s plan 
of treatment, 1. 190; on the treatment 
of the sinuous cavities resulting from 
lumbar abscess by injections, i. 191; says 
the application of a blister “will often 
bring away the nail in cases of its ingrow- 
ing, 1. 200; this opinion contravened by 
South, i. 200; operation for the removal 
of the diseased portion of nail, i. 200; 
condemned by Colles and South, i. 201; 
on the removal of the nail with its secre- 
ting surface in onychia maligna, i. 203; 
on gonorrheeal rheumatism and ophthal- 
mia, i. 217; case of gonorrheal rheuma- 
tism and ophthalmia, 1.217; on the second 
stage of hip-disease, i. 252; on the burst- 
ing of abscesses of the hip-joint, i. 253; on 
the lengthening of the limb from effusion 
into the joint, i. 258; on morbus cox 
senilis, i. 262; on the manner in which 
vertebral caries is cured by anchylosis, i. 
283; on vertebral caries in the neck, i. 
284; on the union of wounds, i. 289 ; on 
adhesive inflammation, i. 290; on the cat- 
gut ligature, i. 307; case of accidental 
torsion, i. 311; on the application of a 
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ligature above.a viper’s bite, i. 354; on 
- fracture of the frontal sinuses, i. 392; on 
apparent fracture and depression of the 
skull, i. 392; on the treatment of simple 
fracture with depression without the tre- 
phine, 1.392; on the necessity for raising or 
removing the depressed bone in compound 
fracture, 1.394; case of lodgment of a ball 
in the frontal sinuses, i. 395; case of fatal 
perforation of the orbitar plate of the 
frontal bone, i. 396; on the removal of 
foreign bodies in injuries of the brain, i. 
398; on puncturing the brain in wounds 
of the dura mater, i. 399; case of chronic 
inflammation of the dura mater, i. 400; on 
puncturing the dura mater to evacuate 
effused blood, i. 407; on the state of the 
pulse in concussion, i. 409; cases of loss of 
memory, &c., after concussion, i. 409; on 
the condition of the alimentary canal and 
bladder during concussion, i. 409; ov the 
symptoms of laceration of the brain, i. 410 ; 
on the condition of the brain in moderate 
concussion, i. 410; on the causes of con- 


cussion, i. 411; case of enormous blood- 


letting in concussion i. 412; only employs 
_ trepanning in injuries of the head when 
secondary symptoms of irritation and 
pressure require it, i. 412; case of sus- 
pended intellect, the consequence of an 
injury to the head, cured by the application 
of the trephine i. 418; on wounds of the 
throat, 1. 431; case of fistulous opening 
in the thyroid cartilage, i. 434; objection 
to the use of the cwsophagus-tube, 1, 435 ; 
on the signs of wounded lung, i. 440; 
case of wound of the intercostal muscles 
by an iron spindle, i. 443 ; on the danger 
attending wounds of the lungs, i. 450 ; on 
emphysema, i. 451; on the treatment of 
traumatic pneumonia, i. 453; case of 
wound of the pericardium, 1. 456; mode 
of practice in small wounds of the intes- 
tines, 1. 469; on stabs of the liver, i. 478 ; 
case of wound of the spleen, i. 479; cases 
of separation of the spleen from its attach- 
ments, i, 480; on wounds of joints, and 
their results, 1.489; treatment of wounded 
joints by a fine suture, i. 490; on the 
effect of compound fractures on the con- 
stitution, and the reduction of a compound 
to a simple fracture, i. 510; on dressing 
the wound in compound fracture, i. 514 ; on 
_ the union of compound fractures, i. 515; 
on the question of immediate amputation, 
i. 518; considers simple dislocation of the 
spine to be of very rare occurrence, i. 534; 
says fracture with displacement above 
the fourth cervical vertebra is immediately 
fatal, i. 536; on softening of the spinal 
cord after a severe blow, i. 537; on the 
operation for trepanning the spine, i. 538, 
540; on fracture of the anatomical neck 
of the humerus, 1. 553; on fracture of the 


surgical neck, i.°554; on the union: of 
fracture of the condyles of the humerus, 
i. 557; apparatus for fractured clavicle, i. 
560; first describes fracture of the coro- 
noid process of the ulna, i. 561; on its 
union by ligament, i. 562; on the distinc- 
tion between fracture of the neck of the 
femur within and without the capsular 
ligament, i. 564; on the in-locking of the 
broken ends of the bone, i. 564; on inver- 
sion of the foot, i. 565; on interstitial 
absorption in the neck of the femur, i. 


566; admits bony union in fractures 


external to, but not in fractures internal 
to, the capsular ligament, i. 566; on the 
treatment of fractures of the neck of the 
femur, i. 570; bandage for the treatment 
of oblique fracture through the trochanter 
major, i. 572; on the bent position in frac- 
ture of the femur, i. 574 ; apparatus for 
fracture of the patella, i. 579; on the 
causes of the non-union of fractured bones, 
i. 588; on salivary calculi, i. 715; case of 
artificial anus in the jejunum terminating 
fatally, i. 718; case of fistula in ano, 1. 
727; on the impropriety of operating for 
fistula in phthisical subjects, i. 728; on 
dressing the wound after the operation, 
i. 731; on the treatment of callous urinary 
fistula, i. 740; on the suture of urethral 
fistula, i. 741; on urethroplasty, i. 742; 
operation for recto-urethral fistula, 1. 748 ; 
cases of dislocation from a lax condition 
of the ligamentous capsules of the joints, 
i. 764; on laxity of the ligaments of the 
lower jaw, i. 772; on dislocation of the 
costal cartilages, i. 777; on the symptoms 
of dislocation of the sternal end of the 
clavicle backwards, i. 778; on a partial, 
dislocation of the humerus, i. 781; case 
of reduction of an old dislucation of the 
elbow, i. 790; mode of reduction in dis- 
locations of the elbow, i. 790; on dislo- 
cation of the upper end of the radius 
forwards, i. 791; on the difficulty attend- 
ing the reduction of this dislocation, i. 
792; on the cause of the difficulty experi- 
enced in reducing the dislocation of the 
thumb from the metacarpal bone, i. 794 ; 
on the relative frequency of dislocations 
of the femur, i. 795; on the reduction of 
dislocation of the femur downwards, i. 
801; on dislocation of the semilunar car- 
tilages, i. 806; cases of dislocation of the 
great cuneiform bone, i. 813; case of 
dislocation of the toes, i. 814; on the 
double hernial sac, ii. 4; on the nature of 
strangulation, ii. 11; on the complication 
of strangulated hernia by the presence of 
an irreducible rupture, ii. 13; case in 
which the entire hernial sac was ineffec- 
tually removed, ii. 29; objections to liga- 
ture of the sac, ii. 29; case of sloughing 
of the omentum, li. 41; on the operation 
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of dilating the abdominal ring, the hernial 
sac not being opened, ii. 43; reasons for 
recommending the operation of dividing 
the stricture without opening the sac, in 
large and old ruptures, ii. 43; case of 
sloughing of the intestine after it had been 
returned into the abdomen, ii. 49; case of 
tetanus after the operation for strangu- 
lated hernia, ii. 51; on encysted hernia of 
the tunica vaginalis, ii. 59; on the seat of 
femoral rupture, ii. 70 ; on the presence of 
other tumours in the femoral region, liable 
to be mistaken for femoral rupture, ii. 70; 
on the varieties of femoral rupture, ii. 75; 
case of umbilical rupture, in which the 
sac was either absorbed, or burst, ii. 80; 
on the occasional enormous size of umbi- 
lical rupture in women, ii. 80; on the 
danger of sloughing of the integuments in 
strangulated umbilical rupture, ii. 82; on 
suppuration of the omentum in strangu- 
lated umbilical rupture, ii. 82; case of 
_ Successful operation for strangulated um- 
bilical rupture during pregnancy, ii. 82; 
opposed to the radical cure of reducible 
umbilical rupture by ligature, ii. 83; on 
the operation for strangulated ischiatic 
rupture, 11.87; on the operation for stran- 
gulated thyroid rupture, ii. 89 ; on puden- 
dal hernia, ii. 91; case of phrenic rupture, 
depending on malformation of the dia- 
phragm, ii. 92; on internal strangulation, 
li. 94; case of aneurism mistaken for 
abscess, ii. 202; on the age at which aneu- 
‘rism occurs, ii. 203; on the relative fre- 
quency of aneurism in the sexes, ii. 203; 
cases of several aneurisms in the same 
person, ii. 204; on the effects produced by 
the ligature on the arterial coats, ii. 219; 
case in which Brasdor’s operation was 
performed, ii. 230; case of ligature of the 
common carotid, ii. 233; on the impedi- 
ment to ligature of the common carotid 
offered by the internal jugular vein, ii. 
235; on the post-mortem appearances in 
a case in which he had tied the common 
carotid 13 years previously, ii. 236; case 
of aneurism of the posterior aural, ii. 240; 
case of ligature of the subclavian above 
the clavicle, ii. 243; on spontaneous 
aneurism of the brachial, ii. 251; on 
ligature of the arteries of the fore-arm, ii. 
251; case of ligature of the aorta, ii. 254; 
ease of ligature of the external iliac in 
the groin, 11. 259; on ligature of the ex- 
ternal iliac, ii. 261; on the post-mortem 
appearances after ligature of the external 
iliac, ii. 262; case of aneurism of the 
anterior tibial, ii. 265; on the treatment 
of aneurism of the anterior tibial low 
down in the leg, by opening the sac, and 
tying the artery above and below, ii. 265; 
on the post-mortem appearances after 
ligature of the femoral, ii. 267; on the 


treatment of aneurismal varix, ii. pre 
on the causes of varicocele, ii. 296; ope- 
ration for varicocele, ii. 297; on the ex- 
cision of piles, ii. 304; case of stricture 
of the cesophagus ulcerating externally, 
li. 321; case of stricture of the cesophagus 
in which a false passage was made 
through into the anterior mediastinum, 
li. 323; case of stricture of the rectum, il. 
334; on the passing a bougie in stricture 
of the urethra, ii. 359; on the use of 
metallic bougies, ii. 359; on hemorrhage 
from the urethra after passing the bougie, 
il, 365; on the practice to be adopted 
when a laceration of the urethra by 
bougie is suspected, ii. 365; on the use of 
the armed bougie, ii. 371; case of a ball 
lodged in the frontal sinus, ii. 380; case 
of fish-bone at the glottis, ii. 384; on 
chronic enlargement of the prostate, ii. 
422; on the symptoms and post-mortem 
appearances of chronic enlargement of 
the prostate, ii. 423; on the characters of 
enlarged prostate, ii. 425; on the treat- 
ment of enlarged prostate, ii. 424; on the 
treatment of retention of urine from en- 
larged prostate, and on catheterism’ in 
such cases, ii. 425: case of hematocele, 
li. 456; case of hematocele of 17 years 
duration, ii. 456; on puncturing in spina 
bifida, ii. 468; on tapping in the linea 
alba, ii. 483; case of spontaneous rupture 
of the ovarian cyst, ii. 491; case of ova- 
rian dropsy in which the fluid was dis- 
charged by ulceration of the navel, ii. 
492; case of hour-glass hydrocele, ii. 497 ; 
on the situation of the testicle in hydro- 
cele, ii. 498; on the characters of the 
serum in hydrocele, ii. 498; on the spon- 
taneous cure of hydrocele, ii. 499; on the 
radical cure of hydrocele by exercise 
after tapping, ii. 501; on the cause of the 
failure of injection to cure the disease, ii. 
504; cases of foreign bodies the nuclei 
of stones, ii. 524; case of renal calculus, 
i. 541; case of renal calculus communi- 
cating with abscess in the loins, ii. 542; 
case of suppuration of the kidney from 
impaction of calculus in the ureter, ii. 
544; on the treatment of calculi in the 
ureters, li. 544 ; case of large calculus, ii, 
546 ; case of a great number of calculi in 
the bladder, ii. 547; on-the dilatation of 
the female urethra, ii. 556; case of an 
old man operated on for stone, ii. 569; on 
the section of the prostate, ii. 590; on 
opening the membranous part of the 
urethra, ii. 592: on the symptoms of 
stone in women, ii. 617: case of ulcera- 
tion of the bladder and vagina by the 
pressure of a large stone, ii. 617; on the 
incontinence of urine consequent on litho- 
tomy in women, ii. 621; case of prostatic 
stone, ii, 634; case, in which lithectasy 
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was performed, ii. 643; case of enlarge- 
ment of the nymphe, ii. 665; case of 
human horns, ii. 670; case of very large 
fatty tumour, ii. 691; opinion that fatty 
tumours sometimes take on a malignant 
degeneration, ii. 693; on cellular hydatids 
of the breast, 11. 696; on sebaceous tumours, 
11. 697, 698; on the cause of sebaceous tu- 
mours, il. 698; case of cellular mem- 
branous tumour, ii. 711; on medullary 
fungus of bone, ii. 718 ; case of tumour in 
the popliteal nerve, 11. 765; on tumours 
on nerves in stumps, ii. 765; on fungous 
degeneration of the nipple of the breast, 
ii. 786; on the development of the nipple 
in the foetus, and its subsequent changes, 
ii. 786; on hydatid swellings of the 
breast, ii. 791; on the symptoms and 
treatment of cellulous hydatids of the 
breast, li. 791; on polypoid hydatids of 
the breast, ii. 792; on globular hydatids 
of the breast, ii. 792; on the question as to 
the propriety of removing a scirrhous 
breast, 11. 796; on the nature of the cysts 
in cystic swelling of the testicle, il. 809 ; 
on the retraction of the cord during the 
extirpation of the testicle, ii. 812; cases 
of chimney-sweep’s cancer in the cheek, 
ii. 816 ; case of excision of a portion of the 
radial nerve, ii. 887; mode of amputating 
at the shoulder-joint with a single flap, 
ii. 956 ; case of amputation at the shoulder- 
joint, ii. 961; mode of extirpating the 
metacarpal bones of the middle and ring 
fingers, 1i. 965; case of excision of part 
of the hand, ii. 965; opinion in favour of 
immediate amputation in severe injuries of 
the lower extremities, the constitution then 
having only one shock to sustain, 11. 967 ; 
case of excision of the lower jaw, ii. 988. 

Coorer’s, Mr. BRANsBy, case of reduction 
of an old dislocation of the elbow, i. 790; 
on dislocation of the upper end of the 
radius forwards, i. 791; on the double 
hernial sac, ii. 4; case of reduction en 
masse, ii. 17; case in which Gerdy’s 
operation for the radical cure of rupture 
was performed, ii. 25; case of simple 
serous cysts of the neck, ii. 695; case of 
entrance of air into a vein, ii. 856. 

Coorrr’s, Mr. SAMUEL, case of orchitis 
simulating strangulated rupture, i. 180; 
mentions Mr. Ramsden’s case of lumbar 
abcess, 1. 187; on the substance which 
fills up the acetabulum in secondary dis- 
location in hip disease, i. 259; on secon- 
dary hemorrhage in gun-shot wounds, i. 
341; case of chronic tetanus of five weeks’ 
duration, 1.378; on the causes of tetanus, 
i. 379; cases of prolapsed womb in vir- 
gins, ii. 107; on the effects of compression 
in aneurism, ii. 214. 

Coorer’s, Mr. Wi.u1am, case of radial 
aneurism, il. 251. 
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CoprELAND’s, Mr., objection to stuffing the 
rectum in cases of hemorrhage after the 
operation for rectal fistula, i. 731; opera- 
tion for recto-vaginal fistula by the divi- 
sion of the sphincter ani, 1. 761 ; on pro- 
lapse of the internal membrane of the 
rectum, ii. 130; on the diagnosis between 
prolapsed rectum and hemorrhoids, and 
intus-susception, ii. 131; operation for 
prolapse of the rectum, ii. 135; on the 
removal of internal piles by ligature, ii. 
302; on the application of the ligature, 
ii. 303; on the incision of the stricture in 
stricture of the rectum, ii. 340; case of 
very large fatty tumour, ii. 691. 

CopLanD, Dr., on the asthenic boil, i. 133; 
on anthrax, i. 136; diagnostic sign for 
vertebral caries, i, 281; on puncturing 
the brain in chronic hydrocephalus, ii. 
467; on the age at which bronchocele 
most usually occurs, il. 655. 

Coracoid process, fracture of, i. 549. 

Corns, il. 668. 

Cornvau’s, M., mode of amputating at the 
hip-joint, ii. 940; at the knee with the cir- 
cular cut, ii. 944 ; at the shoulder-joint with 
the circular cut, ii. 958; mode of operating 
in exarticulation of the fore-arm at the 
elbow, ii. 962. 

Cortez, M., on the treatment of hemor- 

' rhage consecutive on the extraction of a 
tooth, i. 709. 

Corron’s, Dr., case of injurious effects pro- 
duced by inhalation of ether, 11. 1008. 

Counson’s, Mr., case of hysterical affection 
of the joints, i. 250; on the symptoms of 
this disorder, i. 250; explanation of the 
pain on the inside of the knee in hip 
disease, i. 252; on the bursting of ab- 
scesses of the hip-joint, i. 253; on disloca- 
tion into the foramen ovale in hip disease, 
i, 259; on the diagnosis between hip 
disease in the third stage, and psoas ab- 
scess, i. 260; on salt water bathing in 
hip disease, i. 263; case of closure of the 
rectum from the presence of a foreign 
body, ii. 393. 

CoxALGIA, INFLAMMATION OF THE HIP- 
JOINT, i. 250; the three stages of the 
disease, i. 250; symptoms of acute in- 
flammation of the hip-joint, i. 251; Key 
on the greater frequency of chronic than 
of acute inflammation of the hip-joint, i. 
251; symptoms when suppuration takes 
place, i. 251; symptoms of the first stage 
of chronic inflammation of the hip-joint, 
i, 251; Brodie on ulceration of the carti- 
lage, the primary affection in diseased 
hip, i. 252, 261; Key’s opinion that the 
ulceration of the cartilages is preceded by 
inflammation of the ligamentum teres, 1. 
252, 261; South on the pain on the inside 
of the knee in hip disease, 1. 252; Bell and 
Coulson’s explanation of that symptom, 
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i. 252; symiptoms of the second stage of 
chronic inflammation of the hip-joint, i. 
252; Astley Cooper on the second stage 
of hip disease, i. 252; Key on the symptoms 
which indicate the special part of the 
joint affected, i. 253; symptoms of the 
third stage, i. 253; Fricke’s method of 
examining the length of the limb during 
the progress of the disease, i. 253; Astley 
Cooper and Coulson on the bursting of 
abscesses of the hip-joint, i. 253; Dr. 
Mackenzie and Scott’s cases of abscesses 
of the hip-joint, i. 254; Brodie on the 
difference between hip disease from ulcera- 
tion of the cartilage, and that from scro- 
fulous deposit in the cancellous structures 
of the bones, i. 254; shortening and 
lengthening of the diseased limb, i. 255; 
Hunter on these symptoms, i. 255; Cline 
and Lawrence on these symptoms, i. 256 : 
the shortening only apparent, i.256; Rust 
and Fricke’s explanation incorrect, i. 256 ; 
South on the shortening of the limb, i. 
256; the lengthening of the limb may be 
either seeming or real, i. 256; explanation 
of the lengthening of the limb by Petit, 
Camper, Valsalva, Monro, Van der Haar, 
de Haen, Vermandois, Schwenke, Callisen, 
' Plenck, Portal, Ficker, Duverney, Clos- 
sius, Boyer, Falconer, Rust, Langenbeck, 
Richter, Schreger, Larrey, Chelius, Fricke, 
Brodie, and Crowther, i. 257; Weber’s 
experiments show that the head of the 
thigh-bone is retained in the socket by 
atmospheric pressure, i. 257; these expe- 
riments of great importance in reference 
to diseases of the hip-joint, i. 257; South’s 
explanation of the lengthening of the limb, 
i. 257; Astley Cooper on the lengthening 
of the limb from effusion into the joint, 
i, 258; Lawrence on the lengthening of 
the limb, i. 258; dislocation of the head 
of the thigh-bone, i. 258; Nester, Van der 
Haar, Berdot, Schreger, and Textor on 
the dislocation of the head of the thigh- 
bone downwards and inwards, i. 258; 
Hoffman’s case of separation of the head of 
the femur, and its removal by the surgeon, 
i. 258; South on the appearances after 
death in hip disease, i. 258; Earle on dis- 
location into the ischiatic notch, i. 258; 
Boyer, Brodie, and Coulson on dislocation 
into the foramen ovale, i. 259; Ducros 
jun. on dislocation forwards on the share- 
bone, i. 259; the formation of a new 
socket, i. 259; Samuel Cooper on the sub- 
stance which fills up the acetabulum, i. 
259; diagnosis of coxalgia from conge- 
nital luxation of the thigh, shortening of 
the extremity from recession and twisting 
of the hip-bone, nervous sciatica, and 
malum coxe senile, i, 259; coxalgia can- 
not well be confounded with phlegmasia 
alba dolens, psoas abscess, or primitive dis- 


location of the thigh, i. 260; may be con- 
founded with fracture of the neck of the 
thigh-bone under certain circumstances, 
1, 260; Bell on the pain in hip disease, i. 
260; South on the sympathetic pain in 
the hip from disordered bowels, i. 260 ; 
South, Smith, Wernherr, Astley Cooper, 
and Charles Bell on the morbus cox 
senilis, i. 260; Coulson on the diagnosis 
between hip disease in the third stage, 
and psoas abscess, i. 261; post-mortem 
appearances, i. 261; post-mortem appear- 
ances in William Adams’ case, i. 262 : 
etiology of hip-joint disease, i. 262; Fricke 
on the distinction between coxalgy and 
coxarthrocacy, i. 262; prognosis always 
unfavourable, i. 262; treatment, i. 262; 
in the first stage of acute coxalgia, i. 262 ; 
treatment of chronic coxalgia, i. 263; 
Nicolai and Klein recommend the use of 
the apparatus for fractured neck of the 
femur, i. 263; Physick on the treatment 
of coxalgia, i. 263; Scott’s plan of treat- 
ment, 1. 263; Lawrence’s observations on 
the plan of treatment advocated by Scott, 
i. 264; has been employed by Fricke with 
advantage, i. 264; treatment of the second 
stage, i. 265; application of the actual 
cautery, 1. 265; Rust objects to the use 
of issues, i. 265; approved of by South, 
i. 265; the actual cautery or burning 
cylinders preferable in all cases where 
the limb is much lengthened, the muscles 
relaxed, and where there is great swelling 
from collection of fluid, i. 265; Volpi has 
not found benefit from the actual cautery, 
when the first symptoms of disease oc- 
curred in the knee, and not at the hip- 
joint, i. 265; Brodie on the influence of 
the primary irritation of the issue, and 
on the maintaining it by repeated appli- 
cations of caustic potash or sulphate of 
copper, i. 265; approved of by South, i. 
266; Duval’s local steam-bathing appa- 
ratus, 1. 266; Brodie on the use of a seton 
in the groin, i. 266; results of the treat- 
ment, and management of convalescence, 
i. 266; Rust and Brodie on warm bathing, 
i. 267; Fritz, Rust, and Jaeger on the 
mercurial treatment, i. 267; Brodie on 
the importance of rest and position, i. 267 ; 
general treatment in the first two stages 
of coxalgy, 1.267; Jaeger, Rust, Dieffen- 
bach, and Frank on the general treatment 
of coxalgy, i. 267; Fricke’s plan, i. 267 ; 
treatment of the consecutive dislocation, 
i. 268; reduction of the dislocation fre- 
quently not successful, i. 268; views of 
Petit, Callisen, and Jaeger on the reduction 
of consecutive dislocation, i. 268; cases 
by Berdot, Hagen, Ficker, Thilenius, 
Mozilewsky, Schneider, B. Heine, F. 
Humbert, M. N. Jacquier, Textor. Volpi, 
Schreger, von Winter, Harless, Fricke, 
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and J. Heine, i. 268; treatment of sup- 
puration, i. 269; the abscesses to be freely 
opened, i. 269; Ford, Wend, Van der 
Haar, Rust, Brodie, and Jaeger on the 
treatment of these abscesses, i. 269; 
Sabatier and Ficker advise their being 
opened with caustic, i. 269; Larrey, with 
the red-hot trocar, i. 269; Rust, with the 
actual cautery, i 269; Rust advises pass- 
ing a seton through the joint, 1. 269; 
Brodie and Jaeger recommend free inci- 
sions in opening these abscesses, i. 269 ; 
Brodie and South on the management of 
abscesses at the hip, i. 269; subsequent 
treatment, i. 269; resection of the carious 
head of the thigh-bone, i. 269; excision 
of the head of the femur recommended by 
Jaeger, Kirkland, Richter, and Verman- 
dois, i. 270; performed by White and 
Hewson, i. 270; Kerr and Baffos exarti- 
culated the thigh-bone, i. 270; Charles 
Bell's proposition, i. 270; Barry’s case of 
accidental reduction of the dislocation, 
1270. 

Coxe, Mr., on the treatment of vesico- 
vaginal fistula, by drawing off the urine, 
and by compression, i. 752. 

Coz, M., on twisting round of the patella, 
i. 805. 

Cramer’s, M., treatment of fistulous pas- 
sages, i. 93. 

CramprTon’s, Sir PHILIP, experiments on 
the ligature of arteries, i. 303 ; on com- 
pression in the treatment of aneurism, ii. 
2133; case of aneurism in which the tem- 
porary ligature was employed, ii. 222; 
operation for ligature of the common 
iliac, ii. 256; on the application of leeches 
to mucous surfaces, ii. 865; on the exci- 
sion of joints, ii. 970; recommends the 
non-division of the ulnar nerve in exci- 
sion of the elbow-joint, ii. 975; case of 
excision of the elbow-joint, 11. 976. 

-Crisp’s, Mr., case of a piece of broken 
catheter in the bladder, ii. 417; case of 
fracture of a renal calculus by sudden 
exertions, li. 542. 

Crorx, M. La, p’ORLEANS’, case of amputa- 
tion at the hip-joint, 11. 933. 

CrosErio’s, M., modification of the operation 
for salivary fistula, i. 714. 

Crossr, Mr., on the characters of the re- 
spective varieties of inversion of the 
womb, ii. 116; on the successive steps of 
the inverting process, ii. 116; on the con- 
cavity formed in all cases of inversion, ti. 
117; on polypus of the fundus uteri as 
a cause of inversion, ii. 117; on the pre- 
sence of coagulated blood, hydatids, and 
moles in the womb, as causes of inversion, 
ii. 118; on the spontaneous breaking up 
of calculi in the bladder, ii. 548. 

CrowTHER, Mr., on tapping lumbar or psoas 
abscess with a trocar, i. 189; on the 
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lengthening of the limb in hip disease, 
1257 

Cruverturer, M., on phlebitis, i. 77; dis- 
tinctly of opinion that cartilages are de- 
void of vascularity, i. 227; case of bony 
anchylosis of the right condyle of the 
lower jaw, i. 247; apparatus for fractured 
clavicle, i. 551; on the production of 
callus, 1. 567; on the causes of conge- 
nital dislocation, 1. 769; on the contents 
of the sac formed by the prolapsed vagina, 
ii. 105; on incontinence of urine in pro- 
lapse of the womb, ii. 106 ; on the altered 
form and direction of the os uteri in pro- 
lapse of that organ, ii. 106 ; on the elon- 
gation of the womb in prolapse, ii. 106 ; 
on the formation of calculi in the dis- 
placed bladder consequent on prolapsus 
uteri, ii. 106; on displacement of the 
rectum consecutive to prolapse, il. 107; 
ou excision of the prolapsed scirrhous 
womb, ii. 115; on the causes of club-foot, 
ii. 176; case of opening of the rectum 
under the glans penis, ii. 328 ; on encysted 
swellings, li. 458. 

Curiivier, M., on the solution of the chlo- 
ride of lime in the treatment of foul, gan- 
grenous, or torpid ulcers, i. 616. 

Cutten, Dr., on the proximate cause of in- 
flammation, 1. 27. 

CuLien, Mr. PETER, on the treatment of 
hemorrhage consecutive on the extraction 
of a tooth, 1. 709. 

Cummine’s, Dr., description of cancrum 
oriss4.62. 

Cuminea’s, Mr., case of resection of the 
clavicle, 11. 1003. 

CunnincHam’s, Dr., case of compound frac- 
ture of the skull, and lodgment of the 
breech of a pistol within the cranium, 
i. 395. 

Cupping, ii. 867. 

Curtine, Mr., on the effects of the scorpion 
sting, i. 351: on the proximate cause of 
tetanus, i. 378; on hematocele of the 
spermatic cord, ii. 457. 

CuRVATURES :—definition, ii. 148 5; causes, 
ii. 148; condition of the muscles in curva- 
tures, ii. 149 ; Guérin onthe condition of 
the muscles in curvatures, 11.150; disease 
of the bones as causes of curvature, ii. 
150; prognosis, ii. 150; treatment, ii. 150; 
subcutaneous division of the muscles, or 
their tendons or aponeuroses, when the 
muscles are contracted and changed in 
their tissue, ii, 151; wry neck, ii. 152; 
definition and causes, ii. 152; Stromeyer 
and Dieffenbach on the causes of wry 
neck, ii. 153: Syme’s case, ii. 153; Bro- 
die’s ease of wry neck alternating with 
insanity, ii. 153; Syme on the distorted 
position of the head caused by caries be- 
tween the occiput and atlas, as liable to 
be mistaken for wry neck from muscular 


ANALYTICAL INDEX, Iv’ 


contraction, ii. 153; prognosis, ii: 154; 
- treatment, ii. 154; Jorg’s apparatus for 
keeping the head straight, ii. 154; divi- 
sion of the sterno-cleido-mastoideus, ii. 
154; its subcutaneous section, ii. 155; 
mode of performing the operation, ii. 155 ; 
section of other muscles sometimes requi- 
site, ii. 155; after-treatment, ii. LSS 5 
Stromeyer on the after-treatment, ii. 156 ; 
spasm .of the sterno-cleido-mastoideus a 
cause of wry neck, ii. 156; Gooch’s case 
of spasm of the platysma myoides cured 
by operation, ii. 156 ; treatment of wry 
neck caused by large scars, ii. 156; their 
_ entire extirpation requisite, ii. 156; wry 
neck from curvature of the cervical ver- 
_ tebree, unaccompanied by anchylosis, ii, 
157 ; curvatures of the spine, ii. 157; di- 
rections of spinal curvatures, ii. 158 ; 
Meckel, Jérg, and Choulart on the influ- 
ence of spinal curvature on the transverse 
_ diameter of the pelvis, ii. 158 ;' inclination 
_ of the spinal column to one side, ii. 158 ; 
high shoulder, ii. 159; South on the 
. causes of high shoulder, ii. 159; general 
symptoms attending lateral inclination of 
' the spine, ii. 159; posterior curvature of 
. the spine, cyphosis, ii. 159; symptoms, 
li. 160; inclination of the spine forwards, 
li. 160; occasional causes of spinal cur- 
- vature, ii, 160; Stromeyer on palsy of the 
_ Serratus magnus as a cause of scoliosis or 
lateral curvature, ii. 161; Gunther on 
the condition of the muscles in snake-like 
scoliosis, ii. 161; Link on the situation 
and direction of scoliosis, ii. 161; Syme 
on wry neck as a cause of lateral curva- 
ture, ii. 161; diagnosis, ii. 161; Delpech 
on the swelling of the fibrous inter-carti- 
lage as a cause of spinal curvature, ii. 
162; symptoms and progress, ii. 162; 
curvature of the spine from softening of 
the bones, ii. 163; prognosis ii. 163; 
- South condemns the practice of lifting by 
the head, ii. 164; treatment of spinal cur- 
vature, ii. 164; application of apparatus 
acting by pressure, 1i. 164; apparatus ope- 
rating by extension, ii. 165; apparatus 
- acting by extension and pressure, ii. 165; 
the latter only can act efficiently, ii. 167; 
use of gymnastics with the extending ap- 
paratus, ii. 167; effects of gymnastics, 
ll. 167; treatment when the cause of 
the curvature is an unequal contraction 
of the muscles, ii. 168; Guérin on the 
section of the contracted muscles, ii. 169 ; 
- Robert Hunter and Syme on the section 

of muscles in spinal curvature, ii. 169; 
. internal treatment in curvatures depend- 
ent on great muscular weakness, ii. 170; 
. treatment of high shoulder, ii. 170; of 
- curvature of the spine depending on soften- 
ing and thickening of the fibrous inter- 
. cartilage, ii. 170; on rickets, ii. 171; on 
. rheumatism, ii. 171; curvatures of the 


spine from contraction of one side of the 
chest, incurable, ii. 171; from shortening 
of one of the lower limbs, ii. 171 3 curva- 
tures of the limbs, ii. 171; nature and 
causes, il. 171; curvatures of the lower 
limbs, ii. 172; more frequent than those 
of the upper, ii. 172; curvatures of the hip, 
ii. 172; causes, ii, 172; treatment, ii. 172; 
Stromeyer’s case in which the section of 
the pectineus and sartorius was practised, 
ii. 172; curvatures of the knee, ii, 172 ; 
causes, 11.172 ; to be distinguished from the 
curvature of anchylosis, ii. 172; in-knee, 
li. 1733; characters, ii. 173; treatment, ii. 
173 ; curvature of the knee outwards, ii. 
173; of rare occurrence, ii. 173; curva- 
ture of the knee forwards, ii. 173; causes, 
li. 1733; treatment, ii. 173; section of the 
hamstring tendons, ii. 173; objections to 
the operation, ii. 174; performance of the 
operation, ii, 174; Fergusson on disloca- 
tion of the knee after the division of the 
hamstring tendons, requiring amputation, 
li. 174 ; Stanley’s case of contracted knees, 
cured by the subcutaneous section of the 
hamstring tendons, ii. 174; curvatures of 
the feet, i1. 174 ; varieties of curvature, ii. 
174; club-foot,ii.174; characters, i. 175 ; 
various degrees of club-foot, ii. 175; 
causes, li. 175 ; condition of the parts en- 
gaged in club-foot, ii. 176; Paré, Du- 
verney, Scarpa, Briichner, Naumberg, 
Wantzel, Delpech, Rudolphi, Camper, 
Glisson, Cruveilhier, Martin, Scoutetten, 
Duval, and Blasius on the causes of club- 
foot, ii. 176 ; Little on the diagnosis be- 
tween club-foot and the deformity of the 
tarsus caused by rickets ii. 176; South’s 
case of hysterical club-foot ii. 177 ; South’s 
cases of club-foot from palsy of the mus- 
cles of the leg, ii. 179 ; prognosis, ii. 179 ; 
treatment, il, 179; indications of treat- 
ment, ii. 179; South on the treatment of 
club-foot in early infancy, ii. 180 ; Scarpa’s 
machine for club-foot, 1i. 180; South on 
the application of Scarpa’s shoe, ii. 181 ; 
subcutaneous division of the tendons, ii. 
181; division of the tendo Achillis, ii. 
181 ; Thilenius, Michaelis, Sartorius, Del- 
pech, Stromeyer, Stoéss, Bouvier, Guérin, 
Scoutetten, Dieffenbach, and South on the 
section of the tendo Achillis, ii. 182 ; treat- 
ment of the foot after the division of the 
tendon, il. 182; application of the extend- 
ing power after the wound has healed, ii. 
182; South on the application of the ex- 
tending power, after the performance of the 
operation, and the healing of the wound, 
ii. 183 ; division of the plantar fascia. ii. 
183; of the tendons of tibialis anticus and 
extensor proprius pollicis, ii. 184; of the 
tibialis posticus, flexor pollicis longus, 
flexor pollicis brevis, and adductor pollicis, 
ii. 184; South on the division of the 
plantar fascia, ii. 184; South on the divi- 
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sion of the tendon of the tibialis posticus, 
and on the danger of wounding the poste- 
rior tibial artery during the operation, ii. 
184; after treatment, ii. 184; Blasius’ 
opinion against tenotomy in club-foot, il. 
185; splay-foot, ii. 185; characters, ii. 
185; inconveniences of splay-foot, 11. 185 ; 
distinguished from broad-foot, 11. 185; 
causes, ii. 186 ; Liston, Froriep, Rognetta, 
Thune, and Stromeyer on the causes of 
splay-foot, ii. 186; Thune on primitive 
and secondary valgus, ii. 186 ; treatment, 
ii. 187; Held on the division of the peronei 
muscles in splay-foot, ii. 187; South on 
the cause of mischief in splay-foot, 11. 187 ; 
horse-foot, ii. 188; characters, i. 188 ; 
causes, ii. 188; treatment, ii. 188; Jorg’s 
apparatus, ii. 189 ; South on ulceration of 
the calf as a cause of horse-foot, 11. 189; 
South’s case of horse-foot from palsy, i. 
189; South’s apparatus for horse-foot, 
ii. 189; hook-foot, ii. 189 ; characters, ii. 
189; treatment, ii. 190; Tyrrell’s case of 
hook-foot, arising from an accident, ii. 
190; curvature of the upper limbs, ii. 191 ; 
curvatures of the shoulder, ii. 191; of rare 
occurrence, ii. 191; symptoms and treat- 
ment, ii. 191; curvatures of the elbow, ii. 
191; except when depending on anchy- 
losis or inflammatory deposit in the soft 
parts about the joint, caused by contrac- 
tion of the biceps and brachialis anticus, 
ii. 191; treatment, ii.191; division of the 
tendon of the biceps, ii. 191; curvatures 
of the hand, ii. 191; causes and charac- 
ters, ii. 191; permanent bending of the hand, 
ii. 192; characters, ii. 192; Lode on two 
kinds of curvature of the hand, ii. 192; 
causes and treatment, 1. 192; permanent 
straightening of the hand, ii. 192; of rare 
occurrence, ii. 192; characters, 11. 192; 
permanent bending of the fingers, i, 192; 
causes, ii, 192; diagnosis, il. 192; curva- 
ture caused by contraction of the palmar 
fascia, ii. 192; characters, 11. 192; Goy- 
raud and Sanson on the retraction of the 
tendons, ii. 193; signs of the curvature 
when caused by contraction of the flexor 
muscles, ii. 193: by a cicatrix, 11, 193; 
by palsy, or section of the extensor ten- 
dons, ii.193; by anchylosis, ii. 193; divi- 
sion of the palmar fascia, 11. 193; treatment 
of curvature from a cicatrix, 11.194; curva- 
tures of bones and their treatment, ii. 194. 

Custancr’s, Mr., case of blacking-pot in the 
rectum, ii. 393. 

Cusacx’s, Mr., mode of operating in exci- 
sion of the lower jaw with the condyles, 
11. 990; on the non-necessity for tying the 
carotid artery, prior to excision of the 
lower jaw, il. 993; cases of exarticulation 
of the lower jaw il. 993. 

Cyphosis, ii. 158. 

Cystectasy, ii. 642. 

Cysticercus cellulosa, ii, 703. 
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Dauv’s, M., artery-compressor, 1. 299. 

Dariurrz, M., on strangulation of intestine 
in the concavity formed by the inverted 
womb, ii. 118. 

Daxuam, Mr., on the use of raw cotton in 
the treatment of burns, i. 114. 

Datrymp.r, Mr., on the treatment of 
branching aneurism, ii. 275; case of 
ossified encysted tumor of the eyelid, ii. 
699; on the nature and characters of 
tumors of the nose, il. 851. 

Davat’s, M., operation for varicocele, li. 
297. 

DavEnport’s, Mr., case of consecutive he- 
morrhage after the extraction of a tooth, 
i 709; 

Davin’s, M., case of excision of a joint, ii. 968. 

Davinson’s, Mr., successful operation for 
lacerated perineum, i. 611; case of arti- 
ficial retention of the feces for several 
days after the operation, 1. 612. 

Davie’s, Mr., operation for removing the 
dislocated sternal end of the clavicle, 1. 
779; case of excision of a joint, 11. 969. 

Davies, Dr., on the operation for empyema, 
il. 478. 

Deraprick’s, Dr., case of excision of part of 
the side of the lower jaw without the con- 
dyle, 11. 988. 

Drase, Mr., refers the principal cause of 
disease in injuries of the skull, not to in- 
flammation and suppuration of the dura 
mater, but to injury of the pia mater and 
brain, i. 385; on the cases in which the 
cranium is laid bare, contused, or its 
tables simply divided, i. 386; rules for 
the application of the trephine, i. 387; on 
puncturing the dura mater, when pus is 
not found between it and the bone, 1. 387; 
objection to the use of the trephine in 
simple fractures, i. 393; only employs the 
trepan when secondary symptoms of irri- 
tation and pressure require it, 1.412; case 
in which the temporary ligature was em- 
ployed, ii. 222. 

Deckers, Mr., on tapping lumbar or psoas 
abscess with a trocar, 1. 189. 

Detrecn’s, M., cases of malignant pustule, 
i. 65; commendation of cubebs in gonor- 
rhea, i. 174; has shewn that cubebs do 
not cause inflammation of the testicles, 
i. 175; treatment of gonorrhea, 1. 175; 
on the after-management of ligatures on 
arteries, i. 306; denies the possibility of 
simple dislocation of the spine, i. 534; 
apparatus for fractured clavicle, i. 551; on 
the in-locking of the broken ends of the 
bone in fracture of the neck of the femur, 
i. 564; on the rotation of the foot out- 
wards, i. 564; on inversion of the foot, i. 
565; on frictions with the ung. hydrarg. 
cin, in primary syphilis, i. 658; on the 
diseased condition of bones in syphilis 
not caries, but necrosis, i. 684 ; enterotome, 
and operation for artificial. anus, i. 723 ; 
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' on urethroplasty, i. 742; on the swelling of 
the fibrous inter-cartilage as a cause of 
spinal curvature, ii. 162; on the causes 
of club-foot, ii. 176; on the section of the 
tendo Achillis in club-foot, ii. 182; on 
ligature of the external iliac, ii. 261; on 
the ligature of the spermatic veins in 
varicocele, ii. 297; mode of extirpating 
piles, ii. 302; objections to gastrotomy or 

» entorotomy, ii. 390; case of sarcomatous 
enlargement of the scrotum, ii. 711; on 


extirpation of the womb, ii. 826; modifi- |- 


cation of the Indian method of rhinoplasty, 
11. 836; case of division of the ulnar nerve, 
ii, 887; case of division of the posterior 
tibial nerve, ii 887; mode of amputating 
at the hip-joint with the flap cut with a 
single flap, ii. 936. 

Demme's, M., apparatus for ligaturing com- 
plete rectal fistule, i. 733. 

Denan’s, M., practice in wounded intestine, 
i. 464. 

DeEnEvx’s, M., case of wound of the womb, 
i. 486. 

DeEsau.t, M., on the treatment of in-grow- 
ing of a nail, i. 199; artery-compressor, 
i. 299; only employs the trepan in injuries 
of the head when secondary symptoms of 
irritation and pressure require it, i. 412; 
on the stanching the bleeding from a 
wounded intercostal artery, i. 448; band- 
age. for rupture of the tendo Achillis, i. 
493; case of simple dislocation of the 
spine, i. 535; apparatus for fractured 

| clavicle, i. 5513; treatment of fractured 
olecranon, 1. 561; on the in-locking of 
the broken ends of the bone in fracture of 
the neck of the femur, i. 564; on the 
rotation of the foot outwards, i. 564; ap- 

_ paratus for fracture of the neck of the 
femur, i. 569; on permanent extension in 
fracture of the femur, i. 574; on the treat- 
ment of salivary fistula, i. 713; on the 
treatment of fistula of the parotid duct, i. 
715; on the treatment of artificial anus, 
i. 723; apparatus for ligaturing complete 
rectal fistulee, i. 733; on the treatment of 
recto-urethral and recto-vesical fistula, i. 
748; on the treatment of vesico-vaginal 
fistula by drawing off the urine and by 
compression, i. 752; on the primitive di- 
rection of dislocation of the humerus, i. 782; 
on the surgical treatment of dislocation 
of the thumb from the metacarpal bone, i. 
794; on the spontaneous cure of umbilical 
rupture, il. 82; fatal operation for the 
radical cure of umbilical rupture by liga- 
ture, ii, 83; case in which he performed 
Anel’s operation for aneurism, li. 215; 
mode of operating in ovarian dropsy, ii. 
487; mode of treating congenital hydro- 

- cele, ii. 508; mode of amputating by the 
circular incision, ii. 891; mode of ampu- 

_ tating at the shoulder-joint, 11. 957. 
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_Descuamps’, M., case of displacement of 
the heart, ii. 96; case in which Brasdor’s 
operation was performed, ii. 229. 

Dervuser, M., on the application of sutures 
In vesico-vaginal fistula, i. 755. 

DeEwapr’s, Mr. H., treatment of fistulous 
passages, 1. 93. 

| Diathesis purulenta, i. 45. 

Dick, Professor, on the nature of the disease 
in hydrophobia, i. 367. 

Dick1w’s, Mr., case of foreign body in the 
bronchus, in which tracheotomy was per- 
formed, and the foreign body extracted 
with the forceps, ii. 402. 

Dipay, M., on the seat of strangulation in 
rupture, ii. 11. 

D1®FFENBACH, M., on the general treatment 
of coxalgy, i. 267; on the torsion of arte- 
ries, i. 308; torsion-forceps, i. 310; ob- 
jections to torsion, i. 311; thin insect 
pins, and the twisted suture, i. 327; on 
the sutures in the operation for hare-lip, 
i. 598; on the removal of the edges of the 

' cleft in staphyloraphy, i. 604: mode of 
uniting the cleft, i. 605; operation when 
the cleft is very large and complicated, i. 
606 ; on the after-treatment, i. 607; mode 
of closing the fissure which sometimes re- 
mains after the operation, i. 607; on the 
operation for the treatment of lacerated 
perineum, i. 611, on the application of 
the sutures, i. 611; on the artificial re- 
tention of the feces for several days after 
the operation, i. 612; cure of artificial 
anus from a lance-wound by the actual 
cautery, 1. 725; on the treatment of cal- 
lous urinary fistula, i. 740; on the suture 
of urethral fistula, i. 741; on the intro- 
duction of the running stitch, i. 741; on 
urethroplasty, i. 742; on the operation of 
urethroplasty in fistulas near the scrotum, 
i. 742; in large fistulas in the middle or 
fore-part of the penis, i. 742; in fistulas- 
close behind the prepuce, i 743; in large 
openings immediately behind the glans, 
with deficient prepuce, 1. 743 ; on cauteriz- 
ation as a means of cure in vesico-vaginal 
fistula, 1. 752; mode of applying sutures in 
vesico-vaginal fistula, i. 754, 755; on the 
after-treatment, 1.756; treatment of large 
vesico-vaginal fistulee by drawing the mu- 
cous membrane together, i. 758; treat- 
ment of moderately large fistula with a 
projecting fold of the bladder, 1.758, case 
of old dislocation of the humerus, to reduce 
which the tendons of several muscles were 
divided, i. 786; on the use of the actual 
cautery in prolapsus uteri, ii. 113; on the 
causes of wry-neck, ii. 153; on section of 
the tendo Achillis in club-foot, ii. 182; 
operation for considerable narrowing of 
the mouth, iil. 316; operation to remedy 
the opening of the rectum into the vagina, 
ii. 3275 operation of chiloplasty, ii. 775; 
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modification of the Indian method of 
rhinoplasty, ii. 836; operation for defects 
of the wings of the nose, ii. 840; modifi- 
cation of the operation for sunken nose, 
ii. 840; operation for raising a sunken 
nose, ii. 843; operation for dropping in 
of the bridge of the nose, from the de- 
struction of part of the septum, ii. 845; 
operation to remedy the turning down- 
wards of the tip of the nose, ii. 845; ope- 
ration for the subcutaneous division of the 
nerves of the cheek, ii. 885; case of ex- 
articulation of metatarsal bones, with the 
diseased bones of the tarsus, 11. 953; mode 
of operating in extirpation of the superior 
maxillary bone, ii. 995. 

Dierricu, M., on ligature of the common 
carotid, ii. 234; on ligature of the ex- 
ternal carotid, ii. 237; of the lingual 
artery, ii. 238; of the external maxillary 
or facial, ii. 239; on the operation for the 
ligature of the subclavian on the tracheal 
side of the scalenus, ii. 244; on ligature 
of the innominata, 11. 246; of the vertebral 
artery, 11. 249. 

Dionis’ artery-compressor, i. 299; on in- 
cision of the hernial sac and the intro- 
duction of lint-tents for its radical cure, 
11. 24; on amputation just above the ancle, 
ii. 921; 

DisLocaTions :—definition, i. 762; various 
kinds of dislocations, i. 762; various de- 
grees of distortion, 1. 763; diagnosis, i. 
763; South on the diagnosis of dislocations, 
i. 763; occasional causes, 1. 763; South 
and Lawrence on dislocations from mus- 
cular action, i. 763; Astley Cooper’s cases 
of dislocation from a lax condition of the 
ligamentous capsules of the joints, i. 764; 
Travers jun.’s case of dislocation into the 
ischiatic notch in a boy five years old, i. 
764; Malgaigne on the frequency of dis- 
location in the different joints, 1. 764; 
laceration of the ligaments, etc., in com- 
plete dislocations, i. 764; formation of a 
new joint in old dislocations, 1.764; prog- 
nosis, i. 765; reduction of the dislocated 
bone more or less difficult according to 
the circumstances of the case, i. 765; 
Liston’s case of speedy reduction of a dis- 
. located femur, i. 765; South on the re- 
duction of dislocations, i. 765; treatment 
of dislocations, i. 765; reduction of the 
dislocated bone by extension and counter- 
extension, 1. 765; South on the reduction 
of old dislocations, and on the necessity of 
caution in practising extension, 1. 766; 
Cline. jun.’s case of reduction of an old 
dislocation of the humerus, i. 766; obsta- 
cles which render the reduction difficult 
or impossible, i. 766; treatment of old 
dislocations, i. 766; obstacles to the re- 
_ duction of old dislocations, i. 767; South, 
- Smith, Dupuytren, and Breschet on the 
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reduction of old dislocations, i. 767; 
remedies to reduce the muscular power, 
i. 767; after-treatment, i. 767; South on 
the recurrence of dislocation after reduc- 
tion, from exhaustion of the muscular 
power, i. 767; treatment of sprains, i. 
768; South on the auxiliary treatment in 
reducing dislocations, i, 768; compound 
dislocations, i. 768; treatment, 1. 768; 
removal of the head of the bone in com- 
pound dislocation, when it cannot be re- 
duced, i. 768; treatment of dislocation 
attended with fracture, i. 769; congenital — 
dislocations, i. 769; Hippocrates, Avi- 
cenna, Paré, Palletta, Sandefort, Schreger, 
and Dupuytren on congenital dislocation 
of the hip, i. 769; Schreger, Dupuytren, 
Breschet, E. Stromeyer, D’Outrepont, 
Cruveilhier, von Ammon, and Guérin on 
the causes of congenital dislocations, 1. 
769; post-mortem appearances, 1. 769; 
causes of congenital dislocations, i. 770; 
possibility of reduction, i. 770; dislocation 


of the lower jaw, i. 770; symptoms and 


direction, i. 770; causes, i. 771; reduction, 
i. 771; South on the reduction of this dis- 
location, i. 771; after-treatment, i. 771; 
sub-luxation of the lower jaw, i. 772; 
Cooper on laxity of the ligaments of the 
lower jaw, i. 772; congenital dislocation 
of the lower jaw, i. 772; Guérin and Smith’s 
cases, i. 772; dislocation of the vertebre, 
i. 772; dislocation of the first vertebra 
very rare, and absolutely fatal, 1. 772; 
causes of dislocation of the first vertebra 
on the second, i. 773; causes and symp- 
toms of dislocation affecting the last five 
cervical vertebrae, i. 773; Walther on the 
simultancous dislocation of both inferior 
oblique processes of one of the cervical 
vertebra, i. 773; Dupuytren on the con- 
founding cervical dislocation with rheu- 
matic affection of the neck, i. 773; re- 
duction of the dislocation, i. 774; dislo- 
cation of the dorsal and lumbar vertebree 
always accompanied with fracture, 1.774; 
rupture of the ligaments, 1. 775; treat- 
ment, i, 775; dislocation of the pelvic bones, 
1. 775; great violence requisite to cause 
dislocation, and the pelvic viscera, etc., 
generally injured, i. 775; treatment, 1. 
775; case of dislocation of the hip-bone 
upwards, unattended by concussion of the 
spinal marrow, or injury of the pelvic 
viscera, 1. 775; dislocation of the hip- 
bones more readily produced if the liga- . 
ments be lax and yielding, i. 775; treat- 
ment, i.776; dislocation of the coccyx, 1. 
7763; treatment, 1. 776; dislocation of the 
ribs and their cartilages, 1. 776; dis- 
location of the hinder end of the ribs,. 
i. 776; Webster, Donne, Fimicane, and 
Hankel’s cases, i. 776; causes, situation, 
and symptoms, i. 776; treatment, 1. 777 ; 
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dislocation of the costal cartilages, i. 
777; treatment, i. 777; Astley Cooper 
on dislocation of the costal cartilages, 


1. 777; dislocation of the collar-bone, i.: 


777; is more rare than fracture, i. 777 : 
situation, i. 777; varieties, i. 777; symp- 
toms of dislocation of the sternal end 
forwards, i. 777; of dislocation upwards, 
1.777; of dislocation backwards, i. 778; 
Pellieux, Duverney, and Astley Cooper 
on the symptoms of dislocation backwards, 
i. 778; Tyrrell’s case of compound dis- 
location backwards, i. 778; Velpeau’s case 
of simple dislocation inwards and back- 
wards, i. 779; mode of reduction, i. 779; 
Melier’s apparatus for dislocation of the 
collar-bone forwards, i. 779; Davie’s ope- 
ration for removing the dislocated sternal 
end, i. 779 ; dislocation of the scapular end 
of the clavicle upwards, i. 780; cause 
_ and symptoms, i. 780 ; Tournel and Melle’s 
cases of dislocation of the scapular end of 
the clavicle downwards, i. 780; mode of 
reduction, i. 780; South on the difficulty 
of keeping the dislocated scapular end re- 
duced, i. 780; dislocation of the upper arm, 
i. 781; dislocation of the humerus more 
’ frequent than of any other bone, i. 781; 
varieties of dislocation, i. 781; Astley 
Cooper on a partial dislocation of the 
humerus, i. 781; Hippocrates, Duverney, 
Fabricius ab Aquapendente, Desault, Mur- 
sinna, Richerand, Mothe, Velpeau, and 
Malgaigne on the primitive direction of 
- dislocation of the humerus, i. 782; symp- 
toms of dislocation downwards, i. 782; 
of dislocation inwards, i. 782; of dislo- 
cation outwards, i. 782; of imperfect dis- 
location, i. 782; causes, i. 782; injury to 
the soft parts, i. 783; dislocation of the 
humerus occasionally attended with frac- 
ture of the neck of the bone, i. 783; re- 
duction of the dislocation, i. 783; points 
to be attended to in effecting reduction, i, 
784; Rust’s mode of reducing the dis- 
location, i. 784; after-treatment. i. 784; 
obstacles to reduction, i. 784; reduction 
of the dislocation by means of the heel in 
the axilla, i. 785; Bertrandi and Sauter’s 
plans of reduction, i. 785; reduction of 
the dislocation by means of the knee in 
the axilla, i. 785; use of the pulleys, i. 
785; reduction of old dislocations, i. 786 ; 
Weinhold’s case, in which he divided the 
tendon of the pectoralis major, i. 786; 
Gibson’s case, in which the axillary 
artery was ruptured, i. 786; Dieffenbach’s 
case, in which he divided the tendons of 
several muscles, i. 786; congenital dislo- 
cation of the humerus, i. 786; not of very 
rare occurrence, i. 786; two varieties of 
this dislocation, i. 786; symptoms of the 
congenital subcoracoid dislocation, i. 786 ; 
examination of a case of this dislocation 


after death, i. 787; Smith on the post- 
mortem appearances in congenital sub- 
acromial dislocation, i. 787; Smith on the 
resemblance between the congenital sub- 
coracoid dislocation, and the partial dis- 
location, and that caused by rheumatic 
affection of the shoulder-joint, and by. un- 
usual atrophy of the arm, i. 788; evidence 
in favour of these dislocations being con- 
genital, i. 788; Guillard’s case of reduc- 
tion of a congenital dislocation after the 
lapse of sixteen years, 1.788; dislocations 
of the fore-arm, i. 788; dislocations at the 
elbow-joint, i. 788; complete dislocations 
of the elbow rare, i. 788; dislocation 
backwards, i. 788; dislocation of the ulna 
alone backwards, i. 789; lateral dislo- 
cation, i. 789; causes of dislocation of the 
fore-arm backwards, i. 789; consequences 
of these dislocations, i. 789; they soon 
become irreducible, i. 789; complications 
of dislocation backwards, i. 790; Astley 
Cooper, Bransby Cooper, Malgaigne, and 
Lisfrane’s cases of reduction of old dis- 
locations of the elbow, i. 790; reduc- 
tion of the dislocation, i. 790; Astley 
Cooper’s mode of proceeding, i. 790; 
treatment to be adopted when the radius 
is also displaced, and in compound dislo- 
cation, i. 790; reduction of the lateral 
dislocation, i. 790; treatment of old dis- 
locations, i. 791; treatment of dislocation 
forwards, i. 790; dislocation of the radius 
backwards, i. 791; dislocation of the 
upper end of the radius forwards, its 
causes and symptoms, i. 791; Boyer, 
Astley Cooper, Rouyer, Villaumé, Gerdy, 


. and B. Cooper on dislocation of the upper 


end of the radius forwards, 1.791; Bulley 
and Vignolo on simultaneous dislocation 
of the radius forwards and of the ulna 
backwards, i. 791; Adams’ case of longi- 
tudinal dislocation of the radius, i. 791; 
reduction of this dislocation, i. 792; 
Astley Cooper on the difficulty attending 
the reduction of this dislocation, i. 792 ; 
dislocations of the wrist, i. 792; three 
kinds of dislocation, i. 792; dislocation of 
the hand from the bones of the fore-arm, 
1. 792: varieties of this dislocation, i, 
792: Dupuytren doubts the occurrence 
of dislocation of the wrist, the presumed 
cases of which he regards as fracture of 
the lower end of the radius, i. 792; Voil- 
lemier’s case of dislocation of the wrist, i. 
792; Voillemier on the diagnostic signs 
of dislocation of the wrist, and fractureOf 
the lower end of the radius, i. 792 ; causes, 
i. 793; mode of reduction, and after- 
treatment, i. 793; dislocation of the 
radius alone, i. 793; of the ulna alone, 
i. 793; dislocation of single bones of the 
hand, i. 793; dislocation of the great 
bone, and its treatment, i. 793; Gras’ case 
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of dislocation of the pisiform bone, i. 794; 
partial dislocation of the great and unci- 
form bones, i. 794; dislocation of the 
metacarpal bone of the thumb, i. 794; 
reduction and after-treatment, i. 794; 
dislocation of the phalanges of the fingers, 
i. 794; mode of reduction, i, 794; Roser 
and Fincke on dislocation of the thumb 
from the metacarpal bone, i. 794; Desault, 
Dupuytren, Evans, and Vidal on the sur- 
gical treatment of this dislocation, i. 794; 
Astley Cooper, Lisfranc, Dupuytren, Hey, 
Vidal, Malgaigne, Pailloux, Lawrie, 
Blechy, and Roser on the cause of the 
difficulty experienced in reducing this 
dislocation, i. 794; Hey, Charles Bell, 
Fincke, Liston, Reinhardt, and Roser on 
the mode of reducing this dislocation, 
i. 795; dislocation of the femur, i. 795: 
divisions, i. 795; Astley Cooper on 
the relative frequency of dislocations of 
the femur, i. 795; South on repeated 
dislocations of the femur in the same 
person, i. 795; symptoms of dislocation 
upwards and backwards, i. 796; of dis- 


‘location inwards and downwards, i. 796 ; 


Ollivier on dislocation of the femur di- 
rectly downwards, i. 796; dislocation 
backwards and downwards into the ischi- 
atic notch, i. 796 ; regarded by Boyer as 
secondary, i. 7973 dislocation upwards 
and inwards, i. 797; prognosis, 1. 797; 
the reduction of these dislocations, 1. 797 ; 
mode of reduction, i. 798; Wattmann, 
Kluge, and Rust’s methods of replace- 
ment, i. 798, 800; Colombat’s mode of 
reduction, i. 800; reduction of these dis- 
locations by pulleys, i. 800; Astley Cooper 
on the reduction of the dislocation down- 
wards, i. 801; Morgan and Cock on the 
reduction of the dislocated femur by 
placing the foot between the thighs, ex- 
tension and rotation being made at the 
same time, i. 801; completion of the re- 
duction, and subsequent treatment, 1. 801; 
congenital dislocation, i. 802; described 
by Hippocrates, Palletta, and Dupuytren, 
i. 802; symptoms, i. 802; Dupuytren 
and Palletta on the post-mortem appear- 
ances, i. 803; Dupuytren on the local 
treatment of this dislocation, i. 803; 
Duval, Jalade Lafond, Humbert, Pravaz, 
and Guérin on the reduction of this dislo- 
cation, i. 803; Pravaz and Guérin’s cases 
of successful reduction, i. 804; Heine’s 
apparatus, i. 804; Guérin’s mode of pro- 
ceeding in effecting the reduction, i. 804; 
dislocation of the knee-cap, i. 804; varieties, 
j. 804; diagnosis, i. 804; Coze and Wolf 
on twisting round of the patella, i. 805; 
causes, i. 805; mode of reduction, 1. 805; 
congenital dislocation of the patella, 1. 
805; Palletta’s case, 1. 805; dislocation 
of the knee-joint, i. 805; of rare occur- 


rence, i. 805; is generally incomplete, 
i. 805; mode of reduction, 1. 806; Astley 
Cooper on dislocation of the semi-lunar 
cartilages, i. 806; Wutzer and Kleberg 
on congenital dislocation of the knee, i. 
806; dislocation of the splint-bone ( fibula), 
i. 806; direction of the dislocation, 1. 806 ; 
mode of reduction, i. 806; treatment, i. 
806; dislocation of the ancle-joint, i. 807 ; 
direction of the dislocations, 1.807; symp- 
toms of the dislocation inwards, i. 807; 
of the dislocation outwards, i. 807; dis- 
location of the foot forwards, i. 807; dis- 
location backwards, i. 807 ; consequences 
of these dislocations, i. 808; mode of re- 
duction, i. 808; Earle’s case of dislocation 
of the ancle inwards, with laceration of 
the internal lateral ligament, 1. 809; com- 
pound dislocations of the ancle, i. 809; 
South on the English practice in such 
cases, i. 809; dislocation of the bones of 
the tarsus, i. 809: of very rare occur- 
rence, and only from great violence, i. 
809; dislocation of the astragalus, 1. 809 ; 
direction, causes, and symptoms, i. 809 ; 
twisting round of the astragalus on its 
axis, i. 810; Rognetta on dislocation of 
the astragalus inwards, i. 810; James, 
Guthrie, and Stanley’s cases of dislocation 
outwards, i. 810; dislocation forwards, 1. 
810; dislocation inwards, i. 810; dislo- 
cation outwards, i. 810; Dupuytren, Boyer, 
and South on reduction of the dislocation, 1. 
811; mode of reduction, i. 811; treatment 
to be adopted, if the reduction be impos- 
sible, i. 811; removal of the astragalus, 
i. 812; removal of the bone necessary 
when it is twisted on its axis, 1. 812; the 
operation should be performed early, i. 
812; dislocation of the os calcis, i. 812; 
South and Hancock’s cases, 1. 812, 813; 
dislocation of the navicular and cuboid 
bones, i. 813; always the result of great 
violence, i. 813; mode of reduction, 1. 
813; dislocation of the cuboid, i. 813; 
treatment, i. 813; dislocation of the great 
cuneiform bone, i. 813; mode of reduc- 
tion, 1.813; Astley Cooper’s cases, 1. 813 ; 
dislocation of the metatarsal bones, i. 813; 
Dupuytren’s case, i. 814; mode of reduc- 
tion, i. 814; Green’s case of dislocation of 
the two outer metatarsal bones, i. 814; dis- 
location of the toes, 1. 814; mode of reduc- 
tion, i. 814; Astley Cooper’s case, 1. 814. 


Drxon’s, Mr., case of resection of a costal 


cartilage, ii. 1006. 


Dosson’s, Sir R., treatment of erysipelas by 


punctures with a lancet, 1. 107, 108. 


Doparp, M., mortification from spurred 


rye first noticed by, i. 61. 


DorELLINGER, M., on the formation of new 


vessels, 1. 292. 


Doutuorr’s, M., case of encysted abscess 


of the abdomen, ii. 493. 
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Donicer’s, M., plan of bringing the edges of | Dupuanrx, 


the cleft together in staphyloraphy, i. 
604; instrument for drawing the knots, i. 
605. 


lxi 


LENIX, M., on the use of a canula for 
maintaining the patency of the artificial 
duct in the operation for salivary fistula, 
1,714, 


Donné, M., on the microscopic characters Durpvy’s, M., experiments on the division 


of pus, i. 35; case of dislocation of the 
ribs, i. 776. 

Dornsiutn’s, M., artificial leg, 11. 846, 

Dovuetas, Dr. James, on Cheselden’s opera- 
tion for stone, ii. 586; on the dissection of 
the parts concerned in this operation, ii. 
587. 

Doveras, Mr. Jon, originally proposed 
the operation of lithectasy, ii, 642. 

Dran, Le, M., on superficial whitlow only 
a disease of the skin, i. 192: considers 
paronychia tendinosa to be caused by 
erysipelatous inflammation, i. 193; as- 
serts that Richter’s dry whitlow depends 
on disease of the bone, i. 194; on imme- 
diate amputation in gunshot wounds, i. 
345; on the reduction en masse, ii. 16; on 
ligature of the hernial sac for its radical 
cure, il. 24; mode of operating in ovarian 
dropsy, ii. 487; mode of amputating at 
the shoulder-joint, ii. 956. 

DvuBLep, M., on extirpation of the womb, 
ii. 827; operation for excision of the 
wrist-joint, ii. 977. 

Dusoure, M., on the treatment of spina 
bifida by closure of the sac, ii. 469. 

Ducamp’s, M., mode of cauterizing the 
urethra for stricture, ii. 368; mode of 
dilating the urethra after cauterization, 
‘ii. 369; caution respecting the use of 
caustic, ii. 370. 

Ducros, M., jun., on dislocation forwards 
on the share-bone in hip disease, i. 259. 
Duces’, M., obturator for vesico-vaginal 
fistula, i. 751; on anteversion of the womb, 
li. 146; case of spontaneous reduction of 

anteversion, li. 147. 

Dvunamet, M., on mortification from spurred 
rye, i. 61. 

Duncan’s, Dr., condemnation of the treat- 
ment of erysipelas by moderate compres- 
sion, i. 108. 

DuparcauE, M., on the fibrous or cartilagi- 
nous resistance of the tissue of the womb, 
i. 482; case of accumulation of blood in 
the womb, i. 483; on rupture of the womb 
during pregnancy, i. 483; on the danger 
and immediate treatment of rupture of the 
womb, i. 483; on partial rupture of the 
uterus from a collection of fluid in its 
parietes, i. 484; cases of abscess of the 
womb, i. 484; on punctures or narrow 
lacerations of the womb, i. 486; on the 
treatment of lacerations of the perineum, 
i. 609; on the scarring of the edges of 
the torn perineum, i. 609; case of recto- 
vaginal fistula cured spontaneously, i. 760; 
on the indications for the treatment of 
recto-vaginal fistula, 1, 760. 


of both pneumogastric nerves, i. 432. 
Dupuytren, M., on arteritis, a cause of dry 
gangrene, i. 59, 60, 75; on the treatment 
of senile gangrene in plethoric subjects 
by the antiphlogistie plan of treatment, 
i. 96; on incisions in pseudo-erysipelas, 
1.108; treatment of pseudo-erysipelas and 
common erysipelas by blisters, i. 108; 
sub-division of burns, i. 110; on inci- 
sions in carbuncle, i. 138; on lumbar ab- 
scess generally connected with carious 
vertebra, i. 186; on the changes that 
sometimes take place in the abscess, i. 
188; leaves lumbar abscess to nature, 
i. 190; recommends cauterization, or weak 
injections of nitrate of silver, or nitric 
acid, in the treatment of the sinuous cavi- 
ties resulting from lumbar abscesses, i. 
191; on ingrowing of the nail, i. 198; 
states it to have been mistaken for gout, 
i. 199; operation for dividing and re- 
moving the diseased nail in ingrowing, 
i 200; on onychia maligna, i. 202; on 
the removal of the nail with its secreting 
surface in treating onychia, i. 203; on the 
introduction of a piece of bougie into an 
ossified artery after amputation, i304; on 
the effects of torsion, i. 311; objections to 
torsion, i. 311; on the effects of gun-shot, 
i. 836; case of a person killed by a gun 
loaded with powder only, i. 336; on the 
splitting of the ball by the sharp edge of 
the bone, i. 339; on secondary hemor- 
rhage, i. 341; on amputation in tetanus, 
i. 380: case of abscess of the brain suc- 
cessfully opened, i. 399; distinguishes 
between commotion and contusion of the 
brain, i. 410; objects to the return of the 
protruded omentum into the cavity of 
the abdomen in penetrating wounds of 
the abdominal parietes, i. 461; modifi- 
cation of Lembert’s plan of treating 
wounded intestine, i, 469; experiments 
on the extravasation of bile and urine, 
i. 479: on the two periods in the forma- 
tion of bone, i. 499; on the production of 
callus, i. 501; treatment of fractured 
sternum, i. 546; treatment of fractured 
clavicle, i. 552; treatment of fracture of 
the humerus, i. 556; on fracture of the 
lower end of the radius, i. 558; on the 
treatment of fracture of the radius or 
ulna near the wrist, i. 559; on inversion 
of the foot in fracture of the neck of the 
femur, i. 565; on the treatment of frac- 
ture of the neck of the femur, i. 570; on 
the advantages of the double-inclined 
position, i. 571; on the duration of the 
treatment in these cases, i. 571; on the 


Ixii 


sawing off the ends of the broken bone in 
false joint, i. 591; on the operation for 
the treatment of lacerated perineum, i. 
611; on the appearances presented on 
post-mortem examination some time after 
the cure of an artificial anus, i. 720; ap- 
plication of the enterotome for the cure 
of artificial anus, i. 722; Seiler’s modi- 
fication of it, i. 723; on the symptoms of 
anal fissure, i. 735 ; on the three varieties 


of anal fissures, i. 735; on the treatment, | 


i. 736; treatment of recto-urethral and 
recto-vesical fistula, i. 748; on cauteriza- 
tion as a means of cure in vesico-vaginal 
fistula, i. 752; on the reduction of old 


dislocations, i. 767; on congenital dislo- | 


cations of the hip, i. 769; on the causes 
of congenital dislocations, i. 769; on 
the confounding cervical dislocation with 
rheumatic affection of the neck, i. 773; 
doubts the occurrence of dislocation of 
the wrist, the presumed cases of which he 
regards as fracture of the lower end of 
the radius, i. 792; on the surgical treat- 
ment of dislocation of the thumb from 
the metacarpal bone, i. 794; on the cause 
of the difficulty experienced in reducing 
this dislocation, i. 794; on congenital 
dislocation of the femur, i. 802; on the 
post-mortem appearances, i. 803; on the 
local treatment, i. 803; on reduction of 
dislocation of the astragalus, i. 811; case 
of dislocation of the metatarsal bones, i. 
814; on the reduction en masse, il. 16; 
modification of the operation for femoral 
rupture, li. 73; operation for mesenteric 
strangulation, ii. 94 ; objections to scarifi- 
cations or leeches in treating prolapse of 
the rectum, ii. 133; operation for long- 
standing prolapse of the rectum, il. 134 ; 
objections to the actual cautery in irre- 
ducible prolapse, il. 136 ; case of aneurism 
mistaken for abscess, iil. 201; on the 
section of the scalenus anticus in ligature 
of the subclavian, ii. 242; on the treat- 
ment of branching aneurism, li. 275; plan 
to prevent re-union after the operation for 
united fingers or toes, ii, 309; case of a 
foreign body remaining a long time in 
the windpipe, ii. 396 ; mode of operating 
for ranula, 11. 407; on the operative treat- 
ment of encysted swellings, ii. 460; on 
cutting away the tunica vaginalis, 11. 506 ; 
bilateral section for stone, ii. 596; opera- 
tion for stone, ii, 616; on encysted cellu- 
lar fibrous tumor of the maxillary antrum 
and its treatment, ii. 746; operation for 
the excision of the cancerous neck of the 
womb, ii. 821; mode of amputation by 
the circular incision, ii. 8913; practice of 
leaving the wound of the stump exposed 
for several hours after the operation, ii. 
895; mode of dressing stumps, ii. 904; 
_ mode of amputating at the hip-joint with 
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two flaps, ii. 938; at the shoulder-joint, 
ii. 956, 957, 959; mode of operating in 
exarticulation of the fore-arm at the elbow, 
ii. 962; on exarticulation of the middle 
and ring fingers, ii. 966; mode of operating 
in excision of the elbow-joint, 11. 975; 
recommends the non-division of the ulnar. 
nerve in that operation, ii. 975; case of 
excision of the lower jaw, 11. 9875 cases 
of extirpation of the upper jaw doubted 
by Gensoul, 11, 994, 

Dura mater, fungus of, ii. 683. 

Dussausoy, M., recommends emetics in 
hospital gangrene, i, 97; on the rotation 
of the foot outwards in fracture of the 
neck of the femur, i. 564. 

Duvav’s, M., local steam-bathing apparatus, 
i. 266; on the reduction of congenital 
dislocation of the femur, i. 803; on the 
causes of club foot, ii. 176. 

Duverney, M., on the lengthening of the 
limb in hip disease, i, 257; treatment of 
fractured olecranon, i. 560; apparatus for 
fracture of the neck of the femur, i. 569 ; 
on the symptoms of dislocation of the 
sternal end of the clavicle backwards, i. 
778; on the primitive direction of dislo- 
cation of the humerus, i. 782; on the 
causes of club foot, ii. 176. 

Dycxman’s, M., assertion that a child may 
be infected by the milk of a diseased 
nurse, i. 673. 

Dzonprs, M., apparatus for fracture of the 
neck of the femur, i. 570; treatment of 
syphilis, i. 668; urinary receptacles for 
vesico-vaginal fistula, i. 751; plan of in- 
healing a plug of skin for the radical 
cure of rupture, ii. 24; mode of operating 
in ovarian dropsy, ii. 487; on the ligature 
of the carotid, prior to excision of the 
lower jaw with the condyles, ii. 990. 


Earte'’s, Mr., comments on Dr. John 
Thompson’s experiments with respect to 
the state of the vessels in inflammation, 1. 
28; on cold moist applications in the 
treatment of burns, 1. 113; on the re- 
moval of the clothes after burns and 
scalds, i. 117; on the contraction of the 
cicatrix in cases of burns, i. 120; on the 
effects of this contraction, i. 121; opera- 
tion for the removal of the entire scar, i. 
121; case in which this operation was 
performed, i. 122; on dislocation into the 
ischiatic notch in hip disease, i. 258 ; ap- 
paratus for fractured clavicle, 1, 551; 
treatment of fractured olecranon, i. 561; 
description of apparatus, 1. 561; on some 
of the signs of fracture of the neck of 
the femur, i. 564; opposed to Astley 
Cooper’s views on bony union in these 
fractures, i. 566 ; fracture-bed, i. 571, 574; 
on urethroplasty, i. 742; obturator for 
vesico-vaginal fistula, i. 751; case of dis- 
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location of the ancle inwards, with lacer- 
ation of the internal lateral ligament, i. 
809; case of hydrocephalocele, ii. 98; 
case of hydrocephalocele treated by 
puncture, ii, 102; case of secondary 
hemorrhage after lithotomy, ii. 604; 
case of chimney-sweeper’s cancer in the 
wrist, ii. 816; on the extension of the 
disease to the neighbouring parts, ii. 816 ; 
on the age at which the disease generally 
occurs, ii. 816; case of division of the 

~ ulnar nerve, ii. 887. 

EBEL’s, M., preparation of the parts for the 
operation of staphyloraphy, i. 603; on 
the removal of the edges of the cleft, i. 
604; plan for bringing the edges of the 
cleft together, i, 604; instrument for 
drawing the knots, i. 605, 

Exerw’s M., straps for fractured clavicle, 
F 55%. 

Exers, M., on the hydriodate of potash in 

_ syphilis, i. 669. 

Ese, M., on the existence of the acarus 
scabiei, i. 636; observations on the acarus, 
1, 636. 

Echinoccus hominis, ii. 704, 

Eckotpr’s, M., method of 
cesophagotomy, ii. 385. 

Eckstrom’s, M., operation for cutting into 
the urethra in the perineum, ii. 428, 

Eczema rubrum, or mercuriale, 1. 678. 

Epmonston’s, Mr., plan of treatment in 
ruptured tendo Achillis, i. 494. 

Exurvicn’s, M., compressor, i. 298. 

Earmann, M., on the suture in vesico- 
vaginal fistula, i, 755. 

ErcuHEriMer’s, M., apparatus for fractured 
clavicle, i. 551, 

EKv’s, M., opinion on the lymph-swelling, 
i. 48; on some of the signs of fracture of 
the neck of the femur, i. 564; on the in- 
locking of the broken ends of the bone, 1. 
564;.0n the solution of the chloride of 
lime in the treatment of foul, gangre- 
nous, or torpid ulcers, i. 615. 

Elbow, dislocations of, i. 788 ; curvature of, 

' li. 191; exarticulation of the fore-arm at, 

' 11, 9613 excision of the, ii. 975. 

Evperton’s, Mr., lithotritic instruments, 

' Ti. 558. 

Ex.iotson’s, Dr., case of gangrene of the 

’ leg after the use of ergot, the arteries of 

the limb being also ossified, i. 61; on 
glanders in the human subject, i. 64; on 
the period of incubation of hydrophobia, 
i. 367; on the symptoms of hydrophobia, 
i. 368; on the diagnosis between true and 
spurious hydrophobia, and inflammation 
of the pharynx, i. 369; on a general 
morbid irritability in hydrophobia, i. 369 ; 
on the duration of the disease, i. 370; on 
abortive hydrophobia, i. 370 ; on the post- 
' Mortem appearances, i. 3713; case of pro- 
lapse of the womb in a virgin, ii. 107. 
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ELLtorr’s, Mr., case in which he performed 


lithectasy, ii. 643. 

Etse, Mr.; denies the existence of the so- 
called scirrhus of the tonsils, 1. 143 ; objec- 
tion to excision of the tonsils, especially 
in children, on account of the hemor- 
rhage, i. 145; prefers Cheselden’s opera- 
tion, i. 145; on the use of sutures in 
wounded intestine, i. 466. 

Exster, M., on the effects of torsion, i. 
dll. 

Emmert, M., on the phenomena of inflam- 
mation under the microscope, i. 30; ex- 
periments on the injection of bile into the 
cavity of the peritoneum, i. 479. 

Emery, M,, on the contagion of itch, depen- 
dent on the itch-mite, i. 636. 

Emphysema, i. 451. 

Empyema, ii. 469. 

Enterotomy, ii. 391. 

Epididymitis. See Inflammation of the Tes- 
ticle. 

Epinycuta, or ulceration with great thick- 
ening at the ends of the fingers, i. 194; 
Abernethy on the cure of epinychia, i.198. 

Epulis, i. 701. 

Erethismus mercurialis, i. 677. 

ErysIPEvas ;—nature of the disease, i. 99; 
Rust’s division into true and false erysi- 
pelas, i. 99; Hunter’s opinion that most 
inflammations which are called erysipela- 
tous are not such, i. 99; South on the 
different applications of the terms erysi- 
pelas and erythema, i. 99, 100; symp- 
toms, progress, terminations, and causes of 
true erysipelas, i. 99 ; vesicular erysipelas, 
i. 100; the true erysipelas of Chelius the 
erythema of English practitioners, i. 100; 
Willan’s description of erythema, i. 100 ; 
Bateman’s distinction between erythema, 
and erysipelas, i. 100; Rayer’s descrip- 
tion of erythema, i. 100; the vesicular 
erysipelas of Chelius the acute erysipelas 
of Willan and Bateman, i. 100; the 
symptoms and progress of the disease, 
according to those authors, i. 100; causes 
of spurious or pseudo-erysipelas, i. 101; 
pseudo-erysipelas divided into erythema 
idiopathicum and erythema symptomati- 
cum or consensuale, i. 101; causes of 
erythema idiopathicum, i. 101; South on 
intertrigo a very frequent form of ery- 
thema idiopathicum, and on its causes, i. 
101; causes of erythema symptomaticum 
or consensuale, 1.101; Hunter’s description 
of erythema symptomaticum, i. 101; 
erythema symptomaticum the erratic 
erysipelas of Willan and Bateman, i. 102; 
erysipelas from scalp wounds the cedema- 
tous erysipelas of Willan and Bateman, i. 
102; erythema symptomaticum a metas 
tatic deposit in the cellular tissue, perios- 
teum and glands in gastric, rheumatic, 
arthritic and puerperal diseases, i. 102; 
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symptoms, progress, and terminations of 
the disease, i. 102; South’s opinion that 
this form of erysipelas symptomaticum is 
the inflammation of the cellular tissue, 
commonly confounded with erysipelas 
and erythema, but decidedly different 
from either, although both occasionally 
run into it, i. 103; Hunter’s description 
of the disease, under the name of erysipe- 
latous inflammation, 1. 103; South’s ac- 
count of the disease, i. 103; South’s case 
of degeneration of the cellular tissue of 
_ the forehead and face, consequent on re- 
peated attacks of this disease, i. 104; 
Gulliver’s description of thickening and 
_ induration, and of induration and rigidity 
without thickening of the cellular tissue 
of the feet and ancles, as occurring in 
soldiers, i, 104; distinctive characters of 
symptomatic and idiopathic pseudo-erysi- 
_ pelas, i. 105; etiology of pseudo-erysipe- 
las, i. 105; treatment of simple erysipe- 
las, i. 106; the antiphlogistic plan of 


treatment, i. 106 ; Dr. Williams’ stimulant 


plan of treatment, i. 106; South on the 
combination of both the antiphlogistic and 
the stimulant plans, i.106 ; the local treat- 
ment of erysipelas, i, 106; Rust on the 
application of moist warmth in vesicular 
erysipelas and its varieties, 1. 106 ; treat- 
~ ment of erysipelas when terminating in 
ulceration or gangrene. i. 107; South on 
_ the local treatment of erysipelas, 1. 107; 
Dobson’s plan of relieving the hide-bound 
sensation by punctures with a lancet, 1. 
107; treatment of idiopathic erysipelas, 
i. 107; leeches never to be applied, but 
punctures made with a lancet, if neces- 
sary, 1. 107; treatment of erythema con- 
sensuale, i. 107; Rust’s stimulant and 
tonic treatment condemned by Chelius, i. 
107; South on the treatment of erysipe- 
las consensuale by incisions varying from 
an inch and a-half to three inches in 
length, i. 108; Rust, Dupuytren and 
Lawrence of opinion that incisions should 
be made only in pseudo-erysipelas, and 
of the suitable length and depth, i. 108 ; 
Hutchinson, that they should be made 
early, and in considerable numbers, 1. 108; 
Dobson employs numerous punctures with 
a lancet in all kinds of erysipelas, and on 
all parts of the body, i. 108; Dupuytren’s 
treatment of pseudo-erysipelas by blisters, 
i. 108; in some cases satisfactory, but the 
remedy doubtful, i. 108; his opinion 
that the suppuration produced by blisters 
on the inflamed part is the best mode of 
effecting resolution in common erysipelas, 
i. 108 ; the extension of erysipelas arrested 
by some surgeons by a blister at the mar- 
gin of the disease, i. 108; this plan of 
treatment rejected by others, i. 108; 
Bretonneau and Velpeau’s treatment by 
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moderate compression, i. 108 ; condemned 
by Lawrence and Duncan, i. 108; South 
on the application of nitrate of silver as a 
means of arresting the progress of the 
disease, i. 108; treatment of erysipelas 
consequent on wounds must be guided by a 
proper observation of its various causes, 
1 09, 

Erytuema of English practitioners, the ery- 
sipelas of Chelius, i.100 ; Willan’s descrip- 
tion of, i. 100; Bateman’s distinction be- 
tween, and erysipelas, i. 100; Rayer’s de- 
scription of, i.100; erythema idiopathicum, 
i. 101 ; erythema symptomaticum, or con: 
sensuale, i. 101; Hunter's description of, 
i. 101; erythema symptomaticum the 
erratic erysipelas of Willan and Bateman, 
i. 102; erythema symptomaticum, a metas- 
tatic deposit in the cellular tissue, perios- 
teum, and glands, in gastric, rheumatic, 
arthritic, and puerperal diseases, i. 102 ; 
South’s opinion that this is the inflamma- 
tion of the cellular tissue, commonly con- 
founded with erysipelas and erythema, i. 
103; Hunter’s description of this form 
of the disease, i. 103; treatment of, i. 
107; South on the treatment of, by inci- 
sions, i. 108. 

Eruer, inhalation of, ii. 1007; Morton and 
Bigelow’s application of, as a safeguard 
against pain in tooth-drawing, ii. 1007; 
employed by Warren, Hayward, Bigelow, 
Robinson, and Liston in more important 
surgical operations, ii. 1007; South, 
Bigelow, Morris, and Cotton’s cases of 
injurious effects produced by the inhala- 
tion of ether, ii. 1008; South on the im- 
propriety of inhaling the ether, prior to 
the operation for cataract, ii. 1009. 

Evans, Mr., on the surgical treatment of 
dislocation of the thumb from the meta- 
carpal bone, i. 794. 

Evanson’s, Dr., description of noma, i. 62 ; 
on the suppuration of mumps, i. 149; 
on the communication of syphilis to the 
infant in the womb, 1. 673; on the symp- 
toms of syphilis in infants, 1. 673; on 
the treatment of syphilis in infants, i. 
674. 

Evers’, M., apparatus for divided and rup- 
tured tendons of the hand and fingers, i. 
330; bandages for fractured clavicle, i. 
5513; objected to, i. 551; apparatus for 
fracture of the patella, i. 579. 

ExupaTion ;—period of its occurrence, and 
its results, adhesion and edema, i. 32; 
the term synonymous with effusion, i. 32; 
Dr. J. H. Bennett on the process of effu- 
sion, i. 82; Travers on the effusion of 
serum, i. 33; Wharton Jones on exuda- 
tion, i.33 ; Hunter on the cause of the ex- 
travasation of serum, i. 33 ; Gerber on the 
varieties of exudation after inflammation, 
i. 33; Gerber on the microscopical resem-~ 
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blance between the lymph-corpuscles and 

the exudation corpuscles, i. 34; this resem- 

blance denied by Gulliver, i. 34 ; Valentin 

on the exudation-corpuscles, i. 34; treat- 
_ ment after exudation has taken place, i. 87. 
Exosrosis, ii. 675. 


Fasricius aB AQUAPENDENTE on tearing 
out the tonsils, i. 145; on the primitive 
direction of dislocation of the humerus, 
i. 782; on ligature of the hernial sac for 
its radical cure, li. 24. 

Face, WOUNDS OF THE, i, 427; important 
in wounds of the face to prevent scars, i. 
427; use of sutures, i. 427; South on the 
twisted suture or thin pins in such wounds, 

1, 427; wounds of the region of the eye- 
brow, 1. 427; cause of amaurosis in 
wounds of the eye-brow, i. 427; Thomson 
on amaurosis and inflammation of the eye, 
caused by the passage of a ball through or 
near the organ, i. 428; Fardeau’s case of 
bayonet-wound entering the temple, and 
passing across through the opposite maxil- 
lary sinus, i. 428; De Limbourg’s case of 
wound of the head with a ramrod, i. 429 ; 
Hennen on gun-shot wounds in the neigh- 
bourhood of, or penetrating the orbit, i. 
429; slight longitudinal and transverse 
wounds of the eyelids, i. 429; wounds of 

_ the ear, i. 480; South on wounds of the 

. gristly passage of the ear, i. 430 ; wounds 
of the nose, i. 430; bandages for the nose, 
i, 430; wounds of the cheek, i. 430; 

_, wounds of the tongue, i. 430; deep and 
transverse wounds require sutures, i. 430 ; 
Lawrence on bleeding from the tongue 
from bites made during a fit, i. 431. 

Facial artery, ligature of, ii. 239. 

Fatconer, Mr., on the lengthening of the 

_ limb in hip-disease, i. 257. 

Farapay, Mr., on the presence of globules 

_ in the serum, i. 43. 

FarpeEav’s, M.., case of bayonet-wound enter- 
ing the temple, and passing across through 

_ the opposite maxillary sinus, i. 428. 

Fario, M., on the use of the suture in vesico- 
vaginal fistula, i. 753. 

FAULQUIER’s, M., artery-compressor, i. 299. 
Faure, M., on the propriety of delaying 
amputation in gun-shot wounds, i. 345. 
Faye, M., on the operation for the ingrowing 

of the nail, i. 200. 

Fave’s, M. La, apparatus for fracture of the 
neck of the femur, i. 569; on the reduc- 

- tion en masse, ii. 16. 

Featuerstone’s, Mr., case of fatal bayonet- 
wound of the heart, i. 455. 

Feet, curvature of, ii. 174. 


FeILer’s, M., treatment of fractured ole-— 


cranon, i. 561; description of his appa- 
ratus, i. 561. 

Femoral rupture, ii. 66. 

— artery, ligature of, ii. 261. 
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Femoral aneurism, ii. 258. 

Femur, fractures of, i. 563; dislocation of, 
1. 795. 

Fernr’s, M., case of accidental torsion, 1.311. 

FErRGuson’s, Mr., case of protruded spleen, 
1.480; on the treatment of buboes, i. 659. 

Fercusson’s, Mr., new mode of staphylo- 
raphy, i. 605; on dislocation of the knee 
after the division of the hamstring ten- 
dons, requiring amputation, ii. 174; case 
of opening of the rectum into the bladder, 
ii. 328; case in which he performed the 
operation of lithectasy, ii. 645; operation 
for raising a sunken nose, ii. 844; on the 
relative value of the flap and circular 
Operations for amputation, ii. 903; on 
amputation through the calf of the leg, 
and at the shoulder-joint, ii. 903; prefers 
Liston’s flap operation for amputation of 
the thigh, ii. 909; reason why the hind 
flap should be longer than the front, ii. 
909; recommendation to excise a con- 
siderable portion of the sciatic nerve in 
amputation with a single flap from behind, 
11. 909; mode of amputating through the 
leg with two flaps, ii. 920; case of excision 
of the head of the femur, ii. 979; mode 
of operating in resection of the upper jaw, 
11. 999; case of resection of the scapula 
and clavicle together, ii. 1005; mode of 
operating, 11. 1005. 

FERRAND’s, Mr., case of aneurism mistaken 
for abscess, il. 202. 

Ferrier, Dr., on an epidemic vaginal ca- 
tarrh, i. 161. 
Fest’s, M., apparatus for fracture of the 

patella, i. 579. 

Fibula, fracture of, i. 581; dislocation of, i. 
806; resection of, ii. 1007. 

Ficxer, M., on the lengthening of the limb 
in hip disease, i. 257; case of reduction 
of the consecutive dislocation, i. 268; 
advises the opening of abscesses at the hip 
with caustic, i. 269. 

F1Lx1n’s, Mr., case of excision of a joint, ii. 
968, 

Fincxe, M, on dislocation of the thumb 
from the metacarpal bone, i. 794; on the 
mode of reducing this dislocation, i. 795. 

Fingers, permanent bending of, ii. 192; 
supernumerary, li. 850 ; amputation of, ii. 
930; exarticulation of, 11. 966. 

Finucane’s, M., case of dislocation of the 
ribs, 1. 776. 

Fiscuer, M., on the chemical composition 
of pus, 1. 35; on the distinguishing tests 
for pus and mucus, i. 44; on the applica- 
tion of smear, black, or green soap, i. 638. 

FIsuHEr, Mr., on the origin of spina bifida, ii. 
466. 

Fissures, anal, i. 734. 

FIsTULA, i. 710; definition, i. 710; John 
Hunter on the inadequacy of the term 
fistula, i. 710; causes, i. 710; Hunter on 
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the causes of fistula, i. 710; prognosis, i. 
710; indications for the cure of fistula, 
i. 711; John Hunter on the cure of fis- 
tule, 1.711; salivary fistula, i. 712; signs 
i. 712; causes, i. 7123; treatment, i. 
712; treatment of fistula of Steno’s duct, 
i. 712; restoration of the natural salivary 
duct, i. 712; modes of treatment proposed 
for that purpose, i.712; Desault, Richter, 
Schreger, and Viborg on the treatment of 
salivary fistula, i. 713; production of an 
artificial duct, i. 713; mode of operating, 
i. 713; De Roy on the making an arti- 
ficial opening in the cheek, i. 713; Perry 
on the passing a leaden thread into Steno’s 
duct after the cheek has been penetrated, 
i.713; completion of the operation, i. 713 ; 
Duphenix and Atti on the use of a canula 
for maintaining the patency of the arti- 
ficial duct, 1.714; Croserio’s modification 
of the operation, i. 714; treatment of the 
fistula, i. 714; Bonafont, Desault, Béclard, 
and South on the treatment of fistula of 
the parotid duct, i. 714, 715 ; subsequent 


treatment, i. 715; fluctuating tumour of | 


Steno’s duct, i. 715; stony concretion in 
the salivary duct, 1.715; Syme, Astley 
Cooper, and Lawrence on salivary cal- 
culi, i. 715; South on the specimens of 
salivary calculi in the College museum, i. 
715; biliary fistula, i. 716; causes and 
symptoms, i. 716; South on biliary fis- 
tule, i. 716; treatment, i. 717; fecular 
- fistula, i. 717; definition, i. 717; signs, 1. 
718; effects of fecular fistula and of 
artificial anus on the system, 1. 718; Be- 
gin’s case of closing and wasting of the 
- portion of intestine below the artificial 
anus, i. 718; Astley Cooper's case of arti- 
ficial anus in the jejunum terminating 
fatally, i.718; prolapse of the intestine at 
the artificial anus, i. 718; symptoms and 
results, i. 718; causes of feecular fistula 
and artificial anus, i. 719; cure of arti- 
ficial anus by nature and by operation, i. 
719; the process adopted in the cure by 
nature, i. 719; Lallemand, Dupuytren, 
Scarpa, and Lawrence on the appearances 
presented on post-mortem examination, 
some time after the cure of artificial anus, 
i. 720, 721; treatment of feecular fistula 
or artificial anus, i. 721; South’s case of 
artificial anus at the navel, i. 722; King 
on artificial anus at the umbilicus, con- 
nected with the diverticulum ilei, i. 722; 
South’s case of flow of colourless fluid 
from the navel, i. 722; Lawrence on Du- 
puytren’s operation for artificial anus, 1. 
722; application of Dupuytren’s entero- 
tome for the cure of artificial anus, 1. 722; 
Seiler’s modification of Dupuytren’s en- 
terotome, i. 723; Liordat’s emporte-piéce, 
i. 723; Reybard’s modification of the ope- 
ration, i. 723; Delpech’s enterotome, i. 
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723; Desault and Schmalkalder on the 
treatment of artificial anus, 1. 723; 
Physick’s operation for artificial anus, 1. 
723; closure of the fistulous opening, 1. 
724; Dieffenbach’s cure of artificial anus 
from a lance-wound by the actual cautery, 
i. 725; treatment of artificial anus con- 
nected with the cecum, i. 725; Velpeau’s 
plan of treatment, i. 725 ; rectal fistula, is 
726 ; definition and sub-divisions, 1. 726 ; 
causes and symptoms, i. 726; abscesses 
about the anus, i. 726; Sabatier, Larrey, 
and Ribes on the internal opening of rec- 
tal fistula, i. 726; Astley Cooper’s case of 
fistula in ano, i. 727; examination of rec- 
tal fistulee, i. 727; cure of the rectal fis- 
tula with an internal opening, only to be 
effected by division of the sphincter, and of 
the partition between the fistulous passage 
and the gut, i. 727; contra-indications to 
the operation for rectal fistula, i. 728; 
Brodie and Astley Cooper on the impro- 
priety of operating for fistula in phthisical 
cases, i. 728; treatment of abscesses in the 
neighbourhood of the rectum, i. 728; 
Brodie on the treatment of large abscesses 
high up by the side of the rectum, 1. 729; 
usual modes of operating in rectal fistula, 
i. 729; the operation by cutting, 1. 729; 
South on the operation for rectal fistula, i. 
730; operation for an internal blind fis- 
tula, i. 730; dressing the wound, 1. 731; 
Pouteau, Walther, and Jaeger’s objection 
to dressing the wound, i. 731; Boyer, 
Sanson, Textor, and A. Cooper on dress- 
ing the wound, i. 731; accidents which 
may occur during and after the operation, 
i. 731; treatment of hemorrhage, i. 731; 
of inflammation and suppuration, i. 731 ; 
the hemorrhage occasionally, but rarely, 
fatal, i. 731; Copeland’s objection to stuff- 
ing the rectum in cases of hemorrhage 
after the operation, i. 731; Brodie on in- 
ternal erysipelas following the operation, 
i, 732; ligature of the rectal fistula, i. 
732; Luke on the advantages of the liga- 
ture, and on the mode of operating, 1. 732 ; 
Dr. Nelken’s instrument for applying the 
ligature, i. 732; South on the ligature of 
rectal fistula, i. 732; application of the 
leaden or silk-worm gut ligature in com- 
plete fistula, the internal opening not 
being high up, i. 732; Desault, Reisinger, 
Weidmann, Schreger, and Demme’s ap- 
paratus for ligaturing complete fistula, i. 
735; mode of employing Reisinger’s ap- 
paratus, i. 733; treatment of fistula of the 


_ rectal sheath, i. 733; Mott on the treat- 


ment of fistula of the rectal sheath, i. 
733; application of the ligature in an in- 
wardly blind fistula, i. 733; re-application 
of the ligature sometimes necessary, i. 
734; advantages of the respective opera- 
tions by ligature and by cutting, i. 734; 
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' treatment of rectal fistulee by compression, 


i, 734; treatment of externally blind 
fistule, i. 734; urinary fistula, i. 737; 
definition and sub-division, i. 737; situa- 
tion of the external and internal openings, 
and direction of the fistulous passage, i. 
737; false urinary fistula, i. 737 ; causes 
and appearances, i. 737; incomplete in- 
ternal urinary fistula,i. 737; causes and 
diagnosis, i. 738; incomplete internal 


fistula from ulceration of the mucous |. 


membrane of the urethra, or from absces- 
ses in the lacunse, i. 738 ; South and Brodie 
on incomplete internal urinary fistula, i. 
738; complete urinary fistula, i. 738; 
situation of the internal and external 
openings, i. 738 ; causes, i. 739 ; symptoms 
and progress, i. 739; treatment of incom- 
plete external fistula, i. 739; of incom- 
plete internal fistula, i. 739 ; presence of 
stones in the sac of a blind fistula, i. 740; 
of complete urinary fistula, i. 740; com- 
plete urinary fistula opening on the penis, 
1.740; symptoms, i. 740; treatment of 
the accompanying stricture, i. 740; of the 
fistula, i. 740: treatment of the fistula 
when callous, i. 740; Cooper and Dieffen- 
bach on the treatment of callous fistula, 
1. 740; Cooper, Dieffenbach, Zang, and 
Freimann on the suture of urethral fis- 
tula, 1.741; Dieffenbach on the introduc- 
tion of the running stitch, i. 741; Cooper, 
Earle, Alliot, Delpech, Ricord, and Dief- 
fenbach on urethroplasty, i. 742; the 
operation of urethroplasty in fistule near 
the scrotum, i. 742; in large fistule in 
the middle or fore part of the penis, i. 
742; in fistula close behind the prepuce, 
1. 743; in large openings immediately 
behind the glands, with deficient prepuce, 
i. 743; Charles Bell’s operation for the 
restoration of the canal of the urethra, i. 
744 ; causes, situation, and symptoms of 
complete urinary fistula in the hinder part 
of the urethra, i. 744; Brodie on the 
causes of fistula in perineo, i. 744; Bro- 
die on the causes of perineal abscess, i. 
744; treatment of urethral fistula, i. 745 ; 
Hunter, B. Bell, and Richter’s objections 
to the use of the catheter in urethral fis- 
tula, 745; Brodie on the treatment of 
fistula in perino, i. 745, 746; operation 
for the callous fistula in perineo, i. 745; 
Brodie’s case of malignant disease conse- 
cutive on neglected perineal fistula, i. 746 ; 
operation for the division of the stricture 
in great narrowing of the urethra, i. 746 ; 
South on the operation for the division of 
the stricture, i. 747; recto-urethral and 
recto-vesical fistula, 1.747 ; causes, symp- 
toms, and treatment, 1. 747 ; Dupuytren’s 
treatment by the actual cautery or by 
caustic, 1. 748; Jaeger on the division of 
the sphincter muscle, i. 748; Desault, 
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Dupuytren, and Zang on the treatment of 
these fistule, i. 748; Astley Cooper's 
operation for recto-urethral fistula, i. 748 ; 
South’s operation for recto-vesical fistula, 
1. 748; vesico-vayinal fistula, i. 750 ; 
causes, 1. 750 ; symptoms, 1. 751 ; diagnosis, 
i. 751; prognosis, i. 751; the instruments of 
Dzondi, Barnes, Schmitt, Burchard.Earle, 
and Dugés’, i. 751; treatment of vesico- 
vaginal fistula, i. 751; Desault, Baines, 
Guthrie, Rognetta, Coxe, and J aeger on 
the treatment by drawing off the urine 
and by compression, i. 752; Dupuytren, 
Lallemand, and Dieffenbach on cauteri- 
zation as a means of cure, i 752; Roon- 
huysen, Fatio, Voelter, Naegele, Schreger, 
and Wutzer on the use of the suture, i. 
753; mode of applying the suture, i. 
758; varieties of sutures, and their appli- 
tion, by Naegele, Roux, Schreger, Ehr- 
mann, Kilian, Lallemand, Deuber, and 
Dieffenbach, i. 755; puncture of the 
bladder above the pubes after the opera- 
tion, 1. 756; Dieffenbach and Wutzer on 
the after-treatment, i. 756; Jobert on the 
treatment of vesico-vaginal fistula by 
transplantation, i. 757; Dieftenbach’s 
treatment of large fistula: by drawing the 
mucous membrane together, i. 758; Dief- 
fenbach’s treatment of moderately large 
fistule, i. 758; Vidal’s proposal to occlude 
the vulva, in complete destruction of the 
vagina and wall of the bladder, i. 759; 
Horner’s proposal to draw down the uterus 
into the vagina, i. 759; Dr. Keith’s case 
of vesico-vaginal fistula, i. 759; recto- 
vaginal fistula, i. 760; symptoms, i. 760; 
tendency to spontaneous cure, i. 760; 
Duparcque’s case, i. 760; Dupareque on 
the indications in the treatment of this 
fistula, i. 760; Copeland’s operation by 
the division of the sphincter ani, i. 761. 

FLAMMANT’s, M., apparatus for fractured 
clavicle, i. 551. 

FLEIscumann’s, M., description of the mu- 
cous bags beneath the tongue, ii. 406. 

Fiemine’s, Mr., case of ligature of the ex- 
ternal carotid for secondary hemorrhage, 
Ly 23. 

FLETCHER’s, Mr., instrument for cesophageal 
stricture, ii, 323. 

FLeury’s, M., case of simple serous cysts 
of the neck, ii. 695. 

Fluctuation, occurrence and signs of, i. 36. 

Fonrana, on the effects of viper bites, i. 
353. 

Foot, fracture of the bones of, i. 584; arti- 
ficial, ii. 847; exarticulation of, at the 
ancle-joint, ii. 944; partial amputation of, 
li, 947. 

Forp, on the treatment of abscesses at the 
hip, 1. 269; cases of spontaneous cure of 
aneurism, ii. 215. 

Fore-arm, fracture of the bones of, i. 557; 
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dislocations of, i. 788; amputation 
through, ii. 926 ; exarticulation of, at the 
elbow, ii. 961. 


FOREIGN BODIES, DISEASES DEPENDING ON 


THE PRESENCE OF, IN THE ORGANISM :— 
Definition and divisions, ii. 379; foreign 
hodies introduced into the body from without, 
11.380 ; foreign bodies in the nostrils, i1. 380 ; 
causes of retention, ii. 380 ; their removal, 
ii. 380; presence of balls from gun-shot 
wounds in the nostrils, ii. 880 ; when the 
foreign body cannot be removed it should 
be pushed backwards into the mouth, i. 
380; Astley Cooper’s case of ball lodged 
in the frontal sinuses, ii. 380; foreign 
bodies in the mouth, ii. 880; are readily 
removed or got rid of by suppuration, il. 
380; South’s case of a piece of tobacco- 
pipe lodged in the cheek, ii. 380; foreign 
bodies in the esophagus, ii. 381 ; situation 
of the foreign body, ii. 381; South’s cases 
of,-ii. 381; symptoms, ii. 381; diagnosis 
often difficult, ii. 382; sensation of sore- 
ness in the throat after the extraction of 
the foreign body, ii. 382; South’s case of 
fish-bone in the cesophagus, ii. 382; Mon- 
ro’s cases of halfpence in, ii. 382; Mon- 
ro’s case of a foreign body in a sac behind 
the cesophagus at its origin, li. 382; re- 
moval of foreign bodies from the cesopha- 
gus, ii. 382; removal upwards, il. 382; 
extraction of foreign bodies from the ceso- 
phagus by instruments, ii. 383; thrusting 
them down into the stomach, ii. 383 ; 
should not be attempted unless they be 
beyond the reach of the finger, ii. 383 ; 
Astley Cooper’s case of fish-bone at the 
glottis, ii. 8384; Brown’s case of a piece 
of broken delf plate in the esophagus, ii. 
384; Tunnaley’s case of a bristle in the 
esophagus ii. 384; treatment when the 
foreign body has caused severe inflamma- 
tion and diseased contraction of the ceso- 
phagus, ii. 384; consequences of foreign 
bodies in the cesophagus, ii. 384; passage 
of thin and pointed bodies through its 
walls and the neighbouring parts, 11. 385 ; 
cases requiring wsophagotomy, ii. 385; 
South’s preference of tracheotomy to 
cesophagotomy, ii. 385; directions for the 
operation, ii. 385; Eckoldt’s method, ii. 
385; Vacca Berlinghieri and Bégin’s 
directions for the operation, 11. 386 ; re- 
moval of the foreign body, ii. 387; after- 
treatment, ii. 387; foreign bodies in the 
stomach and intestinal canal, ii. 888 ; bulky 
bodies often pass away by the intestinal 
canal, pointed ones are retained, and cause 
inflammation and suppuration, li. 388; 


Dr. Marcet and Dr. Barnes’ cases of knife- | 


swallowing, ii. 388; retention of bulky 
bodies and the symptoms they produce, ii. 
389; obstruction of the ileum by a gall- 
stone, ii. 889 ; intestinal obstruction from 
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lumps-of carbonate of magnesia, and col- 
lections of cherry-stones, ii. 389; Lang- 
staff’s case of a madman who swallowed 
a silver spoon, ii. 3889; consequences of 
the presence of pointed bodies in the in- 
testines, ii. 390; general treatment in 
cases of foreign bodies in the stomach or 
intestines, ii. 390 ; Green’s case of foreign 
body in the alimentary canal, 11. 390; 
extraction of the foreign body by gastro- 
tomy or enterotomy, ii. 390; Delpech’s 
objections to these operations, 11. 390; 
Shoval’s case of gastrotomy for the re- 
moval of a knife from the stomach, il. 
391; directions for gastrotomy, ii. 391 ; 
for enterotomy, ii. 391; enterotomy also 
advised for the relief of stricture and 
closure of the large intestines, for collec- 
tions of fzeces, ileus, and volvulus, i1. 391 ; 
foreign bodies in the rectum, ii. 392; Phil- 
lips’ case of a stick in the rectum, ii. 392 ; 
M‘Laughlan’s case of a large plug of 
wood in the rectum, ii. 392; Johnson’s 
case of obstruction of the rectum by a 
large collection of peas, ii. 392; Brodie’s 
case of apple-core in the rectum, ii. 392; 
Welbank’s case of part of a vertebra and 
rib in the rectum, ii, 392; symptoms of 
obstruction from foreign body in the rec- 
tum, ii. 392; abscesses by the side of the 
rectum, 11. 395; Brodie and Green’s cases, 
ii. 393; Coulson’s case of closure of the 
rectum from the presence of a foreign 
body, ii. 893; extraction of the foreign 
body from the rectum, ii.393 ; Marchetti’s 
case of swine’s tail in the rectum, ii. 
393; Custance’s case of a blacking-pot in 
the rectum, ii. 393; Lawrence’s case of 
neck ofa wine-bottle in the rectum, li. 394; 
foreign bodies in the larynx and windptpe, 
ii. 394; symptoms, 11.394; Porter on the 
passage of foreign bodies into the larynx, 
11. 894; De la Martiniere’s case of a 
foreign body in the windpipe, ii. 395; 
symptoms caused by a foreign body in 
the rima glottidis, 11. 395; by a foreign 
body Joose in the wind-pipe, 11. 395; Bul- 
lock’s case of a quartz pebble in the upper 
part of the larynx, ii. 396 ; symptoms of 
a foreign body in one of the bronchi, il. 
396; Sue, Dupuytren, Louis, Sutton, 
Paris, and Travers jun.’s cases of foreign 
bodies in the windpipe during a long 
period of time, ii. 396; the operation of 
laryngotomy or tracheotomy, ii. 398; 
cases requiring the operation, li. 398; 
Stokes’ cases of foreign bodies in the 
cesophagus inducing laryngeal symptoms, 
ii. 898; Cock’s case of sixpence in the 
larynx, ii, 398 ; circumstances requiring 
the performance of laryngotomy, ii. 398 ; 
the operation must not be long delayed in 
angina Jaryngea, ii. 399; the operation 
useless in angina membranacea, ii, 399; 


ANALYTICAL INDEX. 


Nevermann’s statistics of tracheotomy in 
laryngitis and tracheitis, ii. 399; Breton- 
neau, ‘Trousseau, and Kirby on trache- 
otomy in croup, ii. 399; directions for 
the operation of laryngotomy, ii. 399 ; 
South on the practice of inserting a tube 
in the larynx after the operation, ii. 400; 
South’s case of fistulous opening in the 
larynx from an attempt atsuicide, ii. 400 ; 
division of the cartilage, ii. 400 ; removal 
of the foreign body, ii. 401; directions 
for tracheotomy, ii. 401; removal of the 
foreign body, ii., 401; removal of a 
foreign body from the bronchus, ii. 401; 
Brodie and Macrae’s cases, ii. 401; 
Liston and Dickin’s cases of foreign 
bodies in the bronchus, in which trache- 
otomy was performed, and the foreign 
body extracted with forceps, ii. 402; 
South on the necessity of examining the 
larynx and the rima with a probe after 
these operations for the extraction of 
foreign bodies, ii. 403; circumstances to 
be borne in mind respecting bronchotomy, 
li. 403; dangers of tracheotomy, ii. 403 ; 
the operation of laryngo-tracheotomy pre- 
ferable to tracheotomy, ii. 403 ; im- 
portance of careful observation during 
these operations, on account of the variety 
in the course of the great blood-vessels, 
ii. 404; unnatural collections of natural 
products, in their proper cavities and re- 
ceptacles, ii. 404; ranula, ii. 404; defi- 
nition and -characters,.ii. 404; Cline’s 
case of impending suffocation from ranula, 
ii, 404; opinions on the nature of ranula, 
li. 405; Cline’s case of stone in one of 
the sub-maxillary ducts, ii. 405; chemical 
analysis of the fiuid contained in ranula, 
li. 406; Gmelin and Pesselt’s chemical 
-analysis, 11. 406; Fleischmann’s descrip- 
tion of the mucous bags beneath the 
tongue, 11. 406; symptoms ofa salivary 
‘calculus in Wharton’s duct, ii. 406; 
treatment of ranula, ii. 406; Richter 
cauterizes ranula in children with lunar 
caustic, 11. 407; re-opening the duct in 
recent ranula, ii. 407; Dupuytren and 
South’s modes of operating for ranula, ii. 
407; retention of bile, ii. 408; symptoms, 
li. 408; case of exceedingly enlarged 
gall-bladder from retention of bile, ii, 
408; terminations of the disease, ii. 408 ; 
South on adhesion between and ulceration 
-of the gall-bladder into the duodenum, ii. 
408 ; treatment, ii. 408; opening the gall- 
bladder, ii. 409; retention of urine, ii. 
409; seat of obstruction to the discharge 


of the urine, ii. 410; causes, ii. 410; 
symptoms of retention of urine in the 
‘ureters, ii. 410; dangers attendant on 
ischuria ureterica, ii. 410; Allan’s case of 
retention of urine in the ureter, ii. 410; | 
treatment of ischuria ureterica, ii. 411; 
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symptoms of retention of urine in the 
bladder, ii. 411; terminations, ii, 411 ; 
South on bursting or gangrene of the 
bladder, as rare terminations of ischuria, 
11. 411; Cheston’s case of gangrene of the 
bladder from retention, ii. 412 ; South on 
the rare occurrence of opening of the 
urachus, ii. 412; symptoms of retention, 
when slowly produced, ii. 412; formation 
of sacs in the bladder, ii. 412; causes of 
retention of urine in the bladder, ii. 412; 
symptoms of paralytic retention, ii. 413; 
causes, ii. 413 ; prognosis, ii. 413 ; treat- 
ment, ii. 414; use of the catheter, ii. 414; 
iocal and general treatment, ii. 414; treat- 
ment of the quickly-occurring paralytic 
retention, ii. 414; contracted and irri- 
table bladder, and its treatment, ii. 414; 
symptoms of retention of urine from in- 
flammation, ii. 415; seat and causes of 
the inflammation, ii. 415; treatment, ii. 
415; the catheter not to be used until 
antiphlogistic remedies have been em- 
ployed, ii. 415; spasmodic retention of 
urine, ii. 416 ; symptoms, ii. 416; treat- 
ment, ii. 416; introduction of the ca- 
theter, li. 416; retention of urine de- 
pending on stoppage of the urethra, ii. 
416; causes, ii. 416; South on obstruction 
to the urine by calculi in the urethra, 
ii, 416 ; Hunter’s case, ii. 416; Howship’s 
case of distention of the bladder by 
blood, 11. 417; occasional obstruction to 
the urine, by blood flowing into the 
bladder after lithotomy, ii. 417; Law- 
rence’s cases of worms and larve dis- 
charged from the urethra, ii. 417; foreign 
bodies introduced into the urethra, and 
there remaining, or slipping into the 
bladder, 11. 417; Tyrrell and Crisp’s 
cases, ii. 417; Hunter on the expulsion 
of bougies by the contractions of the 
bladder, ii. 418; treatment of ischuria 
from calculi lying against the neck of 
the bladder, ii. 418; from blood, mucus, 
or calculi in the urethra, ii. 418; reten- 
tion of urine from small stones in the 
orifice of the urethra, ii. 418; South on 
the removal of calculi from the urethra, 
ii, 418; treatment of retention from the 
pressure of the impregnated womb or 
other viscera, ii. 419; South’s case of 
retention of urine from the pressure of 
an hydatid, 11.419; ischuria from growths 
in the bladder, ii. 419; from swellings 
of the prostate, ii. 419; symptoms of 
inflammation of the prostate, ii. 419; 
suppuration and abscess of the prostate, 
ii, 419; Brodie on abscess of the pro- 
state, 11. 420; treatment of retention of 
urine from inflammation of the prostate, 
ii, 420; introduction of the catheter, ii. 
420; Lawrence, Brodie, and South on 
eatheterism in inflammation of the pro- 
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state, ii. 420; Brodie on the treatment of 
abscess of the prostate, ii. 421; swelling 
of the prostate from varicose veins, ii. 
421; treatment, ii. 421; induration of 
the prostate, ii, 421; the discharge of a 
mucous or pus-like fluid in diseased con- 
ditions of the urinary passages, 11. 422; 
Astley Cooper, Brodie, and Lawrence on 
chronic eulargement of the prostate, il. 
422; Astley Cooper on the symptoms 
and post mortem appearances in chronic 
enlargement of the prostate, li. 423; 
Brodie and Astley Cooper on the charac- 
ters of enlarged prostate, ii. 423 ; 
Brodie on the rare occurrence of rup- 
tured bladder, from retention of urine in 
enlarged prostate, ii. 424; prognosis, il. 
424; treatment, ii. 424; Astley Cooper, 
Lawrence, and Brodie on the treatment 
of enlarged prostate, ii. 424; Brodie, 
Astley Cooper, and Lawrence on the 
treatment of retention of urine from 
enlarged prostate, and on catheterism in 
such eases, ii. 425; South on catheterism 
in enlarged prostate, il. 425; treatment 
of complete retention in stricture, 11. 
426; Amussat, Lallemand, Bégin, and 
South on the treatment of complete re- 
tention in stricture, ii. 427; forcible 
catheterism, and its dangers, 11. 427; 
Eckstrom’s operation for cutting into the 
urethra in the perineum, ii. 428; direc- 
tions for its performance, ii. 428; Lalle- 
mand, Bégin, and South on this opera- 
tion, ii. 428; of the catheter and its 
introduction, ii. 429; form, shape, and 
consistence of the catheter, il. 429; 
various kinds of catheters, ii. 429; South 
on the shape and thickness of the cathe- 
ter, ii. 430; directions for the introduc- 
tion of the catheter, ii. 430; the tour de 
maitre, ii. 430; introduction of the 
straight catheter, ii. 430; Amussat and 
Civiale on the intreduction of the straight 
catheter, ii. 431; great care required in 
passing the catheter, ii. 431; obstacles to 
its introduction, ii. 431; signs of the 
catheter’s having entered the bladder, ii. 
431; retention of the catheter in the 
urethra, ii. 431; Lallemand on the re- 
tention of the catheter in the urethra, ii. 
432; introduction of the female catheter, 
ii. 432: puncturing the bladder, ii. 432; 
causes requiring this operation, ii. 432 ; 
puncturing the bladder above the pubes, 
ii. 432; directions for the operation, ii. 
432; after-treatment, ii. 433; changing 
the tubes inserted in the bladder, ii. 
433: puncturing the bladder through the 
rectum, ii. 484; directions for the opera- 
tion, ii. 434; puncturing the bladder 
through the perineum, ii. 434; directions 
for the operation, ii. 434; relative value 
of these operations, ii. 435; objections 


ANALYTICAL INDEX. 


to these operations, ii. 435; Potter and 
South on puncturing the bladder, ii. 
436: the Casarean operation, ii. 436 5 
circumstances requiring the operation, il. 
437; Rigby on the circumstances autho- 
rizing the operation, ii. 437; the Cesarean 
operation on a pregnant woman actually 
dead, the child being viable, ii. 437; 
danger of the operation, ii. 437; Mi- 
chaelis on the doubtful character of the 
old cases in which the Cesarean opera- 
tion is reported to have been performed 
several times successfully on the same 
woman, ii. 438; Kayser on the statistics 
of the operation, ii. 438; Michaelis’ case, 
in which the Cesarean section was per- 
formed four times on the same woman, 
ii. 439 ; proper time for the performance 
of the operation, ii. 439; Rigby on the 
propriety of not operating until after 
labour has commenced, ii. 439; prepara- 
tions for the operation, ii. 439 ; directions 
for the performance of the operation, ii. 
440; dressing the wound, ii. 441; Gode- 
froy’s case of Casarean section, in which 
he sewed up the wound in the womb, ii. 
442; Michaelis on the danger attending 
the effusion of the secretions from the 
wound into the belly, ii. 442; the after- 
treatment, ii. 442 ; Michaelis on the exhi- 
bition of opium, and the necessity of keep- 
ing the bowels open, after the operation, ii. 
442; proposals to diminish the danger of 
the operation, ii. 442; Rietgen, Bande- 
locqae, and Physick on the mode of 
performing the Cesarean operation, ii. 
448; Michaelis on the greater probability 
of success attending a repetition of the 
Cesarean operation than in the first 
instance, ii. 444: gastrotomy, ii. 444; 
circumstances requiring the operation, 
ii. 444; circumstances of danger attend- 
ing gastrotomy for extra-uterine preg- 
nancy, ii. 444; symptoms of escape of 
the foetus into the abdomen in tubular 
or ovarian pregnancy, ii. 445; the per- 
formance of the operation, ii. 445: cut- 
ting through the pubic symphysis, ii. 4455 
circumstanecs requiring the operation, 
ii, 446; results, ii. 446; directions for 
the operation, ii. 446; after-treatment, 
ii. 447: collection of natural fluids ex- 
ternal to their proper cavities and_re- 
ceptacles: blood-swellings on the heads of 
newly-born children, 11. 447 ; definition, 
seat, and characters, 11. 448; progress 
and termination of the tumour, ii. 448 ; 
suppuration of the blood-swelling, and 
perforation of the skull, ii. 449; causes 
and origin of blood-swellings, ii. 449; 
opinions as to the nature of the blood- 
swellings, li. 450; appearances of the 
eavity of the blood-swellings when 
opened during life or after death, ii. 
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451; distinguishing characters of blood- 
swellings from other tumors on the head, ii. 
452; prognosis, ii. 453 ; treatment, ii. 453 ; 
opening the tumor, ii. 454 ; the opening not 
to be crucial, nor the entire length of the 
tumor, il. 454 ; Hoere’s case of simultane- 
ous collection of blood between the peri- 
cranium and the skull, and the dura mater 
and skull, the latter being fissured, ii. 454 : 
hematocele, ii, 455; definition and divi- 
sions, ii. 455; Mayo on hematocele, ii. 
455; causes, il. 455; Pott and Brodie on 
effusion of blood into the cellular tissue of 
the scrotum, ii. 455; treatment, ii. 455; 
causes of hematocele in the vaginal 
tunic, ii. 456; diagnosis, ii. 456; Brodie 
on hematocele complicated with hydro- 
cele, ii. 456; South on hematocele fol- 
lowing the operation for hydrocele, ii. 
456; Brodie’s case of heematocele, in 
which the tunica vaginalis ruptured, ii 
456 ; Astley Cooper’s case of heematocele, 
ii. 456 ; treatment, ii. 456; by operation, 
11. 456 ; South on dispersing the blood in 
heematocele of the vaginal tunic, ii. 456; 
Astley Cooper’s case of hematocele of 
17 years’ duration, ii. 456; South on the 
occurrence of suppuration, if the effused 
blood be not soon absorbed, ii. 457; 
heematocele of the testicle, and its treat- 
ment, il. 457 ; Pott and Curling on hema- 
tocele of the spermatic cord, ii. 457: 
outpouring of blood into the cavities of 
joints, li. 457; causes, ii. 457; Hey’s 
‘ease, li. 457 ; treatment, 11.457: collections 
of diseased products: dropsy of the mucous 
sacs, 11. 458; characters, 11. 458; Mayo 
on dropsy of the burs mucose, ii. 458 ; 
Mayo and South on the formation of 
bursee from pressure, ii. 458; causes of 
dropsy of the mucous sacs, ii. 458; con- 
dition of the diseased part, ii. 458 ; Cru- 
veilhier on encysted swellings, ii. 458 ; 
South on partial enlargements of the 
sheaths of tendons, ii. 459; dropsy of 
the burse most frequent on the knee- 
cap, li. 459; characters, ii. 459; de- 
generation of mucous sacs, and their 
treatment, ii. 459; South on housemaid’s 
knee, ii. 459; treatment, ii. 459; by ope- 
ration, 11.460; Dupuytren on the opera- 
tive treatment of encysted swellings, ii. 
460; Lenoir on dropsy of the burse in 
the sole of the foot, ii. 460; Travers’ case 
of suppuration of the bursa on the knee- 
cap, 11. 461; South on the treatment of 
dropsical burse, li. 461; dropsy of the 
joints, ii. 461; definition and characters, 
li, 461; causes and progress, ii. 461; 
Brodie on hydrarthrus, ii. 462; prognosis, 
ll. 462; treatment, ii. 462; by operative 
proceeding, ii. 462; South's objections to 
the operation, il. 462; after-treatment, ii. 
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injections of iodine in hydrarthrus, ii: 
463: water in the head, and cleft-spine, 
ii. 464; definition and varieties of hydro- 
cephalus, ii. 464; seat of the fluid in 
hydrocephalus externus, ii. 464; effusion 
of the fluid between the membranes and 
the skull, and in the ventricles of the 
brain,.ii. 464; condition of the parts in 
congenital hydrocephalus internus, ii. 
465 ; nature and characters of spina bifida, 
il. 465; spina bifida may be unconnected 
with hydrocephalus, ii. 465; Gall and 
Chesman’s cases, ii. 465; state of the 
cerebral and spinal functions in hydro- 
cephalus and spina bifida, ii. 466 ; Fisher 
on the origin of spina bifida, ii, 466; 
Hewett on the connexion between the 
cord or the nerves and the walls of the 
sac in spina bifida, ii. 467; treatment, 
ii. 467; Dr, Copland on puncturing the 
brain in chronic hydrocephalus, ii. 467 ; 
Abernethy, Astley Cooper, and Hewett 
on puncturing spina bifida, ii. 468; Du- 
bourg, Tavignot, and Beynard on the 
treatment of spina bifida by closing the 
sac, li. 469: the collection of serous and 
purulent fluids in the cavity of the chest,— 
hydrothorax, and empyema, ii. 469 ; symp- 
toms, ii. 469 ; characters by mensuration, 
percussion, and auscultation, ii. 470; 
physical phenomena of pleuritic effusion, 
ii. 471; Hirtz on the physical. pheno- 
mena of pleuritic effusion, ii. 472; 
causes of effusion into the chest, ii. 473; 
circumstances requiring and admitting 
of paracentesis thoracis, ii. 473; mode of 
operating, 11.473; mode of operating by 
opening the chest with a cut, ii. 474; 
place where the incision should he made, 
ii. 474; South’s objections to opening 
abscess of the lung, ii. 475; dressing 
and after-treatment, ii. 475 ;. puncturing 
the chest with a trocar, ii. 475; various 
plans recommended for preventing the 
entrance of air, il. 476; after-treatment, 
li. 476; relative value of the two opera- 
tions, ii. 476; mode of cure after the 
operation, ii. 477; Dr. Davies on the 
operation for empyema, ii. 478 ; dropsy 
of the pericardium, ii. 478; symptoms 
and characters, ii.478; Laennec, Piorry, 
and Gendrin on the physical characters 
of dropsy of the pericardium, ii, 479; 
condition of the parts in hydro-pericar- 
dium, ii. 479; South on suppuration of 
the pericardium, ii. 479; treatment by 
operation very dangerous, ii. 479; mode 
of operating, ii. 480; the accumulation 
of serous and purulent fluids in the 
mediastina, ii, 481; symptoms, ii. 481; 
treatment by operation, ii. 481; de- 
scription of the operation, ii. 481; 
dressing and after-treatment, ii. 481; 
dropsy of the belly, ii, 482; varie- 
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ties, ii, 482; treatment by tapping, 
ii. 482; tapping only a palliative opera- 
tion, li. 482; place where it should be 
performed, ii. 482; Astley Cooper on 
tapping in the linea alba, 11. 483 ; cases in 
which another place should be selected 
for the operation, ii. 483; performance of 
the operation, ii. 483; South on the pro- 
priety of passing the catheter before tap- 
ping, 11. 484; South on the propriety of 
ascertaining the condition of the womb 
before tapping, 11. 484; South on the ope- 
ration of tapping, ii. 484; dressing the 
wound, ii. 484; occurrence of hemor- 
rhage, ii. 485; South’s case of wound of 
the epigastric artery during the operation 
of tapping, ii.485; South’s case of venous 
hemorrhage during the operation of tap- 
ping, ii. 485; Watson’s cases of hemor- 
rhage during the operation of tapping, il. 
485; after-treatment, ii. 485; remarks on 
puncturing in different places, ii. 486; 
Buchanan’s operation of puncturing the 
cavity of the abdomen through the blad- 
der, ii. 486; ovarian dropsy, li. 486; 
diagnosis, ii. 486; puncturing ovarian 
dropsy only palliative, ii. 487; Ollenroth, 
Le Dran, Littre, Chopart, Desault, and 
Dzondi’s modes of operating, ii. 487; 
King, West, Jeaffreson, De la Porte, and 
Morand on the extirpation of the ovary, 
ii. 487; mode of operating, ii. 488; Re- 
camier’s fatal operation, ii. 488 ; Brown’s 
treatment of ovarian dropsy, il. 488; 
Bonfils and Camus’ mode of proceeding, 
ii. 488; Southam on the effects of para- 
centesis in ovarian dropsy, il. 488; the 
small and the large operations for the ex- 
tirpation of ovarian dropsy, 11. 489, the 
small operation first suggested by Dr. W. 
Hunter, ii. 489; Jeaffreson, King, and 
West’s cases, 11. 489; M‘Dowall, Lizars, 
and Clay on the large operation, i1. 489 ; 
relative value of the operations for ova- 
rian dropsy, 11.489; South on the relative 
value of the small and large operations 
for ovarian dropsy, ii. 490; Phillips, 
Jeaffreson, and Stafford Lee on the sta- 
tistics of these operations, ii. 490; Southam 
on the nature of ovarian disease, ii. 491; 
Bonfils, Camus, Locock, Astley Cooper, 
and Schmucker’s cases of spontaneous 
rupture of ovarian cyst, 11.491; Astley 
Cooper’s case of ovarian dropsy, in which 
the fluid was discharged by ulceration of 
the navel, ii. 492 ; Sutton’s case of ovarian 
dropsy, with discharge of hair by the 
wound made in tapping, ii. 492; Ashwell 
and Southam on the extirpation of ova- 
rian cysts, ii. 492; cases in which tap- 
ping was repeatedly performed, ii. 493; 
Dohlhoff’s case of encysted abscess of the 


abdomen, ii. 493; abdominal dropsy com- | 


plicated with pregnancy, ii. 494; situation 


ANALYTICAL INDEX. 


in which tapping should be performed, ii. 
494; dropsy of the womb,—hydrometra, il. 
494; symptoms, ii. 494; distinctions be- 
tween hydrometra and pregnancy, ii. 494 3 
dropsy of the pregnant womb, il. 494; 
symptoms, ii. 495; causes of dropsy of 
the unimpregnated womb, li. 495; para- 
centesis uteri, 11. 495; tympanitis, 11. 495 ; 
treatment by paracentesis, ii. 495; mode 
of operating, ii. 495; hydrocele, ii. 496 ; 
definition, ii. 497; varieties, ii. 497 ; 
causes of collection of water in the cellu- 
lar tissue of the scrotum, ii. 497; symp- 
toms and characters of hydrocele of the 
tunica vaginalis, ii. 497; South on the 
characters of hydrocele, ii. 497; Astley 
Cooper and Brodie’s cases of hourglass 
hydrocele, ii. 497; Astley Cooper and 
South on the situation of the testicle in 
hydrocele, ii. 498; Cline and Brodie’s 
cases of large hydroceles, ii. 498; South 
and Astley Cooper on the characters of 
the serum in hydrocele, 11.498; diagnosis 


_ between hydrocele and diseases of the 


testis, 1i.498; South on the complications 
of hydrocele, ii. 498; causes, li. 498 ; 
Rochoux, Velpeau, Blandin, Pigné, and 
Gausseil on hydrocele caused by gonor- 
rhea, ii. 498 ; prognosis, ii. 499 ; treatment, 
ii. 499; Brodie, Astley Cooper, and South 
on the spontaneous cure of hydrocele, ii. 
499; situation in which the puncture of 
the hydrocele is to be performed, 11. 500; 
the operation of tapping, ii. 500 ; Travers, 
Lewis, and South on the treatment of 
hydrocele by punctures, ii. 500; tapping 
with a lancet, ii. 501; varying consistence 
of the fluid in hydrocele, ii. 501; treat- 
ment after tapping, ii. 501 ; Astley Cooper 
on the radical cure of hydrocele by exer- 
cise after tapping, ii. 501; South on the 
impropriety of any other operation than 
tapping in old people, ii. 501; radical 
cure of hydrocele, ii, 501;° by external 
stimulant applications, 11. 502; Kinder 
Wood’s operation of excising a portion of 
the tunica vaginalis, ii. 502; the radical 
cure by incision, ii. 502; mode of ope- 
rating, ii. 502; after-treatment, 11. 502; 
if during the operation the testicle be 
found hardened, must be extirpated, 11. 
503; hydatids of the testicle also to be 
removed, ii. 503; the operation by injec- 
tion, ii. 503; mode of operating, 11. 503 ; 
after-treatment, ii. 503; strength of the 
injection should vary according to the 
sensibility of the patient, ii. 503 ; various 
fluids used as injections, ii. 503; South 
on the iodine injection in hydrocele, ii. 
504; occasional failure of the injection 
to cure the disease, ii. 504 ; Astley Cooper» 
on the cause of the failure, 11.504; Brodie 
and Everard Home’s cases of relapse of 
hydrocele after a long time, ii. 504; South 
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on suppuration of the tunica vaginalis 
after the operation by injection, ii. 504 ; 
South on the treatment when the cellular 
tissue of the scrotum is injected by mis- 
take, instead of the tunica vaginalis, ii. 
504; treatment of hydrocele by the in- 
_ troduction of a seton, ii. 504; Holbrook, 
Onsenoort, Green, and South on the 
treatment of hydrocele by the seton, 
ii. 505; use of a tent, ii. 505; treatment 
by caustic, ii. 505; Hesselbach on the 
treatment of hydrocele by caustic, ii. 506 ; 
cutting away the vaginal tunic, ii. 506; 
Boyer, Dupuytren, Textor, Balling, and 
South on this operation, ii. 506; relative 
value of these operations, ii. 506; con- 
genital hydrocele, ii. 507 ; characters and 
natural cure, li. 507; congenital hydrocele 
of women, ii. 507 ; period of its occurrence, 
ii. 507; treatment, ii. 508; Viguerin and 
Desault’s plans, ii. 508; treatment by in- 
jection dangerous, ii. 508; varieties of 
congenital hydrocele, and their treatment, 
li, 508; hydrocele complicated with rup- 
ture, ii. 509; symptoms, ii. 509; diagno- 
sis, 11. 509; treatment, ii. 510; when the 
rupture is reducible, ii. 510; when irre- 
ducible, ii. 510; South on the treatment 
of hydrocele complicated with rupture, 
ii. 511; hydrocele of the general vaginal 
tunic, 11. 511; varieties, 11. 511; charac- 
ters and treatment, ii. 511 ; encysted hydro- 
cele, ii. 511; characters and treatment, 
ii. 511; the operation, ii. 511; forma- 
dion of stony concretions in the fluids 
of the body, ii. 512; are formed in the 
urine, bile, saliva, and feces, ii. 512; 
urinary calculus: Magendie, von Wal- 
ther, Austin, Wetzlar, Willis, and Jones 
on the formation of calculi, ii. 513; ge- 
neral constituents of caleuli, ii. 517; other 
and more rare constituents, ii. 517; Tay- 
lor on the rarity of carbonate of lime cal- 
cull, ii. 518; urte acid and urate of am- 
monia, ii. 518; the combination of uric 
acid with ammonia, and its precipitation 
in the free state on the cooling of the urine, 
ii. 518; the development of free acids in 
the urine, 11.519; oxalate of lime, ii. 519 ; 
frequently forms the nucleus of a calcu- 
lus, but not uncombined, ii. 519; a cal- 
culus of almost pure oxalate of lime has 
been met with, ii. 519: Prout and Walther 
on the origin of oxalic acid in the urine, 
li. 519; presence of free oxalic acid in 
the urine, ii. 520; combinations of oxalic 
acid, ii. 520; cystin, ii. 521; caleuli of 
cystic oxide rare, ii. 521; usually consist 
entirely of this substance, but occasionally 
met with as nuclei of other calculi, ii. 
521; formation of cystic oxide calculi, ii. 
521; chemical composition, ii. 521; zan- 
thie oxide, uric oxide, ii, 521; of very rare 
occurrence, 11. 521 ; chemical composition, 
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ii, 5213 never occurs in solution, or as a 
precipitate from the urine, ii. 521; phos- 
phate of ammonia and magnesia, ii. 522 ; 
causes of its formation, ii. 522; Jones on 
the phosphatic diathesis, ji. 522 3 con- 
necting material of calculi, ii, 522 ; causes 
of the production of gravel and calculi, 
ll. 5225 remote causes, ii. 522; Taylor on 
the calculi of children, ii. 523; foreign 
bodies in the bladder act as the nuclei of 
calculi, ii. 523; foreign bodies rarely 
coated with uric acid, ii. 524; South on 
foreign bodies as the nuclei of stones, ii. 
524; Astley Cooper, Brodie, and Everard 
Home’s cases, ii. 524; A. White and Ar- 
nott’s cases of foreign bodies in the va- 
gina, the bladder injured, and formation 
of calculi, ii, 524; varieties of calculi, ii: 
525; characters, il. 525; characters of 
uric acid calculi, ii. 525; of urate of am- 
monia, li, 525; of mulberry stones, ii. 
525; of hempseed calculi, ii. 526; of the 
earthy phosphates, ii. 526; of the phos- 
phate of lime, ii. 526 ; of the fusible stone, 
11. 526; of the cystic oxide, ii. 526; of 
xanthie oxide, il. 526; of carbonate of 
lime, ii. 526; physical characters of cal- 
culi, 11, 526 ; division of calculi according 
to their chemical composition, ii. 527; 
frequency of the different kinds of cal- 
culi, ii. 527 ; amorphous urinary sediments, 
ii. 528; Dr. Prout on lithic or uric acid 
sediments, ii. 528; characters of yellow 
sediments, ii. 528; of red or lateritious 
sediments, ii. 528; of pink sediments, ii. 
528; white lithate or urate of soda sedi- 
ment, ii. 529 ; characters and accompany- 
ing symptoms of the phosphatic sedi- 
ments, li. 529; causes of the phosphatic 
sediments, ii. 530; oxalate of lime sedi- 
ment, ii. 530; characters of the urine in 
cystic oxide calculus, ii. 530; gravel, ii. 
530; definition and characters, ii. 530; 
Magendie on hairy gravel, ii. 530; symp- 

toms of gravel, li. 531; Prout on the 
characters and symptoms of crystallized 
uric acid gravel, ii. 551; Prout on the 

crystallized phosphatic sediments, ii. 432 ; 
Prout on the rarity of crystallized oxalate 

of lime gravel, ii. 532; symptoms of the 
oxalic diathesis, ii. 532; causes and treat- 

ment, ii. 533 ; treatment of gravel, ii. 533 - 
of uric acid gravel, ii. 533; Wetzlar, 

Jones, Wilson Philip, and Brodie on the 

treatment of uric acid gravel, ii. 534; 

Prout on the treatment of a fit of the 

gravel, 11. 585; Jones on the treatment of 
uric acid gravel, ii. 535; treatment of 
cystic oxide gravel, ii. 536; of oxalate of 
lime gravél, ii. 536; of phosphate of lime 

gravel, 11. 537; Prout on the treatment of 
cystic oxide gravel, ii. 537; Prout and 

Jones on the treatment of the oxalate of 
lime diathesis, ii. 537; Prout and Jones 
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on the treatment of the phosphatic dia- 
thesis, ii. 538; stones in the kidneys, ii. 
539; situation, ii. 539; Prouton the for- 
mation of uric acid calculi in the kid- 
neys, ii. 540; Brodie on the connexion 
between uric acid calculi and gout, ii. 
540; Prout and Brodie on renal calculi 
of oxalate of lime, ii. 540; Prout on renal 
calculi of cystic oxide, ii. 541; Prout on 
the rarity of phosphatic renal calculi, ii. 
541; diagnosis, ii. 541; symptoms, ii. 
541; Brodie on the symptoms of renal 
calculi, ii. 541; Astley Cooper and Bro- 
die’s cases, ii. 541; progress of stone in 
the kidney, ii. 541; Brodie on the pas- 
sage of renal calculi into the bladder, ii. 
541; Hevin, Astley Cooper and Brodie’s 
cases of renal calculi communicating with 
abscess in the loins, ii. 542; Crisp’s case 
of fracture of a renal calculus by sudden 
exertion, ii. 542; treatment, ii. 542; re- 
moval of the calculus by nephrotomy, ii. 
542; directions for the operation, 11. 542; 
Brodie and South on the treatment of 
renal calculi, ii. 542 ; Prout on the treat- 
ment of nephritis complicating renal cal- 
culi, ii. 542; Brodie on gouty inflamma- 
tion of the kidneys, ii. 543; stone in the 
ureters, ii. 543; symptoms, 11. 543 ; treat- 
ment, ii. 543; Brodie on the symptoms of 
stone in the ureter, ii. 543; Brodie and 
Travers’ cases of impaction of calculi in 
the ureters, ii. 544; Cline and Astley 
Cooper’s cases of suppuration of the kid- 
ney from impaction of calculi in the ure- 
ters, ii. 544; Astley Cooper on the treat- 
ment of calculi in the ureters, ii. 544; 
stone in the bladder, ii. 544; origin and 
varieties, ii. 544; Brodie on the preva- 
lence of calculi in different classes of so- 
ciety, and at different ages, ii. 545 ; Smith 
on the statistics of lithotomy, il. 545; 
Copland Hutchinson on the rarity of cal- 
culus among seamen, li. 545; forms of 
calculi in the bladder, ii. 545 ; characters 
and situation, ii. 546; sacculated and ad- 
herent calculi, ii. 546; Taylor on hour- 
glass calculi, ii. 546; Cline, Mayo, Astley 
Cooper. Smith, and Cheselden’s cases of 
large calculi, ii. 546; Martineau’s cases of 
very small stones, ii. 547; Astley Cooper's 
case of a great number of calculi in 
the bladder, ii. 547; Pott’s case of fusible 
calculus in a vesical rupture, 11. 547; 
Brodie’s case of encysted calculus, il. 547 ; 
Wickham’s case of calculus enclosed in a 
bag of lymph encrusted with calculous 
matter, ii. 548; Brodie, Prout, and 
Crosse on the spontaneous breaking up of 
calculi in the bladder, ii. 548 ;-symptoms 
of vesical calculus, ii. 548; Prout on the 
symptoms of vesical calculus, ii. 550; 
sounding the bladder, ii. 550; Klein, 
Brodie, and South on sounding, ii. 550; 
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Brodie and South on the existence of cal- 
culous symptoms, without the presence of 
a stone in the bladder, ii. 551; South on 
the simulation of calculus by vesical 
polypus, ii. 551; measuring the size of 
the calculus, ii. 551 ; South on measuring 
the calculus, ii. 551; various modes of 
treatment, ii. 552; internal use of stone- 
solvents, ii. 552; empirical remedies, ii. 
552; efficacy of stone-solvents, ii S525 
Liston’s case of partial solution of a stone 
in the bladder, ii. 553; injection of sol- 
vents into the bladder, 1i. 553; directions 
for the use of solvent injections, ii. 553; 
difference of opinion as to the value of 
these modes of treatment, ii. 553; Pe- 
louze’s experiments, ii. 554; Prout and 
Brodie on the use of stone-solvents, ii. 
554; dissolving stone by means of the 
galvanic pile, ii. 555; the apparatus and 
its application, ii. 555; extraction of the 
stone through the urethra, ii. 5555; by di- 
latation, ii. 555; principally applicable to 
females, ii. 555; mode of effecting the dila- 
tation, ii. 555; Brodie on the dilatation of 
the urethra, ii. 556 ; Astley Cooper, Liston 
and Brodie on the dilatation of the female 
urethra, ii. 556 3 crushing the stone,—litho- 
trity, ii. 557; Gruithuisen, Elderton, and 
Sanctorius’ lithotritic instruments, li. 558 ; 
ease of the Monk of Citeaux, ii. 558; 
General Martin’s case, ii. 558; improve- 
ment of lithotritic instruments, 1. 559; 
three classes of lithotritic instruments, 
ii. 559; relative value of these instru- 
ments, ii. 560; advantages and disadvant- 
ages of the three-limbed perforating for- 
ceps, 11. 560; of Jacobson’s instrument, ii. 
560; of Heurteloup’s percuteur, il. 560; 
treatment prior to the operation, ii. 561 ; 
position of the patient, ii. 561; mode of 
operating, ii. 561; with the three-limbed 
perforating forceps of Civiale and Leroy, 
ii. 562; with Jacobson’s instrument, ii. 
563; with Heurteloup’s percuteur, ii. 563 ; 
duration of a lithotriptic sitting, 11. 564 ; 
treatment after the operation, il. 564 ; 
escape of sand and calculous fragments, 
11.564; arrest of fragments in the ure- 
thra, ii. 565; breaking up the fragments 
in the bladder, ii. 565; treatment of 
fragments of calculus fixed in the urethra, 
li. 565; by extraction, il. 566; removal 
by incision, ii. 566; examination of the 
bladder when the calculous symptoms. 
have ceased, ii. 566; lithotrity in women, 
ii. 5663 cutting for the stone,—lithotomy, 
ii. 568; definition, ii. 568; should be 
performed early, ii. 568; circumstances 
contra-indicating the operation, 11. 568; 
Cline, Attenburrow and Astley Cooper’s 
cases of old men operated on for stone, 
ii. 569; Keate, Hunter and Civiale’s ope- 
rations on infants, ii. 569 ; Green’s case of 
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lithotomy in a fat man of 50 years of age, 
11. 569; preparation of the patient for the 
operation, li. 569; cutting for the stone in 
man, ii. 570; with the little or Celsian 
apparatus, ii. 570; mode of operating, ii. 
570; objections to the operation, ii. 571; 
cutting for the stone with the great appa- 
ratus, ii. 571 ; mode of operating, ii. 571 ; 
advantages of this operation over the little 
apparatus, 11. 572; the high operation, 
11. 572; mode of operating, ii. 573 ; modi- 
fications of the operation, ii. 574; dressing 
the wound, ii. 575; the prevention of in- 
filtration of urine from this operation, ii. 
575; treatment of the wound for some 
days, ii. 576; untoward circumstances 
during and after the operation, ii. 576 ; 
advantages and disadvantages of the ope- 
ration, and cases in which it is applicable, 
ii. 577; Cheselden on the high operation, 
li. 577; the lateral operation, ii. 578; 
Rau’s mode of operating, ii. 579 ; Chesel- 
den’s operation for stone, ii. 580, 585; 
preparations for the operation, ii. 580 ; 
South on the binding a patient prior to 
the operation, ii. 580; mode of operating, 
ii. 581; Brodie’s case of encysted calcu- 
lus removed by the lateral operation, ii. 
581; South’s case of stone undetected by 
the sound during eight years, ii. 581; 
Brodie and South on the external inci- 
sion, ii. 582; Scarpa on the division of 
the prostate, ii. 583; Key and Liston’s 
modes of operating for stone, ii. 584; Dr. 
James Douglas and Sharp on Cheselden’s 
operation, ii. 586; Douglas on the dis- 
section of the parts concerned in this ope- 
ration, ii. 587; Martineau and Brom- 
field’s operations, ii. 587; Brodie on the 
section of the prostate and bladder, ii. 
588; use of Langenbeck’s knife, ii. 589 ; 
Thomas Blizard, Astley Cooper, and Tyr- 
rell on the section of the prostate, ii. 590 ; 
extraction of the calculus, ii. 590; use 
of the cutting gorget, an improvement on 
Cheselden’s blunt gorget, ii. 591; Cline’s 
gorget, 11. 592; Scarpa’s gorget, ii. 592; 
Astley Cooper on opening the membran- 
ous part of the urethra, 11. 592; South on 
the use of the cutting gorget, ii. 593; ob- 
jections to the cutting gorgets, ii. 593; 
South’s opinion that these objections are 
groundless, ii. 593; Le Cat and Pajola’s 
mode of operating for stone, ii. 594; ob- 
jections to the operation, ii. 595; Frere 
Come’s operation with the lithotome caché, 
11. 5955 disadvantages of the instrument, 
li. 596; Boyer’s mode of using Frére 
Come’s lithotome, ii. 596; Dupuytren’s 
bilateral section, ii. 596 ; mode of operat- 
ing, ii. 596; Béclard’s modification of the 
Operation, ii. 597 ; advantages and disad- 
vantages: of the operation, ii. 597; extent 
of the incision in the prostate and neck 
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of the bladder, ii. 598; extraction of the 
stone, ii. 599; obstacles to the extraction 
of the stone, ii. 599; taille en deux tems, 
il. 600; Brodie and South on contraction 
of the bladder during lithotomy, ii. 600 ; 
extraction of the stone when enclosed by 
a contracted bladder, ii. 601 ; of an en- 
cysted stone, ii. 601; of a stone lodging 
in the ureter, and projecting into the blad- 
der, ii. 601; of a stone lying in a hollow, 
ii. 601; of a stone covered with fungosi- 
ties, ii. 601; of a brittle and easily- 
breaking stone, ii. 601; dressing the 
wound, ii, 602; hemorrhage during the 
operation, ii. 602; from the branches of 
the superficial perineal artery, ii. 602; 
from the inferior hemorrhoidal, ii. 602; 
from the internal hemorrhoidal, ii. 602 ; 
from the internal pudic, ii. 602; from 
the vesical, ii. 602; treatment of the 
hemorrhage, ii. 602; Erard, Dupuytren, 
and von Graefe’s compressors, ii. 603; 
Shaw’s case of fatal hemorrhage in litho- 
tomy, from wound of the dorsal artery of 
the penis, 11. 603; Brodie on the effects of 
hemorrhage in lithotomy, ii. 603; South 
on the treatment of haemorrhage during 
and after the operation, ii. 603; Brodie’s 
case of fatal venous hemorrhage in litho- 
tomy, ii. 603; symptoms of hemorrhage 
into the bladder after the operation, ii. 
603; South on secondary hemorrhage 
after lithotomy, ii. 604; Brodie, Earle, 
Travers, Green, and South’s cases, ii. 604 ; 
wounding the rectum, ii. 605; South on 
wounding the rectum, ii. 606; convul- 
sions and fainting, ii. 606; after treat- 
ment, 11. 606; South on the treatment to 
be adopted after the operation for litho- 
tomy, ii. 607; causes and treatment of 
inflammation after the operation, ii. 609 : 
of spasm, ii. 609; Key on suppurative in- 
flammation of the cellular tissue surround- 
ing the bladder the most frequent cause of 
death after lithotomy, ii. 609; Brodie on 
the dangerous symptoms which follow the 
incision of the prostate extending into the 
loose cellular texture surrounding the 
neck of the bladder, ii. 609 ; treatment of 
the consecutive hemorrhage, ii. 610; 
abscesses about the neck of the bladder, 
ii. 611; incontinence of urine and im- 
potence, ii. 611; disposition to litho- 
genesis, li. 611; opening the bladder 
from the perineum, ii. 611; Foubert’s 
operation, li. 611; cutting for the stone 
through the rectum, ii. 612; Brodie on 
the recto-vesical operation, ii. 612; Sol- 
ly’s case of recto-vesical operation, ji. 
612; Sanson’s two modes of operating, ii, 
612; description of the operation, ii, 613 - 
modifications of the operation, ii, 614; 
after-treatment, ii. 614; advantages ard 
disadvantages of the recto-vesical opera- 
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tion, ii. 615; results of recto-vesical li- 


thotomy, ii. 615 ; Vacea Berlinghieri and. 


Dupuytren’s operations for stone, 11. 616 ; 
cutting for the stone in women, ii. 616; 
various modes of operating, ii. 617; Ast- 
ley Cooper on the symptoms of stone in 
women, ii. 617; Brodie on the expulsion 
of small calculi from the bladder in wo- 
men, li. 617; Brodie and Astley Cooper’s 
cases of ulceration of the bladder and va- 
gina by the pressure of large calculi, ii. 
617; cutting for the stone in women by 
the lateral operation, ii. 617; mode of 
operating, ii. 617; the horizontal cut on 
one or both sides, ii. 618 ; Liston’s opera- 
tion, ii. 618; the vertical cut upwards, ii. 
618; Brodie’s modification of the vertical 
cut upwards, ii. 618; advantages of the 
vertical cut upwards, ii. 619; the verti- 
cal cut downwards, ii. 619; the cut below 
the pubic symphysis, ii. 619; objections 
to the operation, ii. 620; Lisfrane’s 
vestibular cut, ii. 620; mode of operating, 
ii. 620; objections to the operation, il. 
620; von Kern’s operation, li. 620; the 
vagino-vesical cut, ii. 621; advantages of 
this operation, ii. 621; Astley Cooper, 
Brodie, Liston, Hey, and South on the 
incontinence of urine consequent on the 
operation, ii. 621; South on dilatation of 
the female urethra for the extraction of 
calculi, ii. 622; opening the bladder 
above the pubic symphysis, ii. 622; com- 
parison of lithotomy and _ lithotrity, i. 
622; equality of the possible evils after 
the two operations, ii. 623; possible evils 
from lithotrity, ii. 623; Liston on the 
breaking or bending of lithotritic instru- 
ments in the bladder, ii. 623; Brodie on 
the occurrence of hemorrhage and of 
rigors after lithotrity, ii. 623; comparison 
of the results in lithotomy and lithotrity, 
ii. 624; cases in which lithotrity is map- 
plicable, ii. 624; lithotomy preferable 
for children, ii. 624; lithotrity preferable 
in advanced age, females, and in very stout 
persons, ii. 624; stones of moderate size, 
and round or oval in shape, best for 
crushing, ii. 624; cases in which litho- 
trity is preferable, and cases in which 
lithotomy should be performed, ii. 625; 
stricture of the urethra only a temporary 
contra-indication to lithotrity, ii. 625; 
palsy of the bladder not a contra-indica- 
tion, ii. 625; Key on the advantages and 
applicability of lithotrity, ii. 625; Key 
on lithotrity with reference to the size of 
.the calculus, ii. 626 ; Key on the applica- 
bility of lithotrity or lithotomy according 
to the age of the calculous patient, 11. 626 ; 
Key on the requisite condition of the 
bladder for the operation of lithotrity, 11. 
627 ; Key on irritability of the bladder, ii. 
627; Brodie, Liston, and South on the 
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cases in which lithotrity should be per- 
formed, and on those in which lithotomy 
should be preferred, ii. 627; stone in the 
urethra, ii. 630 ; consequences of the im- 
paction of stones or other foreign bodies in 
any part of the urethra, ii. 630; Travers’ 
ease of calculus in the urethra, i. 630; 
Home’s case of retention of urine, and con- 
sequent mortification from the impaction 
of calculi in the urethra, ii. 630; Liston’s 
case of a small brass ring encircling the 
penis, ii. 630; symptoms of stone at the 
neck of the bladder, ii. 630; treatment 
and removal by operation, ii. 630 ; South 
on the treatment of stone in the urethra, ii. 
651; symptoms and treatment of stone in 
the membranous part of the urethra, 11. 
631; of stone in the spongy part of the 
urethra, ii. 631; in the fossa navicularis, 
ii, 631; the entire urethra, in rare cases, 
blocked up with calculi, ii. 632 ; South on 
the extraction of calculi in the urethra in 
front of the scrotum without incising the 
canal, ii. 632; urinary calculi external to 
the urinary passage, ii. 632; are met with 
in the perineum or scrotum from the de- 
struction of the walls of the urethra, ii. 
632; consequences, ii. 632; may also 
occur in the vagina or rectum by the de- 
struction of their parietes, ii. 632; Vin- 
cent’s case of calculi in the perineum, ii. 
632; Vincent’s case of calculi between 
the prepuce and glans penis, iil. 633; 
treatment of these calculi, 11. 633; pros- 
tatal stones, ii, 683; varieties, ii. 633; 
Astley Cooper’s case, ii. 634; treatment 
by operation, ii. 634; Green’s case of 
encysted stone, ii. 634; Travers’ case of 
stone broken up under the use of a consti- 
tutional stone-solvent, li. 634; statistics 
of the operations of lithotomy at St. Tho- 
mas’ hospital from 1800 to 1846, ii. 635; 
lithectasy, cystectasy, 11. 642 ; object of the 
operation, 1i. 642; originally proposed 
by John Douglas, ii. 642 ; Dr. Arnott and 
Astley Cooper’s case, ii. 643 ; Elliott, Dr. 
Wright, and Fergusson’s cases, il. 643. 
Forster on the cure of syphilis by the 
chloride of gold and silver, 1. 670. 
FouBeErT’s operation of opening the bladder 
through the perineum, ii. 611. 
Fou.ii1ay’s plan of amputating the thigh 
with the flap from before, ii. 909. 
Fournier's case of foreign body in the 
heart, 1. 455. 
Foy’s analysis of scirrhus, ii. 763. 
FRACTURES OF BONES IN GENERAL :— Defini- 
tion of a fracture, 1. 496; nature and 
varieties ‘of fractures, 1. 496; sub-divi- 
sion of fractures into complete and in- 
complete, i. 497; Boyer’s objection to 
this sub-division, i. 497 ; Meding’s experi- 
ments, i. 457; causes, local and general, 
of fractures, i. 497; influence of external 
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violence, i. 497; the contrecoup, 1. 497 ; 
opinions of Bichat, Mercier, and Pigné 
on the changes which the substance of 
bone undergoes in advanced age, i. 497; 
diagnosis of fracture, i. 498; Lisfrane on 
the use of the stethoscope in the diagnosis 
of fractures, i. 498; prognosis, i. 498 ; 
union of the ends of a fractured bone, i. 
499; formation of callus, i. 499; Dupuy- 
tren on the two periods in the formation 
of bone, i. 499; John Hunter on the 
period of union, and the manner in which 
it takes place in simple fracture, i. 500 ; 
Breschet and Villermé on the re-union of 
fractures, i. 500; Breschet and Villermé 
on the double formation of bony substance 
in fracture, i. 501; Miescher, Weber, 
Breschet, Villermé, Meding, Scarpa, and 
Dupuytren on the production of callus, i. 
501; summary of Miescher’s views on 
the formation of the primary and secon- 
dary callus, i. 501; formation of an arti- 
ficial unnatural joint, from an imperfect 
condition of the callus, i. 502; fracture of 
the neck of the femur within the capsule, 
of the olecranon, knee-cap, and heel-boue, 
unites generally by a tough cellular inter- 
substance, i. 502; South on the causes of 
the want of bony union in such cases, i. 
503; partial union of broken bone from 
imperfect adaptation, i. 503; treatment of 
fractures, i. 503; setting the fracture, i. 
503; application of the fracture-appara- 
tus, i. 503; varieties of splints, i. 503; 
| rejection of fracture-plasters, 1. 504 ; com- 
presses should not be applied on the seat 
of fracture, i. 504; South ou the non- 
necessity for bandages in fractures, i. 
504; Cheselden, John Lawrence, and 
South on the immovable apparatus for 
fractures, i. 504, 505; Smee’s experi- 
ments, 1. 505; Tavignot on the use of oil 
varnish applied over the starch bandage 
in fractures in young children, i. 505; 
the simple contentive apparatus in trans- 
verse fractures, and such as are not very 
oblique, i. 5063; position of the limb 
duriug extension and counter-extension, 
i. 506; South on the position of the limb 
when stiffness of the joint is anticipated, 
i. 5063; treatment of the fracture after it 
has been set, i. 506 ; South on the after- 
treatment of the fracture, i. 507; general 
treatment, i. 507; South on the impro- 
priety of setting a fracture before the 
lapse of a few days, i. 507; South on the 
immediate management of fractured cla- 
vicle, and of oblique fractures, i. 508; se- 
verity of the symptoms in compound frac- 
tures, 1. 508; setting a compound frac- 
ture, i. 508; enlarging the wound, if the 
projecting piece of bone be firmly girt by 
it, or sawing off the protruding portion, 
i. 508; removal of splinters, i. 508; 
VOL. I. 
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treatment during suppuration, i. 509 ; 
wounds of large vessels in compound 
fracture, i. 509; causes and treatment of 
mortification in compound fracture, i. 
509; complication of compound fracture 
with delirium tremens—symptoms and 
treatment, i. 509; South’s definition of a 
compound fracture, i. 509; John Hunter 
on the consequences of compound frac- 
tures, 1. 509; Astley Cooper on the effect 
of compound fractures on the constitution, 
and on the reduction of a compound to 
a simple fracture, i. 510; Miescher’s ex- 
periments to induce suppuration in com- 
pound fractures, i. 510; South on the 
antiphlogistic treatment in compound 
fracture, i. 510; South on the exhibition 
of opium in compound fractures, i. 510; 
South on bread and water poultices in 
compound fractures, i. 510; South on the 
enlargement of the wound, and on sawing 
off the projecting portion of bone, i. 510 ; 
South on the removal of splinters, i. 510; 
South on the formation and treatment of 
abscesses during the progress of compound 
fractures, i. 511; South on the treatment 
of wounded vessels in compound fractures, 
1. 511; South on mortification in com- 
pound fracture, and its treatment, local 
and general, i. 511; measures proposed 
to keep the limb at rest, i. 512; Larrey 
and Seutin on the treatment for compound 
fracture, i. 512; Amesbury’s fracture- 
apparatus, i, 512; choice of position in 
compound fracture, i. 513; setting the 
fracture, i. 513; Astley Cooper on dress- 
ing the wound in compound fracture, 
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limb, 1.514; after-treatment, i. 515; John 
Hunter on the treatment of compound 
fracture, i. 515; Astley Cooper on the 
union of compound fractures, i. 515; 
summary of Miescher’s experiments to 
ascertain the processes under which sup- 
purating fractures are united, i. 516; con- 
ditions under which amputation may be 
necessary in fractures, i. 517; Astley 
Cooper and Abernethy on the question of 
immediate amputation, i. 518; South on 
the principal points to be considered in de- 
termining on the necessity for immediate 
amputation, i. 519; of the nature and 
extent of the injury, i. 519; the condition 
of the patient, and his capability to bear 
the second severe shock of the opera- 
tion, i. 520; the immediate and remote 
consequences of compound fracture, j, 
521; sympathetic, symptomatic, or irri- 
tative fever, 1.521; Abernethy and John 
Hunter on symptomatic fever, i, 521; the 
fever almost invariably subsides as sup- 
puration is established, i. 521; occurrence 
of secondary constitutional or nervous 
symptoms, 1, 522; amputation must not 
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be performed while the symptomatic 
fever continues, i. 522; John Hunter on 
hectic fever, i. 522; Hunter on the re- 
moval of the injured limb while the 
patient is hectic, 1, 522; of the advan- 
tages hoped for by the immediate removal 
of the injured parts, in preference to at- 
tempting to save them, i. 523; John 
Hunter on the slight constitutional irrita- 
tion after amputation, when union by the 
first intention takes place, i. 523; South 
on the objects and occasional results of 
immediate amputation, i. 523; the sus- 
pensory apparatus in the treatment of 
fractures, i. 523; South on Abernethy’s 
bracket-splint, and the swing box or 
slings, in the treatment of fractures, 1. 
523; description of Abernethy’s bracket- 
splint, i. 524; description of the swing- 
box, i. 524; treatment of the subsequent 
stiffness of the joints, 1. 525; re breaking 
of badly-united fractures, i. 525 ; Oester- 
len’s observations, i. 525; Bosch, Oester- 
len, and Wasserfuhr’s apparatus for re- 


breaking the bone, i. 525; various opera- 


tions on the callus, i.525; Briesche’s case of 
softening of the callus by the internal use 
of the Carlsbad waters, i. 526; South on 
the bending of bones, i. 526 ; fracture of the 
nasal bones, i. 526 ; are always consequent 
on immediate violence, and accompanied 
by bruising or wound, i. 526; symptoms 
and diagnosis, i. 526; severe bleeding 
and symptoms of pressure or concussion 
of the brain sometimes present, i. 526; 
compound fracture of the nasal bones, i. 
526; treatment of simple fracture, 1. 526; 
treatment when the edges of the fracture 
are depressed, i. 526; plugging the nos- 
trils useless and injurious, 1. 527; treat- 
ment of the attendant inflammation, i. 
527; of the attendant bleeding, i. 527; 
of the symptoms of brain affection, 1. 
527; fractures of the cheek-bones, i. 527 ; of 
rare occurrence, and mostly accompanied 
with crushing and wound of the soft 
parts, i. 527; fracture of the zygoma, i. 
527; the brain may be affected by the 
violence, i. 527; diagnosis and treatment, 
i. 527; fracture of the alveolar process 
and its treatment, i. 527; Graefe’s case 
of fracture of the upper jaw, 1. 527; South’s 
case of extensive fracture of the bones of 
the face, i. 528; fracture of the lower jaw, 
i. 528; is of rare occurrence, i. 528 ; site 
and direction of the fracture, i. 528 ; in- 
juries which complicate the fracture, i. 
528; displacement of the broken bone, 
i. 528; South on fracture of the lower 
jaw, 1. 528; diagnosis, i. 528; setting the 
fracture, 1.529; application of a bandage 
to keep the fracture reduced, i. 529; 
treatment of fracture of the neck of the 
jaw-bone, i. 529; compound fracture of 
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the lower jaw, i. 529; Ruetenich, Kluge, 
Bush, Hartwig, and Wallner’s apparatus 
for fracture of the lower jaw, 1. 529; 
fracture of the os hyoides or tongue-bone, i. 
530; is of rare occurrence,and always the 
result of direct violence, i. 530 ; symptoms, 
i. 530; South on fracture of the os hyoides 
in persons who have been hung, i. 530; 
treatment, i. 530 ; fracture of the cartilages 
of the larynx, i. 530; the result of severe 
violence, 1. 530; may cause speedy death 
by suffocation, i. 530; symptoms, 1. 530 ; 
operation for the reduction of the fracture, 
and subsequent treatment, i. 530; frac- 
tures and dislocations of vertebrae, i. 531 ; 
situation of the fracture, i. 531; South on 
the signs and rarity of occurrence of frac- 
ture of the spinous process alone, i. 531 ; 
fracture of the body of a vertebra rare, 
and only produced by great violence, i. 
531; always connected with injury of the 
spinal marrow or its nerves, 1. 5325 oc- 
currence of paraplegia at the time of the 
accident, or some time after, i. 532; 
formation of bed-sores, i. 532; fracture 
and dislocation of the spine above the | 
third vertebra soon fatal, i.532; fractures 
below the origin of the phrenic nerves 
generally fatal in from three to seven 
days, i. 532; Phillips’ case of fracture of 
the first vertebra and pivot process of the 
second, i. 532; Jaeger’s opinion that the 
preparations of fractured spine united by 
callus only shew that the fracture may 
be cured, but not the palsy, i. 532; case 
of vertebral fracture with palsy of the 
lower limbs and bladder, i. 532; South 
on the occurrence of fracture of the verte- 
bre without any great violence, i. 532 ; 
South’s cases of fractured vertebrae from 
jumping head-foremost into the water, i. 
532; South on the causes of fractured 
vertebra, and on the injury the spinal 
cord sustains from the accident, i. 533; 
the danger in fractured vertebra de- 
pends on the injury sustained by the 
spinal cord, i. 533; Cline’s sen. case of 
fracture of the spine without displace- 
ment, i. 534; post-mortem appearances in 
Phillips’ case of fracture of the atlas and 
pivot of the axis, i. 534; case of fracture 
of the atlas, axis, and fifth vertebra, with- 
out displacement, i. 534; dislocation of 
one vertebra from another, either partially 
or completely, without fracture, extremely 
rare, i. 534; denied by Delpech and 
Abernethy, i. 534; Astley Cooper consi- 
ders it of very rare occurrence, i. 534; 
Boyer infers the impossibility of its oc- 
curring, i. 535; the cases mentioned by 
Boyer, Desault, Chopart, and Rust, 1. 
535; Lawrence’s cases of partial or com- 
plete dislocation, i. 535; South’s case of 
separation of the under surface of the 
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second cervical vertebra from the inter- 
vertebral substance without displacement, 
i. 535; Lawrence’s case of complete dis- 
location of the fourth from the fifth cer- 
vical vertebra, i. 535 ; Schuh’s case of par- 
tial dislocation, i, 536; Lawrence on the 
occurrence of dislocation of the vertebre, 
specially in the neck, i. 536; period at 
which death occurs after fracture and dis- 
placement of the vertebra, i. 536; Astley 
Cooper says fracture with displacement 
above the fourth cervical vertebra imme- 
diately fatal, i. 536; this not always the 
case, i. 536; formation of a false joint in 
fracture of the spine, i. 537; instances of 
partial union by ossification in fractured 
spine, i. 537; Astley Cooper and Brodie 
on softening of the spinal cord after a 
severe blow, i. 537; diagnosis, i. 537; 
treatment general and local, 1.537; South 
on the treatment of fracture of the spinous 
processes, i. 588 ; South and Brodie on the 
attempt to set a fracture through the 
body of a vertebra, i. 538; Hardwicke’s 
case, i. 588; South on the treatment 
of fractured spine, i. 538; treatment 
of fractured vertebrae with impression, i. 
538; the operation of trepanning the 
spine performed by Cline jun., Wick- 
ham, Attenburrow, Tyrrell, Holscher, 
Smith, and Rogers, i. 538; Charles Bell, 
Astley Cooper, and Jaeger’s opinions re- 
specting this operation, i. 538, 540, 541; 
Cline’s jun. case of trepanning the spine, 
1,539; Cline’s jun. clinical observations 
on the case, i. 539 ; Abernethy and Brodie 
on the operation of trepanning the spine, 
i. 541; objections to the operation, i. 541 ; 
South’s description of the operation, i. 
542; South on the after-treatment, i. 542; 
Knox’s spine-bed, i. 542; fracture of the 
pelvic bones, i. 543; of rare occurrence, 
and always the result of very great vio- 
lence, i. 543; fracture of the sacrum 
(rump-bone), 1. 543; diagnosis difficult, 
when the upper part of the bone is broken, 
because no displacement, i. 543; reduc- 
tion of fracture of the lower part of the 
bone, i. 543; subsequent treatment, i. 
543; South mentions a preparation of 
vertical fracture of the sacrum in the 
College Museum, i. 543; fracture of the 
coccyx rare, and generally in old persons, 
i. 543; treatment, i. 543; South on 
fracture of the coccyx, i. 543; fracture of 
the ilium or hip-bone, i. 544; direction of 
the fracture, and attendant injury to the 
soft parts, etc., i. 544; South on fractures 
of the hip-bone, and their danger from 
rupture of the bladder, i. 544; diagnosis 
of fracture of the hip, share, or haunch- 
bone, 1. 544; South on the diagnosis of 
fracture of the hip-bone, i. 544; Houston’s 
case of fracture of the haunch-bone fol- 
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lowed by abscess in the perineum and 
urinary fistule, i. 545; subsequent treat- 
ment, i. 545; fracture of the breast-bone 
(sternum), i. 545; of rare occurrence, 1. 
545; causes and direction, i. 545; conse- 
quences of the displacement of the frac- 
tured portions, i. 545; diagnosis, i. 545 : 
treatment, 1.545; Charles Bell’s objection 
to laying open the fracture and using the 
elevator, or removing its edge by the 
lenticular, in order to raise the depressed. 
portion, i, 546 ; Dupuytrenand Giinther’s 
mode of treatment, i. 546; general treat- 
ment, i. 546; South on the impropriety 
of any operation to raise the depressed 
portion of bone, i. 546; fracture cf the 
ribs, 1. 546; causes, direction, and conse- 
quences, 1. 546; case of fractured rib 
caused by severe cough, i. 546; South's 
case of wound of the heart caused by a 
broken rib, i. 546; diagnosis, i. 547; 
local and general treatment, i. 547; 
Graefe, Larrey, Seutin, Malgaigne, and 
Baillie on the local treatment of fractured 
ribs, i. 547; South on the treatment of 
fractured ribs, i, 547; fracture of’ the 
cartilages of the ribs, i. 547; diagnosis, i. 
548; setting and treatment, i. 548; frac- 
ture of the shoulder-blade (scapula), i. 
548; parts liable to be broken, i. 548; 
South on the causes of fracture of those 
parts, 1. 548; fracture of the acromion, i. 
548; symptoms and treatment, i. 548; 
South on the symptoms of fracture of the 
acromion, 1. 548: fracture of the neck of 
the scapula, i. 548; diagnosis, i. 549; 
South doubts the occurrence of this frac- 
ture, 1. 549; fracture of the coracoid pro- 
cess, 1.549; South’s case, i. 549; fracture 
of the body of the scapula, i, 549; symp- 
toms and treatment, i. 549; fracture of 
the lower angle of the scapula, i. 549; 
treatment, i. 549; South on fracture of 
the body, spine, and angle of the scapula, 
1,549; treatment of compound fracture of 
the scapula, i. 549; fracture of the collar- 
bone (clavicle), i. 550; situation and causes 
of fracture, i. 550; fracture of the clavicle 
between its sternal end and the coracoid 
process, i. 550; diagnosis, i. 550; trans- 
verse and oblique fractures, i. 550; setting 
the fracture, i. 550; deformity generally 
the result of this fracture, i. 550; mode 
of reducing the fracture, i. 551; the ban- 
dages and apparatus of Galen, Paré, Petit, 
Kluge, Richter, Heister, Brasdor, Evers, 
Briinninghausen, Wilhelm, Eberl, De- 
sault, Boyer, Brefeld, EKichheimer, Kop- 
pensteedter, Keckely, Cruveilhier, Laserre, 
Flammant, Delpech, H. Earle, Amesbury, 
Richerand, Wattmann, Mayor, Huber- 
thal, and Rénaud, i. 551; objections to 
the apparatus of Heister, Brasdor, Evers, 
Briinninghausen, and Wilhelm, i. 551; 
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the apparatus of Desault and Boyer pre- 
ferable, i. 551; Dupuytren, Cloquet, Sa- 
lamon, and Jaeger’s practice, 1. 552; the 
preference given to Brefeld’s apparatus, i. 
552; South on the treatment of fractured 
clavicle, 1. 552; application of the appa- 
ratus, 1.552; fracture of the clavicle be- 
tween the coracoid process and the scapular 
end, i. 553; diagnosis and treatment, i. 
553; fracture of the upper-arm (humerus), 
i. 553; fracture of the neck of the bone, 1. 
553; diagnosis, i. 553; causes, i. 553; 
South on fracture of the greater tubercle, 
i. 553; Astley Cooper on fracture at the 
anatomical neck of the humerus, i. 553; 
South’s cases, 1. 554; Astley Cooper and 
South on fracture of the surgical neck, i. 
554; setting and treatment of the frac- 
ture, i. 554; Richerand’s plan of treat- 
ment, 1.554; condemned by South, 1. 555; 
Sracture of the body of the bone, i. 555; 
situations in which it may occur, 1. 555; 
diagnosis, i. 555; occasional results, i. 


555; setting the fracture, i. 555; treat- |. 


ment, i. 555; South on the treatment of 
fracture of the humerus, i. 556; Seutin 
and Dupuytren’s plan, i. 556; separation 
of the condyles in fracture of the lower 
eud of the bone, i. 556; symptoms, diag- 
nosis, and treatment, i. 556; Astley 
Cooper on the union of these fractures, 1. 
557; South on fracture of the condyles, 
i. 557; compound fractures of the hu- 
merus, i. 557; South on the treatment of 
compound fractures of the humerus, i. 
557; fracture of the bones of the fore-arm, 
1. 557 ; fracture of the radius alone, 1. 557 ; 
symptoms and diagnosis, i. 557; symp- 
toms of displacement of the fractured 
ends, i. 557; Dupuytren and Brodie on 
fracture of the lower end of the radius, 
1. 558; South on fracture of the neck of 
the radius, 1. 558; fracture of the u/na, i. 
559 5 causes and symptoms, i. 559; _frac- 
ture of both bones of the fore-arm, i. 559 ; 
situation, causes, and symptoms, i. 559; 
setting the fracture, 1. 559; treatment, i. 
559; setting a fracture of the radius or 
ulna alone, i. 559; Dupuytren on the 
treatment of fracture of either bone near 
the wrist, i. 559; Blandin’s treatment, i. 
560; South on the treatment of fractures 
of the fore-arm, i. 560; treatment of 
compound fracture of the fore-arm, 1. 560 ; 
Sracture of the olecranon, i. 560; causes 
and symptoms, i. 560; mode of union of 
the fractured ends, i. 560; treatment of 
the fracture by the apparatus of Bottcher, 
Wardenburg, Astley Cooper, and Ames- 
bury, i. 560; plan of treatment recom- 
mended by Duverney, Sheldon, Desault, 
Feiler, and Earle, i. 560, 561; descrip- 
tion of Feiler and Earle’s apparatus, i. 
561; South on the treatment of fracture 
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of the olecranon, i. 561; fracture of the 
coronoid process of the ulna, i. 561; first 
described by Astley Cooper, i. 561 ; treat- 
ment, i. 562; union takes place by liga- 
ment, i. 562; Jaeger’s case of imperfect 
fracture of the corouoid process, 1. 562 ; 
fractures of the bones of the hand, 1. 562; 
fracture of the bones of the wrist, 1. 562 3 
causes, symptoms, treatment, and results, 
i. 562; fracture of the bones of the meta- 
carpus, 1. 5623; causes, symptoms, and 
treatment, i. 562; fracture of the pha- 
langes, i. 562; treatment, i. 562; frac- 
ture of the femur, i. 562; of the neck of the 
femur, i. 563; situation and direction, 
i. 563; causes, i. 563; symptoms of frac- 
ture of the neck of the femur, i. 563; 
Astley Cooper on the distinction between 
fracture within and without the capsular 
ligament, i. 564; Earle, Smith, Ekl, and 
Fricke on some of the signs of this frac- 
ture, i. 564; Desault, Delpech, Astley 
Cooper, Ekl, Fricke, Hahn, Jaeger, and 
South on the in-locking of the broken 
ends of the bone, i. 564; Paré, Petit, 
Louis, Desault, Dessaussoy, and Delpech 
on the rotation of the foot outwards, i. 
564; Guthrie, Syme, Stanley, Dupuytren, 
Astley Cooper, Mercier, Larrey, and Del- 
pech on inversion of the foot, i. 565; 
diagnosis, i. 565; separation of the head 
of the femur from its neck from external 
violence, i. 565; South’s case, 1. 565; 
fracture of the neck of the femur dis- 
tinguished from severe contusion of the 
hip-joint, i. 565; from dislocation of the 
femur outwards and upwards, and out- 
wards and downwards, i. 566; from dis- 
location upwards and inwards, i. 566; 
Astley Cooper and Gulliver on intersti- 
tial absorption in the neck of the femur, 
i. 566; opinions of surgeons on the prog- 
nosis in fracture of the neck of the femur, 
i. 566; Astley Cooper admits bony union 
in fractures external to, but not in frac- 
tures internal to, the capsular ligament, 
i. 566; Boyer and Earle opposed to his 
views, i. 566; bony union may take place 
within the capsular ligament, i. 567 ; 
causes of the non-union by bone in frac- 
ture of the neck of the femur, i. 567; 
Soémmering and South’s preparations of 
fracture within the capsular ligament 
united by callus, i. 567; Cruveilhier on 
the production of callus, i. 567; Swan 
and Stanley’s cases of fracture of the neck 
of the femur within the capsule united by 
bone, i. 567; setting the fracture, i. 568; 
arrangement of the bed in fractures of 
the lower extremities, 1. 568; various 
apparatus for fixing the broken ends of 
the bone, i. 568; apparatus of Paré, 
Sabatier, Guyot, Hildanus, La Faye, Ar- 
naud, Duverney, Hedenus, Théden, Bott- 
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cher, Bernstein, Larrey, Desault, Van 
Houte, Volpe, Josse, Meyer, Physick, 
Houston, Alban, Gressley, Briinning- 
hausen, Boyer, Heyne, Hagedorn, Dzondi, 
Nicolai, Klein, Gibson, Beck, Schiir- 
mayer, Weckert, and Sauter, i. 569, 570; 
Mursinna, Dupuytren, Richerand, and 
Astley Cooper on the treatment of these 
fractures, i. 570; fracture-beds of Earle, 
Amesbury, Smith, Koppenstedter, and 
Hager, i. 571; the preference given to 
Hagedorn’s apparatus, i. 571; Dupuytren 
on the advantages of the double inclined 
position, i. 571; subsequent treatment, i. 
571; Dupuytren on the duration of the 
treatment, 1. 571; cblique fracture of the 
Semur through the great trochanter, i. 571; 
symptoms, i. 572; Astley Cooper’s band- 
age for the treatment of this fracture, i. 
572; fracture of the femur below the great 
trochanter, i. 572; seat, causes, and direc- 
tion, 1. 572; signs, i. 572; these fractures 
always a severe accident, and generally 
cured with deformity and shortening, 1. 
573; South on simple and compound 
fractures of the femur, i. 573; the con- 
tentive apparatus with splints and limb 
in a straight direction, i. 573; South on 
the treatment of fracture of the femur, 
1.573; the apparatus with splints, with 
the limb bent, and the patient lying on 
the side or back, i. 574; Pott, C. Bell, 
and Astley Cooper on the bent position, 
i. 574; Desault, Brunninghausen, Boyer, 
Hagedorn, and Sauter on permanent ex- 
tension; i. 574; Earle’s fracture-bed, 
Granger’s apparatus, and Mojsisovic’s 
equilibrium plan, i. 574; application of 
Seutin’s permanent apparatus, i. 575; 
treatment of transverse fractures of the 
middle of the femur, i. 575; of the upper 
and lower thirds, i. 575; of oblique frac- 
ture, i. 575; of compound fracture, i. 
576; of fracture of the femur in children, 
1.576; after-treatment, i. 576; fracture 
of the condyles, i. 576; symptoms and 
treatment, 1. 576; facture of patella (knee- 
cap ), 1.576 ; direction, nature, and causes, 
i. 577; diagnosis, i. 577; union of the 
fractured portions by a fibrous inter-sub- 
stance, i. 577; complication of the frac- 
ture with severe bruising or wound of 
the joint, 1.577; Gulliver on the union 
of fractured patella, i. 577; treatment of 
transverse fracture, 1. 578; application of 
bandages round the joint, wlten there is 
considerable separation of the broken 
pieces, 1. 578; Langenbeck and South on 
the treatment of fractured patella, i. 578 ; 
bandages and apparatus of Biicking, 
Evers, Mohrenheim, B. Bell, Boyer, A. 
Cooper, Baillif, and Fest, 1. 579; treat- 
ment of the attendant inflammation, 3. 
579; subsequent treatment, i. 579; con- 


sequences of the injury, i. 579; John | 


Hunter on the processes which follow 
after union has taken place, i. 579; South 
on the means to be adopted for the adapta- 
tion of the rectus muscle to the new 
condition of the patella, i. 579; treatment 
of longitudinal fracture, i. 580; of splin- 
tered and compound fracture, i. 580; 
South on compound fracture of the pa- 
tella, 1. 580; rupture of the ligament of 
the patella, i. 580; treatment, i. 580; 
great care required in the application of 
the apparatus for transverse fracture, i. 
580 ; fracture of the bones of the leg, i. 580 ; 
causes, i. 580; fracture of the tibia, i, 
581; direction, diagnosis and treatment, 
i, 581; fracture of the fibula, i. 581; 
causes and seat of the fracture, i. 581; 
symptoms, 1. 581; frequently accom- 
panied with dislocation inwards of the 
tibia, 1.581; symptoms of the dislocation, 
1.581; treatment of simple fracture, i. 
581; fracture of both bones of the leg, 
i. 582; direction and situation of the frac- 
ture, i. 582; diagnosis, i. 582; treatment 
of simple transverse fracture, i. 582; of 
oblique fracture, i. 582; Posch and Sau- 
ter’s apparatus for permanent extension, 
1. 583; treatmentsof fracture of the leg 
near the knee-jomt, i. 583; compound 
fracture and its treatment, i. 583; Braun’s 
apparatus, 1. 583; Seutin’s permanent 
apparatus for fracture of the leg, i. 583; 
South on the treatment of fracture of the 
bones of the leg, i. 583; fracture of the 
bones of the foot, i. 584; of rare occurrence, 
i. 584; generally caused by immediate vio- 
lence, 1. 584; fracture of the os calcis, i. 
585; causes and diagnosis, i. 585; signs, 
i. 585; if the periosteum be completely 
torn, great displacement may ensue, i. 585; 
setting the fracture, i. 585; Lawrence’s 
case of fracture of the os calcis, 1. 585 ; 
Lisfrane’s case, i. 585; South’s case of 
compound fracture of the os calcis, 1. 585 ; 
South on fracture of the phalanges and 
on the treatment, i. 586. 

Franc’s operation for varicocele, ii. 297. 

Franco on the application of caustic for the 
radical cure of hernia, ii. 24; on ligature 
of the hernial sac for its radical cure, ii. 
24; on the operation of dilating the ab- 
dominal ring, the hernial sac being un- 
opened, ii. 43. 

FRANZ case of apparent strangulated thy- 
roid rupture, li. 88. 

Frazer, Dr., recommends the removal of 
the acromion and glenoid cavity in ampu- 
tation at the shoulder-joint, ii. 960. 

FREER on compression in the treatment of 
aneurism, il. 210; case of ligature of the 
external iliac in the groin, 11. 259; case 
of operation for artificial anus at the lower 
end of the colon, ii. 329. 

FreiraG on ligature of the hernial sae for 
its radical cure, ii. 24. 
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Fricke’s plan for treating burns with a 
solution of lunar caustic, 1.112; on com- 
pression in orchitis, i, 182; the advan- 
tages of compression, i. 184; method of 
examining the length of the limb during 
the progress of hip disease, i. 253; ex- 
planation of the shortening of the limb 
incorrect, i. 256; explanation of the 
lengthening of the limb, i. 257; on the 
distinction between coxalgy and coxar- 
throcacy, i. 262 ; Scott’s plan of treatment 
employed with advantage, i. 264; on the 
treatment of coxalgy, i. 267; case of the 
reduction of the consecutive dislocation, 
i. 268; on the torsion of arteries, i. 308 ; 
on the mode of practising torsion, i. 309 ; 
on the effects of torsion, i, 311; on the 
torsion of bony vessels, i. 311; on the 
treatment of severe wounds of the neck, 
i. 433 ; onsome of the signs of fracture of 
the neck of the femur, i. 564; on the in- 
locking of the ends of the broken bone, 
i. 564; successful operation for sawing 
off the ends of the broken bone in false 
joints, i. 594; onthe treatment of buboes, 
i. 659; on the treatment of caries, i. 686 ; 
on the operation of episioraphy, 11. 114; 
operation for varicocele, ii. 297; on ex- 
cision of the head of the metatarsus, ii. 
985. 

FRIEDERICH on the proximate cause of teta- 
nus, 1. 378. 

Fritz on the mercurial treatment in hip 
disease, 1. 267. 

FRIEMANN on suture of the urethral fistula, 
i. 741. 

FRroriIEP, VON, on the proximate cause of 
tetanus, i. 378; on the causes of splay- 
foot, ii. 186; on ligature of the femoral 
below Poupart’s ligament, li. 262; on 
the application of caustic in varix, ii. 292. 

FRostT-BITE :—definition of frost-bite, i. 
125; South on the parallelism of the 
effects of great degrees of heat and cold 
upon the animal body, i. 125; Miiller’s 
comparison of the effects of heat and cold 
on the body, i. 126; Hunter’s experiments 
in freezing rabbits’ ears, i. 126; case of 
a soldier, whose scrotum was frost-bitten, 
i. 126; cold wet sufficient to induce mor- 
tification, if continued sufficiently long to 
reduce the natural heat of the part below 
a certain standard, i. 126; Sir Joseph 

- Banks’ account of his sufferings, and of 
Dr. Solander’s from exposure to cold, i. 
126; Dr. Kellie’s case, 1.126; effects of 
frost-bite on a limb, 1. 126; Hunter, 
Astley Cooper, and Larrey on the effects 
of frost-bite, 1. 127; Green and Solly’s 
eases of frost-bite, i. 127; consequences 
of too suddenly warming a frozen or be- 
numbed part,—chilblains, or gangrene, i. 

- 129; Astley Cooper and Larrey’s obser- 
vations on this point, i. 130; directions to 

_ ye-animate a frozen person, i. 180; direc- 
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tions for thawing a frozen limb, i. 130; 
treatment of a part in which mortification 
is threatened, from its having been too 
hastily warmed, i. 130; when mortifica- 
tion has taken place, it must be treated in 
the usual mauner, i. 130; chilblains, i. 
130; symptoms and results, 1. 130; 
Hunter mentions another inflammation 
very like chilblains, i. 131; seat of chil- 
blains, i. 131; treatment, i. 131; South 
on the mustard liniment in their treat- 
ment, i. 131; treatment of ulcerated chil- 
blains, i. 131; of gangrenous chilblains, 
i. 131; prevention of chilblains, i. 131. 
Furuncie. See Boil. 


GADERMANN on the operation for strangu- 
lated thyroid. rupture, ii. 89. 

GaAETANI Bey’s case of resection of the 
scapula, and acromial end of the clavicle, 
ii. 1005. 

GAIRDNER, Dr., on the dangerous symp- 
toms occasionally caused by iodine, 11. 661. 

GALE on the use of the ligature for wound- 
ed vessels, i. 320; on the dressing of 
wounds, i. 324; on the application of the 
interrupted suture, 1. 328. 

GALEN on the removal of the relaxed uvula 
by cutting, 1. 147; on the torsion of ar- 
teries, 1. 308; on the protraction of the 
period of incubation of hydrophobia, 1. 
866; bandage for fractured clavicle, 1. 
551; on aneurism, ii. 197 ; on the appli- 
cation of two ligatures in aneurism, and 
the division of the artery between them, 
ii, 222 ; on aneurismal varix, ii. 269. 

GALENZOWSK1’s modification of the German 
operation of rhinoplasty, ii. 843. 

GAL#’s experiment with the itch-mite, i. 
637. 

GALL’s case of spina bifida, 11. 465. 

Gall-bladder, wounds of, 1. 479. 

Ganglions, 11. 699. 

Gangrene, senile. See Mortification. Hos- 
pital Gangrene. See Mortification. 

GaRENGEOT first formed four varieties of 
whitlow, i. 192; on agnails as a cause of 
whitlow, i. 195;.0n the operation of di- 
lating the abdominal ring, the hernial 
sac being unopened, li. 43; mode of 
amputating at the shoulder-joint, 11. 956. 

Gastrotomy, 11. 391, 444. 

Gatesden’s, Jonn of, Rosa Anglicana, i. 
162. 

Gaussiu on hydrocele caused by gonorrhea, 
ii. 498. ~ 

GEDDING’s, Dr., cases in which episioraphy 
was performed, ii. 114. 

GENDRIN’Ss account of the steps by which the 
stagnation of the blood in inflammation is 
produced, i. 29; on the nature of the 
cores of boils, i. 132; never found any 
trace of inflammation in cartilage, 11. 
236; case of strictured cesophagus commu- 
nicating with the trachea, ii. 320;- on the 
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physical characters of dropsy of the peri- 
cardium, ii. 479; directions for the extir- 
pation of the womb, ii. 828. 

GENSOUL’s modification of the operation for 
deficient columna narium, ii. 841; case of 
chiloplasty, to remedy a deformity caused 
by gangrene, ii. 841; doubts Dupuytren’s 
cases of extirpation of the upper jaw, li. 
994; mode of operating in extirpation of 
the upper jaw, ii. 995; case of extirpa- 
tion of the superior maxillary bone, ii. 
997. 

GERARD on the stanching the bleeding from 
an intercostal artery, i. 447. 

GERBER on the varieties of exudations after 
inflammation, i. 33 ; on the microscopical 
resemblance between the lymph-corpuscles 
aud the exudation-corpuscles, i. 34; ac- 
count of the formation of pus, and the re- 
productive organization in suppurative 
wounds, i. 41; description of ichor, puri- 
form mucus, and serous exudation, i. 44. 

Gerpy on dislocation of the upper end of 
the radius forwards, i. 791; plan of in- 
healing a plug of skin for the radical cure 
of rupture, ii. 24; mode of operating, ii. 
24. 

Grgson, Dr., on the use of raw cotton in the 
treatment of burns, i. 114; his forceps 
for amputating the tonsils, i. 146; be- 
lieves the divisions of whitlow, except the 
first, to be arbitrary, i. 192; on the treat- 
ment of whitlow, i. 195; Perkins’ plan 
tried without advantage, i. 196; perform- 

ance of Barton’s operation for anchy losis, 
i. 247; on the fatal effects of the stings 
of bees and wasps, i. 351; apparatus for 
fracture of the neck of the femur, i. 570; 
onthe formation of a false jointwith a fibro- 
ligamentous capsule, and a lining mem- 
brane, 1. 588; case of old dislocation of 
the humerus, in reducing which the axil- 

___ lary artery was ruptured, i. 786. 

_ GILBERT'S case of resection of the scapula 

__ and clavicle together, ii. 1004. 

Gleet. See Inflammation of the Urethra. 

GLIssoNn on the causes of club-foot, ii. 176. 

GLUGE on the microscopic characters of pus, 
i, 35; on the nature of medullary fungus, 
li. 719. 

Gluteal artery, ligature of, ii. 257. 

GMELIN’s chemical analysis of the fluid in 
ranula, ii. 406. 

GopEFREY’s cases of anteversion of the 
womb reduced by position, ii. 147 ; case 
of Cesarian section in which he sewed up 
the wound in the womb, ii. 442. 

GONALGIA, INFLAMMATION OF THE KNEE- 
JOINT, i. 271; symptoms and progress, 

i. 271; difference between rheumatic and 

scrofulous white swelling of the knee- 

joint, i. 271; post-mortem appearances, 

i. 272; South and Brodie on the diagnos- 

tic symptoms of the diseases of the knee, 
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i, 272; Brodie on ulceration of the car- 
tilages of the knee, i. 273; Rainey on a 
peculiar degeneration of the cartilage in 
disease of the knee, i. 273; Brodie on 
scrofulous disease in the cancellated struc- 
ture of the bones of the knee, i. 274; pro- 
gress of caries, i. 274. Wurre SweEL- 
LING, i. 274; application of the term, i. 
274; the disease very frequent in Great 
Britain, but rare in Italy, Vienna, and 
many other parts of Germany, i. 275; 
Russell and Gotz on the appearances of 
white swelling on dissection, i. 275; Ni- 
colai on the symptoms and progress of 
white swelling, i. 275; Nicolai on the 
anatomy of white swelling, i. 276; prog- 
nosis and treatment, i. 277. 

Gonorrhea. See Inflammation of the Ure- 
thra. 

Gonorrheal rheumatism and ophthalmia, i. 
217. 

Goocu on the arrest of hemorrhage by na- 
ture, i. 297; quotes a case of wounded 
gall-bladder, 1. 479; bandage for rup- 
tured tendo Achillis, i. 493; case of 
spasm of the platysma myoides cured by 
operation, il. 156 ; mode of amputating by 
the circular incision, ii. 891. 

Goop, Dr. Mason, mentions two kinds of 
inflammation of the parotid gland, i. 148 ; 
the parotid phlegmon, i. 148; abscess of 
the parotid gland sometimes of consider- 
able magnitude, i. 148 ; malignant variety 
of parotid phlegmon, i. 148; the malig- 
nant variety of mumps, i. 149; on the 
malignant degeneration of parotid phleg- 
mon, i. 149. 

GoopLap’s objection to the term “ hys- 
terical,” as applied to certain affections 
of the joints, i. 250; on the local appli- 
cations in such affections, i, 250; on liga- 
ture of the carotid prior to the extirpation 
of the parotid, ii. 783. 

Goopsir on the mucilaginous glands, i. 
212; holds with Key in the deposit from 
the synovial membrane being the cause 
of ulceration in cartilage, i, 231; on the 
scrofulous disease of the cancellated tex- 
ture of the heads of bone, i. 239. 

GOTTER’s opinions relative to the formation 
of pus, i. 35. 

GOTTSCHALK on the treatment of varix, ii. 
290. 

Gotz on the appearances of white swelling 
on dissection, i. 275. 

GouLarD on the stanching the bleeding 
from an intercostal artery, i. 447. 

GoyYRAUD on retraction of the tendons of 
the fingers, 11.193; cases of subcutane- 
ous section for cartilaginous bodies in 
joints, ii. 710. 

GRAEFE’S artery-compressor, i. 299; case 
of fatal gunshot wound of the intercostal 
artery, 1. 447; on the application of su- 
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tures in wounded intestine, and including 
the peritoneum in the suture, i. 459; 
slippers for rupture of the tendo Achillis, 
i. 494; case of fracture of the upper jaw, 
i. 527; on the local treatment of fractured 
ribs, 1. 547; first proposed the operation 
of staphyloraphy, i. 603; preparation of 
the parts for the operation, i. 603; on the 
removal of the edges of the cleft, i. 604 ; 
plan for bringing the edges of the cleft 
together, i. 604; on the after-treatment, 
i. 607; on the iodide and bromide of 
mercury in syphilis, i. 662; on incision 
of the hernial sac, and the introduction of 
lint tents, for its radical cure, li. 24; on 
puncturing the distended intestine after 
the operation for strangulated hernia, 1i. 
39; on the section of the scalenus anticus 
in ligature of the subclavian, 11. 242 ; ope- 
ration for the ligature of the subclavian, 
ii, 245; on the treatment of branching 
aneurism, ii. 275; treatment of broncho- 
cele, ii. 660; modification of the Taliaco- 
tian operation, ii. 831; modification of 
the Indian operation of rhinoplasty, ii. 
836; on the proper formation of the nos- 
trils, ii. 839; modification of the Italian 
operation of rhinoplasty, ii. 843 ; artificial 
leg, ii. 846; mode of amputating by the 
circular incision, ii. 891; mode of ampu- 
tating at the hip-joint with the circular 
cut, ii. 934; at the shoulder-joint with the 
circular cut, 11. 958; case of excision of 
part of the hand, ii. 965; case of excision 
of a joint, ii. 969; case of excision of 
the lower jaw, ii. 988; mode of operat- 
ing in excision of the lower jaw with the 
condyles, ii. 989; on the previous ligature 
of the carotid artery, ii. 990; case of ex- 
articulation of one side of the lower jaw, 
li, 992. 

GraF on the treatment of itch, i. 639. 

GRANGER’s apparatus for fracture of the fe- 
mur, i. 574. 

GRANTHAM’S case of ruptured muscle, i. 
495. 

Gras, ALBIN, on the existence of the acarus 
scabiel, i. 636; case of dislocation of the 
pisiform bone, i. 794. 

Gras’, Le, mode of amputating the thigh 
with the flap from before, ii. 909. 

GRasHUIS’ opinions relative to the formation 
of pus, 1. 35. 

GRASSMEYER on the distinguishing tests for 
pus and mucus, 1, 44. 

GRATELUP’s case of rupture of the chest, ii. 
dot 

Gravel, ii. 530. 

Gray, Dr., on anteversion of the womb, ii. 
146; on Hall’s utero-abdominal supporter 
in antroversion of the womb, ii. 148. 

GREATREX On compression in the treat- 
ment of aneurism, 11. 213. 

GReEEN’s, J. H., case of frost-bite, i. 127 ; 
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case of secondary hemorrhage after liga- 
ture of the subclavian, i. 307; case of 
ligature of the external jugular vein, 1. 
319; case of indentation of the skull in a 
child, i. 391; case of sympathetic abscess 
of the brain, with irritation and suppura- 
tion of the dura mater, i. 401; case of 
cataleptic fits after fracture of the parietal 
bone, i. 416; case of insanity following a 
blow over the longitudinal sinus, 1. 417 ; 
case of fatal penetrating wound of the ab- 
domen, i. 458 ; case of wounded intestine, 
i. 462; operation on an ununited fracture 
of the femur, i. 592; commented on by 
South, i. 592; on the use of mercury in 
syphilis, and on the forms in which it 
should be employed, i. 656; case of dislo- 
cation of the two outer metatarsal bones, 
i. 814; case of reduction en masse, 11. 16 ; 
case of carotid aneurism, in which pulsa- 
tion continued for several days, after the 
artery was tied, ii. 224; case of secondary 
hemorrhage after ligature of the sub- 
clavian, ii. 224; on ligature of the sub- 
clavian, ii. 243; case of aneurism of the 
posterior tibial, ii. 265; case of varicose 
aneurism, ii. 272; case of foreign body in 
the alimentary canal, ii. 390; case of ab- 
scess by the side of the rectum, from the 
irritation of a foreign body, il. 393; on 
the treatment of hydrocele by seton, ii. 
505; case of lithotemy in a fat man of 50 
years of age, ii. 569; case of secondary 
hemorrhage after lithotomy, 11. 604 ; case 
of encysted stone, ii. 634; case of extirpa- 
tion of bronchocele, ii. 664; case of fatal 
hemorrhage from leech bites, ii. 866; 
case of dislocation of the astragalus, ii. 
946. 

Grecory, Dr., on the prognosis of wounds of 
the chest, i. 444; on the origin of vacci- 
nation, li. 873; on the preservation of 
vaecine lymph for transmission, 11. 874; 
on the period at which lymph should be 


taken for vaccination, ii. 874; on the ope- - 


ration of vaccination, ii. 874; on the ap- 
pearances after successful vaccination, il. 
875; on the insusceptibility of some con- 
stitutions to the vaccine virus, 11. 876; on 
the appearance of vaccine lichen, ii. 876. 

GREssLEY’s apparatus for fracture of the 
neck of the femur, i. 569. 

GrossHEmM on the stanching the bleeding 
from the intercostal artery, i. 448. 

GROWTHS, DISEASED AND ABNORMAL, ii. 
645; definition and characters, iil. 645; 
connexion between the two classes of 
disease, 1i. 645; Lawrence on the transi- 
tion between new or accidental produc- 
tions and changes of structure, and dege- 
nerations of organs, ii, 646; origin of 
the degeneration of organic parts, i1. 646 ; 
special development of the vessels in the 
diseased changes of organic parts, and 
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the consequences, ii. 646; after-products 
or new formations, ii. 647; diseased 
growths subject to the same general laws 
as the natural tissues, ii. 647; the cellular 
theory, ii. 647; the corpuscular theory, 
ii. 647; tumours, ii. 647; Abernethy, 
Laennec, Meckel, and Miiller on the 
division of tumours, ii. 647; the more 
minute microscopic elements of tumours, 
li. 648; difficulty of making an accurate 
and sufficient division of tumours de- 
pending on their unnatural structure, ii. 
648; general characters of tumours, ii. 
648 ; enlargement of the tongue, ii. 649; 
generally congenital, ii. 649; characters, 
li. 649; period at which it occurs, and 
cause, ii. 649; treatment, ii. 650 ; Clanny’s 
case, li. 650; treatment by the knife or 
the ligature, ii. 650; mode of operating, 
ii, 650; Percy and Harris’ operations, ii. 
651; treatment of protrusion of the 
tongue from paralysis of its muscles, ii. 
651; Bronchocele, 1i. 651; definition and 
characters, ii. 652; symptoms when the 
bronchocele is large, ii. 652; varieties, 
_ ii. 652; symptoms and treatment of in- 
flammation of the thyroid gland, ii. 653 ; 
vascular or aneurismatic bronchocele, ii. 
653; characters, ii. 653 ; lymphatic bron- 
chocele, ii. 653; characters, ii. 653; seat 
of the disease, ii. 654; South on lym- 
phatic bronchocele and serous cysts in 
the neck, ii. 654; scirrhous bronchocele, 
li. 654; characters, ii. 654; causes of 
bronchocele, ii. 654; M‘Clellan on the 
cause of bronchocele, ii. 655; Inglis and 
Copland on the age at which bronchocele 
is most usual, ii. 655; Dr. Robertson and 
M‘Clellan on bronchocele as a variety of 
scrofula, ii. 656; prognosis, ii. 656; 
treatment, ii. 656; in vascular broncho- 
cele, ii. 656; ligature of the superior 
thyroideal artery, ii. 656; mode of ope- 
rating, ii. 657; after-treatment, ii. 658 ; 
relative value of this operation, and other 
modes of treatment formerly recom- 
mended, ii. 658 ; the tumour may increase 
in size after this operation from the en- 
largement of the inferior thyroid, and its 
communicating with the superior, ii. 659 ; 
Coates and Wickham’s case in which the 
bronchocele ultimately enlarged, after the 
ligature of the superior thyroid, ii. 659 ; 
ligature of the inferior thyroid artery, ii. 
659; treatment of lymphatic bronchocele, 
_ ii. 659; exhibition of burnt sponge and 
iodine, ii. 659; dangerous symptoms 
caused by large doses of iodine, and their 
treatment, 11. 660; contra-indications to 
the use of iodine, ii. 660; Graefe’s treat- 
ment of bronchocele, ii. 660; Inglis’ 
objections to Coindet’s mode of exhibiting 
iodine, ii. 660; Dr. Gairdner on the 
dangerous symptoms occasionally caused 
VOL. I, . 
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by iodine, ii. 661; South on the exhibi- 
tion of iodide of potassium, ii. 661; ex- 
ternal remedies for bronchocele, ii. 661; 
South on the employment of iodide of 
potassium in the form of ointment, ii. 662 ; 
ligature of the superior thyroid artery for 
lymphatic bronchocele, when it presents 
a cartilaginous hardness, ii. 662; em- 
ployment of the seton, ii, 662; mode of 
applying it, ii. 662; fatal results have 
occasionally followed its use, ii, 663; in- 
cision of the bronchocele, ii, 663; punc- 
turing the bronchocele, ii. 663; Mau- 
noir’s treatment by puncture, and irri- 
tating injections, and by seton, ii. 663 ; 
extirpation very dangerous, and to be 
almost entirely forbidden, ii. 663; cases 
in which extirpation is admissible, and 
mode of operating, ii. 664; Green’s case, 
li. 664; Mayor and Bach’s extirpation of 
bronchocele by ligature, ii. 664; Regal 
de Gaillac’s extirpation of bronchocele by 
subcutaneous ligature, ii, 664; enlarge- 
ment of the clitoris and labia, ii. 664; 
causes of enlargement of the clitoris, ii. 
664; treatment by operation, ii. 665; 
causes of enlargement of the labia, ii. 
665; South on the enlargement of the 
nymphe, ii. 665; Astley Cooper’s case, 
ii. 665; treatment of enlarged labia, ii. 
665; by operation, ii. 665; South on the 
removal of the enlarged nymphz by ope- 
ration, ii. 666; Warts, ii. 666; defini- 
tion and characters, ii. 666; South on 
venereal and malignant warts. ii. 667; 
causes of warts, ii. 667; treatment, ii. 
667; by external remedies, ii. 667; by 
caustics, ligature, or the knife, ii. 667; 
South on the treatment of common, vene- 
real, and malignant warts, ii. 667; callo- 
stties and corns, ii. 668 ; causes, situation, 
and symptoms of callosities and corns, ii. 
668; nature of corns, ii. 668; Breschet, 
Pigné, and Brodie on the nature of corns, 
li. 668; treatment by palliatives, ii. 668 : 
by operation, ii. 668; caution respecting 
operating on corns, ii. 668: Horns, ii. 
669; situation, ii. 669; Erasmus Wil- 
son’s statistical account of human horns, 
ii, 669; Astley Cooper, Roots, and 
South’s cases, ii. 670; specimens in the 
museum of the College of Surgeons, ii, 
670; nature and growth, ii. 670; Eras- 
mus Wilson on the growth of horns from 
a previously obstructed follicle, ii. 670; 
proximate and immediate causes, ii. 671; 

Mercier on the character of horns, ii. 671 : 
nature of these growths, ii. 671 ; treatment, 
li. 672 ; bony growths, ii. 672; nature and 
subdivisions, 11. 673; origin and causes, ii. 
673; characters of true exostosis, ii. 673 ; 
Jaeger and Pigné on the seat of exostosis, 
ii. 673 ; internal condition of exostosis, ii. 
673; Astley Cooper’s cartilaginous exos- 
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tosis of the medullary membrane, ii. 674 ; 
Scarpa’s exostosis maligna, ii. 674 ; Otto 
and von Walther’s osteosteatoma, ii. 
674; Miiller on enchondron, ii. 674; si- 
tuation of exostosis, ii. 675; proximate 
and occasional causes, 11.675 ; symptoms, 
ii. 675; diagnosis, ii. 675; prognosis, 11. 
676; treatment, il. 676; extirpation of 
the exostosis, ii. 676; osteosteatoma and 
osteosarcoma, ii. 677 ; nature and causes, 
ii. 677; origin and seat, il. 677; 
symptoms, il. 677; treatment, TRE ge 
prognosis, ii. 678 ; spina ventosa, ii. 678 ; 
characters, ii. 678; symptoms, li. 678; 
Wiseman on spina ventosa, ii. 679 ; origin 
and causes, 11.680; nature of the disease, 
ii. 680; diagnosis, ii. 680; treatment, il. 
680 ; formation of tubercles in bone, 11. 681; 
causes, ii. 681; varieties, ii. 681; five 
stages of encysted tubercles, li. 681; 
grey granulations, ii. 681; crude, en- 
cysted tubereles, ii. 681; softened tu- 
bercles, ii. 682; eliminatory and repara- 
tory processes, ii. 682; tubercular 
infiltration, ii. 682; grey and purulent 
infiltration, ii. 682; sequestration of the 
affected part, ii. 682; diagnosis between 
purulent tubercular infiltration and caries, 
ii. 682; treatment ii. 683; fungus of the 
dura mater and of the skull-bones, ii. 683 ; 
definition of fungus of the dura mater, ii. 
683 ; symptoms, ii. 683 ; characters and 
progress of the disease when the bone is 
destroyed, ii. 684; appearances after 
death, ii. 684; diagnosis, iil. 684; views 
as to the origin and course of the disease, 
ii. 685; Walther on fungus -of the dura 
mater, ii. 685; varieties of fungus of the 
dura mater, i. 686; causes, li. 687; 
treatment, ii. 688 ; by operation, ii. 688 ; 
Walther’s objections to the operation, ii. 
688; mode of operating, ii. 688; Bérard 
and Orioli’s cases treated by operation, ii. 
689; Fatty or adipose tumours, ii. 690; 
origin, ii. 690; characters, ii. 690 ; South 
on fatty tumours, ii. 690; seat and cha- 
racters of lipoma diffusum, ii. 690 ; Brodie 
and South on lipoma diffusum, ii 690; 
characters of fatty tumours arising be- 
tween the two plates of the cellular ex- 
pansion beneath the skin, 11.691; Miiller 
on the varieties of fatty tumours, i1. 691; 
size and seat of fatty tumours, ii. 691; 
Astley Cooper, Copland, Lawrence, and 
Portalupe’s cases of very large fatty 
tumours, ii. 691; Brodie’s case of fatty 
tumour connected with the spermatic 
cord within the abdominal ring, ii. 692 ; 
causes and seat, ii. 692 ; removal by ope- 
ration, ii. 692 ; Brodie on inflammation of 
fatty tumours, running on to abscess, ii. 
693 ; Brodie and Astley Cooper’s opinion 
that fatty tumours sometimes take on the 
malignant degeneration, ii. 693; Brodie’s 
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case of fatty tumour partially removed by 
liq. potassee, ii. 693; South on the extir- 
pation of fatty tumours, li. 693; re- 
moval of lipomata by operation, il. 693; 
after-treatment, ii. 693 ; use of the seton 
in lipoma uncertain, ii.694; South on the 
removal of the roots of the tumour, and 
on the after-dressing, ii. 694; encysted 
tumours ii. 694; definition, 11. 694; 
Hunter and South on cysts forming 
around foreign substances, ii. 694; 
varieties of encysted tumours, ii. 695; 
Maunoir on simple serous cysts of the 
neck, ii. 695; O'Beirne, Bransby Cooper, 
Fleury, and T. Blizard’s cases, ii. 695 ; 
Brodie on simple cysts in the female 
breast, ii. 696; Astley Cooper on cellular 
hydatids of the breast, ii. 696; Home and 
South on atheromatous cysts and their 
contents, ii. 696 ; nature of the cyst, il. 
696; Hunter on the internal surface of 
the cyst, ii. 697; form, characters, and 
development of encysted tumours, ii. 697; 
inflammation and ulceration of the cyst, 


- ii. 697; proximate cause of encysted tu- 


mours, ii. 697 ; sebaceous tumour on the 
head, face, etc. described by Astley 
Cooper, ii. 697; characters, causes, and 
structure, ii. 698; Erasmus Wilson and 
Astley Cooper on sebaceous tumours, Ii. 
698; Astley Cooper and South on the 
cause of sebaceous tumours, ii. 698 ; Dal- 
rymple’s case of ossified encysted tumour 
of the eyelid, ii. 699; ganglia, ii. 699 ; 
characters, ii. 699; treatment of encysted 
tumours, 699; by dispersion, il. 699 ; re- 
moval with the knife, ii. 700; by liga- 
ture, ii. 700; opening the cyst, and re- 
moving it by suppuration or with caustic, 
ii. 700; treatment of encysted tumours 
with roots deeply seated among important 
parts, ii. 701; of encysted tumours caused 
by closure of a sebaceous follicle, ii, 701 ; 
South on the removal of sebaceous tu- 
mours by operation, ii. 701; treatment of 
ganglions, 11.701; by operation, ii. 702; 
by extirpation, ii. 703; this operation 
condemned by South, ii. 703; hydatids, 
ii. 703; characters, ii. 703; divisions, 11. 
703; cysticercus cellulose, ii. 703; seat 
and characters, ii. 703; echinoccus ho- 
minis, ii. 704; seat and characters, ii. 
704; acephalocyst, ii. 704; seat and cha- 
racters, ii. 704; South’s cases of acepha- 
locysts, ii. 704; causes, li. 705; conse- 
quences, ii. 705 ; specimens of acephalo- 
cysts in the humerus in St. Thomas’ 
museum, ii. 705; treatment, ii. 705; 
cartilaginoid bodies in joints, ii. 705; 
characters, ii. 706; symptoms, li. 706 ; 
diagnosis between these foreign bodies 
and arthritis or rheumatism, iil. 707; 
causes, ii. 707; mode of formation, ii. 
707; South on the composition of foreign 
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bodies in joints, ii. 708; treatment by 
bandages and by operation, ii. 708 ; treat- 
ment preliminary to the operation, ii. 
709; diagnosis between benignant and 
malignant cases, ii. 709; mode of ope- 
rating on the knee-joint, ii. 709 ; South on 
the mode of operating, ii. 709 ; Schreger’s 
operation on the shoulder-joint, ii. 710; 
the subcutaneous section ii. 710; Goyraud 
and Syme’s cases, ii. 710; sarcomatous 
tumors, i. 710 ; characters, ii. 710; South 
on the two kinds of sarcomatous tumors, 
ii. 710; Lawrence, M‘Murdo, and Astley 
Cooper’s cases of cellular membranous 
tumors, ii. 711; South on enlargement 
of the prepuce and scrotum, ii. 711; Tit- 
ley, Delpech, Liston, and Imbert de 
Lonnes’ cases, ii. 711; form and growth 
of sarcomatous tumors, ii. 711; micro- 
scopic characters, ii. 712; cause, ii. 712; 
treatment, ii. 712 ; South on their removal 
by operation, ii. 712; lardaceous tumors, 
li. 712; Boyer on wens, ii. 712; charac- 
ters and growth, ii. 713; termination in 
malignant ulceration, ii. 713 ; appearances 
of the tumor when the parts are dis- 
sected prior to softening and degenera- 
tion, ii. 713 ; after degeneration has taken 
place, ii. 714; Heyfelder on the varieties 
founded on microscopic examination, ii. 
714; causes, il. 714 ; treatment by abla- 
tion, ii. 714; mode of operating, ii. 715 ; 
Boyer on the cancerous degeneration of 
Steatoma, ii. 715; medullary fungus, ii. 
715; synonymes ii. 715; characters, 
li. 715; Young, Travers, Carswell, and 
Walshe on the genus carcinoma, li. 716 ; 
symptoms and situation of medullary fun- 
gus, ii. 717; medullary fungus of the 
testicle, ii. 717; symptoms and termina- 
tion, ii. 717; symptoms of medullary 
fungus of bone, ii. 718; Astley Cooper on 
medullary fungus of bone, il. 718; ap- 
pearances of the parts on dissection, 1i. 
718; chemical examination of the brain- 
like substance, ii. 719; Hecht, Maunoir, 
and Miiller on the chemical constituents 
of the brain-like substance, ii. 719; 
Krause on the microscopic characters of 
medullary fungus, ii. 719; Gluge on the 
nature of medullary fungus, ii. 719; me- 
dullary fungus occasionally encysted, ii. 
720; characters of the brain-like sub- 
stance in medullary fungus of the testicle, 
ii. 720; characters of medullary fungus, 
ii. 721 ; Allan Burns and von Walther on 
the difference between fungus hematodes 
and sarcoma medullare, ii. 721; Aber- 
nethy on fungus hematodes, ii. 721; 
Miiller on the applicability of the term 
‘‘medullary fungus” to the different forms 
of soft cancer, ii. 722; Vogel on the 
’ essential element of medullary fungus, ii. 


722; Bradley, Jaeger, and Vogel on the } 
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blood fungus, ii. 722; Meckel’s opinion 
that melanosis is the same as medullar 

fungus, ii. 723 ; this opinion only partially 
correct, li. 723; diagnosis between me- 
dullary fungus and scirrhus, ii. 724; 
Breschet’s different kinds of carcinoma, 
merely different degrees of development 
of medullary fungus, ii. 725; Abernethy’s 
sarcoma tuberculatum considered by 
Meckel to be medullary fungus, ii. 725; 
this opinion incorrect, ii. 725; etiology 
of medullary fungus, ii. 725; diathesis 
fungosa, il. 725 ; seat and mode of forma- 
tion of medullary fungus, ii. 725; treat- 
ment of the disease almost entirely inef- 
fective, ii. 726; early ablation of the part 
or amputation of the limb affords the 
only chance of cure, ii. 726; the disease 
generaily returns sooner or later, ii. 726 ; 
polypi, ii. 726; definition and varieties, 
li. 726; characters of soft polypi, ii. 726; 
of hard polypi, ii. 726 ; of fleshy polypi, 
ii. 726 ; of fibrous polypi, ii. 726 ; scirrhous 
degeneration of polypus, ii. 727; symp- 
toms of polypus, ii. 727 ; proximate cause, 
iil. 727; fleshy polypi self-reproducing 
substances, li. 728; occasional causes, ii. 
728; prognosis, ii. 728; treatment, ii. 
728; by tearing out, ii, 728; by cutting 
it off, 11. 728; by the ligature, ii. 729; 
by the actual cautery, ii. 729; polypus of 
the nostrils, ii. 729; origin and situation, 
li. 730; symptoms, ii. 730; varieties of 
nasal polypi, il. 730; malignant nasal 
polypi, il. 730; benignant nasal po- 
lypi, ii, 730; causes, ii. 731 ; Schreger 
on the complication of nasal polypus 
with teleangiectasy, li. 731; Richerand on 
the respective origins of benignant and 
malignant nasal polypi, 11. 731 ; prognosis, 
il. 731; treatment by local astringents, ii. 
732; by operation, 11. 732; tearing away 
the polypus, ii, 732; examination prior 
to the operation, ii. 732; mode of opera- 
ting, li. 732; the operation on large 
polypi, 11. 733 ; operation when the polypus 
isrooted far back in the nostrils, and 
hangs down behind the soft palate into 
the throat, il. 733; treatment of the 
accomparying bleeding, ii. 733; South on 
plugging the nostrils, ii. 734; after- 
treatment, ii. 734; application of the 
ligature, 11. 735; mode of operating, ii. 
735 ; after-treatment, 11. 737 ; cutting off 
the polypus, ii. 737 ; mode of operating, 
ii. 737 ; application of the actual cautery 
ii. 737 ; polypus of the throat, ii. 738 ; seat 
and symptoms, 11.738; treatment by 
ligature, il. 738; after-symptoms and 
treatment, ii. 738 ; polypi of the cesopha- 
gus, li. 738 ; mode of operating, ii. 738; 
polypus in the maxillary sinus, ii. 739 ; 
inflammation of the mucous membrane of 
the Highmorian cavity, ii. 729; symptoms, 
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li. 739; termination in blenorrhagia, ii. 
739; symptoms of polypi, ii. 740 ; state of 
the parts in osteosteatoma and osteosar- 
coma, ii. 740; causes of inflammation, ii. 
740; prognosis of the various diseases of 
the maxillary sinus, ii. 740; treatment of 
the inflammation, ii. 741; when chronic, 
ii, 741; the operation of opening the 
sinus, when needed, ii. 741; situation at 
which it should be performed, ii. 741; 
through the tooth-socket, ii. 742; cases in 
which it should be practised, ii. 742; 
South on opening the maxillary sinus, ii. 
742; after-treatment, ii. 742; South on 
the after-treatment, ii. 743; boring into the 
maxillary cavity in the fossa canina, ii. 
743 5 cases requiring the operation, ii. 
743 ; mode of operating, ii. 743; after- 
treatment, ii. 743; cutting away the 
polypus, ii. 743; the employment of the 
ligature and tearing off the polypus, ii. 
743 ; application of caustic, il. 743; of 
the actual cautery, ii. 743; boring into the 
maxillary cavity below the molar eminence, 
and above the third or fourth molar tooth, 
li. 744; through the palate, ii. 744; on 
the cheek, ii. 744; Weinhold’s operations, 
ii. 744; relative value of these operations, 
ii. 745; operating on the frontal sinus and 
after-treatment, ii. 746; Dupuytren on 
encysted cellulo-fibrous tumor of the 
antrum, and its treatment, ii. 746; 
polypus of the womb and vagina, ii. 746 ; 
situation and characters of polypus of the 
womb, ii. 747; symptoms and progress of 
the disease, li. 747; of polypus of the 
cervix or os uteri, ii. 748; diagnosis of 
polypus uteri from pregnancy, ii. 748; of 
polypus protruded through the os uteri, 
from eversion of the womb, ii. 748; dis- 
tinction to be made with difficulty, ii. 749; 
diagnosis of uterine polypus from fungous 
growths, il. 749 ; causes of uterine poly- 
pus, ii. 749; treatment by operation, ii. 
750; by the ligature, ii. 750; application 
of Desault’s apparatus, ii. 751; of Nissen’s 
instrument, li. 752; of Ribke’s instrument, 
ii. 752; after-symptoms and after-treat- 
ment, li. 752; cutting off the polypus, ii. 
753; mode of operating, 11. 753 ; polypus 
of the vagina, ii. 754 ; causes, symptoms, 
and treatment, ii. 754; polypus of the 
rectum, ii. 754; situation and characters, 
il. 754; treatment, il. 754; Cancer, ii. 
754; definition, ii. 755; origin, ii. 755; 
symptoms of scirrhus, ii. 755 ; pro- 
gress of the disease, ii. 755; concealed 
cancer, ii. 755; ulcerated cancer, ii. 756; 
condition of the parts in scirrhus, ii. 756; 
in concealed cancer, ii. 756 ; microscopic 
elements of scirrhus, ii. 756; Miller on 
the four several kinds of carcinoma, ii. 
757; Miiller on carcinoma simplex and 
fibrosum, ii. 757; Miiller on carcinoma 
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reticulare, ii. 757; Miiller on carcinoma 
alveolare, ii. 757; Miiller on carcinoma 
fasciculatum, ii. 758; Dr. Hodgkin on the 
development and progress of scirrhus, ii. 
758 ; secondary development of cancerous 
ulceration, ii. 760; seat of cancer, ii. 760 ; 
difference in the progress of cancer in 
different persons, ii. 761; Alibert on the 
varieties of cancer, il. 761; diagnosis of 
scirrhous tumours, ii. 761; Scarpaon the 
diagnosis between scrofula and scirrhus, 
li. 762 ; Hodgkin on the diagnosis between 
scirrhus and medullary fungus, ii. 762; 
Foy’s analysis of scirrhus, ii. 763; cancer 
in the skin, ii. 763 ; origin and seat, ii. 768 ; 
symptoms, li. 763; occurrence of ulcera- 
tion, ii. 763; origin of cancer in glands, 
ii, 764; characters of cancer in mucous 
membranes, ii. 764; cancer in the bones, 
iil. 764 ; characters of cancer in the nerves, 
li. 764; other tumours in nerves, and 
their treatment, ii. 764 ; Cheselden’s cases, 
li. 765 ; Astley Cooper's case of tumour in 
the popliteal nerve, ii. 765; Liston on tu- 
mours of nerves, li. 765; Langstaff, South, 
Astley Cooper, Cline, and Mayo on tu- 
mours in nerves of stumps, ii. 765 ; cancer 
a specific disease, ii. 766 ; cancerous dys- 
crasy, li. 767 ; predisposing and occasional 
causes of cancer, ii. 767 ; Hunter on the dis- 
posing causes of cancer, ii. 767 ; prognosis, 
li. 767; Scarpaon the nature of scirrhus, 
il. 768; Travers on the occasional inert- 
ness of scirrhus during life, ii. 768 ; Bro- 
die and South’s cases, il. 768; treatment 
of scirrhus and cancer, ii. 768; Leroy 
d’Etiolles on the statistics of operations for 
cancer, ll. 768; treatment for effecting 
dispersion of the tumour, ii. 769; Young, 
Recamier, and South on compression of 
scirrhus, ii. 770; removal of the diseased 
part with the knife or by escharotics, ii. 
770; contra-indications, 1i. 770; prelimi- 
nary treatment, ii. 770 ; necessary toremove 


_ all the diseased parts, ii. 770 ; destruction of 


a cancerous part by caustic, il. 771; mode 
of applying the caustic, and the resulting 
symptoms, ii. 771; Canquoin’s employ- 
ment of chloride of zinc as a caustic for 
cancer, ii, 771; Hellmund’s mode of ap- 
plying Cosme’s powder, ii. 771; duration 
of the treatment, ii. 772 ; symptoms occa- 
sionally produced by the arsenical caustic, 
ll. 772; internal treatment of cancer, ii. 
773; exhibition of narcotics to relieve 
the pain, ii. 773; cancer of the lips and 
cheek, ii. 773; seat and characters of 
cancer of the lip, ii. 773; microscopic 
characters of the disease, il. 773; malig- 
nant but non-cancerous ulceration of the 
lips, ii. 774; treatment of cancer of the 
lips by extirpation, ii. 774; contra-indica- — 
tions of the operation, ii. 774; mode of 
Operating when the cancer does not 
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spread down beyond the red part of the 
lip, ii. 774; South on the operation in 
such cases, ii. 774; the operation when 
the cancer has spread beyond the red 
edge of the lip, ii. 774; ‘union of the 
divided parts, even when there has been 
great loss of substance, ii. 775; the Ope- 
ration of chiloplasty, or making a new 
lip, ii. 775; various modes of operating 
for chiloplasty, ii. 775; Dieffenbach and 
Blasius’ operations, ii. 775; treatment of 
cancer of the lip connected with the bone, 
il. 776; by operation, ii. 776; of cancer 
of the cheek, ii. 776 ; cancer of the tongue, 
li. 776 ; characters, ii. 776 3 prognosis, ii. 
777; treatment, ii, 777; by operation, ii, 
7773; mode of operating, ii. 777; after- 
treatment, ii, 778; treatment of fungous 
growths, ii. 778; ligature of the lingual 
artery, prior to the amputation of the 
scirrhous portion of the tongue improper, 
ii. 778; removal of the tongue by liga- 
ture, ii. 778 ; Mirault’s operation for liga- 
ture of the tongue, ii. 779; Regnoli’s 
operation for the extirpation of the ton gue, 
ii. 779; Arnott’s case of malignant 
tumour of the tongue in which that organ 
was removed by ligature, ii. 779; cancer 
of the parotid gland, ii. 780; diseases of 
the parotid, ii. 780 ; characters of swelling 
of the parotid, ii. 780; diagnosis between 
the several tumours of the parotid, ii. 
780; treatment in scirrhus and medul- 
lary fungus of the parotid, ii. 781; ex- 
tirpation of the gland a doubtful remedy, 
li. 781; arteries in danger of being 
wounded during the operation, ii. 781 i 
Allan Burns on extirpation of the parotid, 
li. 782; mode of operating for the extir- 
pation of the parotid, ii. 782; Goodlad 
and Langenbeck on the prior ligature of 
the carotid, ii. 783; after-treatment, ii. 
783 ; cancer of the breust, ii. 783; symp- 
toms, character, and progress, ii. 784 ; 
Brodie and South on scirrhus of the 
breast, ii. 784; characters of scirrhus and 
cancerous ulceration of the breast, ii. 785 ; 
development of cancer of the breast as 
skin cancer, ii. 785; characters of cancer 
of the areola, ii. 785; of cancer of the 
nipple, ii. 785 ; Astley Cooper on fungous 
degeneration of the nipple, il. 786 ; Astley 
Cooper on the development of the nipple 
in the foetus and its subsequent changes, 
li. 786; Brodie on scirrhus of the nipple, 
ii. 786: symptoms of cancer of the 
breast, ii. 786; of acute cancer, ii. 786 . 
of chronic cancer, ii. 786 ; Brodie on the 
puckering in of the skin in mammary 
cancer, and on its cause, ii. 787; appear- 
ance of scirrhus when cut into, ii. 787 : 
diagnosis between scirrhus and chronic 
inflammation of the lymphatic vessels, or 
of the breast-gland, ii. 788; symptoms 
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and treatment of the inflammation, ii. 
788 ; symptoms and characters of milk- 

nots, li. 789; malignant appearance of 
milk-knots in old women, il. 789 ; Scarpa 
and South’s cases of lacteal swelling, ii. 
789; diagnosis between scirrhus and 
scrofulous tumours of the breast, ii. 790; 
and herpetic and psoric affections, ii, 7 90; 
and encysted tumours, ii. 790 ; characters 
of vesicular scirrhus of the breast, or car- 
cinoma mamme hydatides, ii. 790; this 
disease a steatomatous degeneration of the 
gland, ii. 790; Astley Cooper on hydatid 
swellings of the breast, ii. 791; Astley 
Cooper on the symptoms and treatment 
of cellulous hydatids of the breast, ii. 
791; Astley Cooper on polypoid hydatids 
of the breast, ii, 792; Astley Cooper on 
the lobular hydatids of the breast, ii. 792; 
Brodie on the serocystic tumours of the 
female breast, ii. 792; characters of me- 
dullary fungus of the breast, ii. 793; of 
the blood-swelling of the breast, ii. 793; 
ecchymosis of the breast in girls prior to 
menstruation, ii. 794; characters of hy- 
pertrophy of the female breast, ii, 794; 
anatomical appearances of the hypertro- 
phied breast, ii. 795; causes, ii. £95: 
treatment, ii. 795; causes of scirrhus 
of the breast, ii. 795; prognosis, ii. 
796; the question as to propriety of 
removing a scirrhous breast, ii. 796 ; Opi- 
nions of Cline, Home, Astley Cooper, 
Brodie, and South, ii. 796 ; Brodie on the 
circumstances permitting the operation, 
li, 797; extirpation of the breast, ii, 
797; mode of operating, ii. 797; South 
on the position of the patient during the 
operation, ii. 798; South’s case of fatal 
venous hemorrhage from the extirpation 
of the breast, ii. 798; South on the after- 
treatment, ii. 798; amputation of the 
breast, ii. 798 ; South’s opinion that ampu- 
tation is not preferable to extirpation, ii. 
799; relative value of these operations, ii. 
799; requisite to remove all. diseased 
structures, ii. 799; operation for relapse 
of scirrhus after the removal of the dis- 
ease, 1. 800; cancer of the penis, ii. 800 : 
origin, symptoms, causes, and results, ii, 
800 ; diagnosis, ii. 800; treatment, ii. 800; 
by operation, ii. 801; amputation of the 
penis, ii. 801; South on the recurrence of 
cancer after amputation of the penis, ii, 
801; Cline the younger’s case, ii. 801; 
examination of the organ preliminary to 
the operation, ii, 801; amputation of the 


_ penis by the knife, ii. 801; of the glans 


alone, ii. 801; in the middle of the organ, 
ii, 801; Schreger’s mode of amputating 
the penis near the pubic bones, ii. 801 ; 
Langenbeck’s operation, ii. 802; Barthe- 
lemy on the means of preventing the 
retraction of the urethra, ii. 802 5 occur- 
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rence of after-hemorrhage, and its treat- 
ment, ii. 802; after-treatment, il. 802; 
amputation of the penis by ligature, ii. 
802; relative value of the two operations, 
ii. 802; South on the relative value of the 
two operations, ii. 803; Lisfranc’s opera- 
tion for the removal of cancer of the cor- 
pora cavernosa, ii. 803; cancer of the 
testicle, ii. 803; definition of sarcocele, 
ii. 804 ; symptoms and progress of scirrhus 
of the testicle, ii. 804; characters and 
appearances of sarcomatous degeneration 
of the testicle, ii. 804; these diseases 
occasionally complicated with hydrocele, 
ii. 804; diagnosis of scirrhous and sarco- 
matous degenerations of the testicle from 
other swellings of that organ, 11. 805; from 
thickening of the cellular tissue of the 
scrotum, ii. 805; characters and causes of 
that disease, ii. 805; treatment, 11. 805; 
by operation, ii. 805; Liston, Key, O’Fer- 
rall, and Bennett’s cases of sarcomatous 
scrotum, ii. 806; diagnosis of sarcocele 
from simple hydrocele, ii. 809; from 
cystic swelling of the testicle, 11. 809; 
characters and appearances of cystic swell- 
ing, ii. 809; Astley Cooper on the nature 
of the cyst in cystic swelling, 11. 809; 
removal of the disease by operation, ii. 
809; hydatids of the testicle, ii. 809; 
diagnosis of sarcocele from thickening of 
the tunica albuginea, ii. 809; scirrhus of 
the tunica albuginea, ii. 809; diagnosis of 
sarcocele from fungus of the testicle or 
tunica albuginea, ii. 810 ; from induration 
of the testicle, ii. 810; from scrofulous 
swellings, ii. 810; from syphilitic swell- 
ings, ii. 810; from medullary fungus, ii. 
810; extirpation of the testicle a doubtful 
remedy in cancerous degeneration, ii. 811 ; 
indications and contra-indications of the 
operation, ii. 811; Walther and Maunoir 
on ligature of the spermatic artery in sar- 
cocele, ii. 811; mode of operating, 11. 811 ; 
mode of operating for extirpation of the 
testicle, ii. 812; Aumont’s operation, il. 
812; South and Astley Cooper on the re- 
traction of the cord during the operation, 
ii. 812; degeneration of the spermatic 
cord, and the operation, ii. 812; South 
and Cline jun. on ligature of the sper- 
matic cord, ii. 813; dressing the wound, 
and subsequent treatment after extirpa- 
tion, ii. 813; treatment of after-hamor- 
rhage, ii. 813; treatment of undescended 
testicle, ii. 813 ; by operation, ii. 813; ex- 
tirpation of undescended testicle, ii. 813; 
South on the treatment of undescended 
testicle, ii. 814; Paget and Arnott’s cases 
of diseased undescended testicle, ii. 814; 
cancer of the scrotum, ii. 815; characters 
of chimney-sweep’s cancer, ii. 815; Pott 
and Paris on cancer of the scrotum, ii. 
815; Earle’s case of chimney-sweep’s 
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cancer on the wrist, 1i. 816 ; Astley Cooper 
and Keate’s cases of chimney-sweep’s 
cancer on the cheek, ii. 816; Earle and 
South on the extension of the disease to 
the neighbouring parts, ii. 816 ; Travers on 
the resemblance of the disease to lupus, 
ii. 816; cause and treatment, ii. 816; 
South on the cause of the disease, 11. 816 ; 
Pott and Earle on the age at which the 
disease generally occurs, 11. 816; South’s 
case of recurrence of the disease, ii. 816 ; 
cancer of the womb, ii. 817 ; origin of the 
disease, and primary symptoms, ii. 817; 
indications on vaginal examination, 1i. 
817; Montgomery on the origin of the 
disease in the ova Nabothi, ii. 817; pro- 
gress of the disease, ii. 817 ; results of the 
vaginal examination in the advanced state 
of the disease, ii. 818; Ashwell, Bayle, 
and Cayol on the pain in cancer uteri, 11. 
818; Montgomery and Ashwell’s cases of 
cancer uteri, ii. 818; diagnosis, ii. 818 5 
Simpson on cauliflower excrescence from 
the os uteri, ii. 818; period of life at 
which cancer uteri is generally developed, 
ii. 819; causes, ii, 819; Ashwell on the 
period of life at which cancer uteri is 
developed, ii. 819; treatment, ii. 819; by 
internal and external treatment, 11. 819; 
can only be palliative in true scirrhus, il. 
820; examination of the parts in cancer 
uteri by the speculum, ii. 820; mode of 
introducing the speculum, ii. 820; Simp- 
son on the mode of using the speculum 
vagine, ii. 820; Osiander on the extirpa- © 
tion of the cancerous neck of the womb, 
ii. 821 ; modes of operating, 11.821 ; Du- 
puytren’s operation, ii, 821; Canella and 
Hatin’s specula vagine, ii. 822; von Wal- 
ther’s case of excision of the cervix uteri, 
preceded by excising the pubic arch, ii. 
822; Recamier’s operation when the neck 
of the womb is softened or destroyed, 1i. 
822; Lisfrane’s operation, ii. 822; Co- 
lombat’s hysterotome, ii. 822; destruction 
of the degenerated womb by caustic, ii. 
822; Mayor’s ligature of the neck of the 
womb, ii. 822; mode of applying caustic 
potash to destroy the cancerous cervix 
uteri, ii. 822; cases in which this pro- 
ceeding is applicable, ii. 823; extirpation 
of the whole womb, ii. 823; Struve, Gut- 
berlat, and Wenzel on extirpation of the 
womb, ii. 823; Langenbeck and Land- 
Wolf’s cases of extirpation of the can- 
cerous womb, ii. 823; Recamier’s cases 
of removal of the womb by ligature, ii. 
824; Sauter’s directions for the operation 
of extirpation, ii. 824; dressing and after- 
treatment, ii, 825; von Siebold, Langen- 
beck, Paletta, Holcher, Blundell, and 
Banner’s cases, ii 825; Delpech, Dubled, 
and Recamier on the extirpation of the 
womb, ii. 826; Roux’ cases, ii. 828; the 
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difficulty and danger of the operation, ii. 
828; Gendrin’s directions for the opera- 
tion, ii. 828; Heath’s case of excision of 
the uterus by the abdominal section, ii. 829. 

GRUITHUISEN’S opinion relative to the form- 
ation of pus, i. 35; microscopic tests 
for pus and mucus, i. 45; lithotritic in- 
struments, ii. 588. 

Guatranr’s plan of treating aneurism by 
compression, ii. 209. 

GUERIN on the causes of congenital dis- 
location, i. 769 ; case of congenital dislo- 
cation of the lower jaw, i. 772; on the 
reduction of congenital dislocation of the 
femur, i. 803; cases of successful reduc- 
tion, 1. 804; mode of proceeding in 
effecting the reduction, i. 804; on local 
anodyne applications in  strangulated 
hernia, ii. 32; sub-cutaneous incision of 
the abdominal ring in strangulated hernia, 
11.43; on the condition of the muscles 
in curvatures, ii. 150; of the contracted 
muscles in spinal curvature, ii. 169; on 
the section of the tendo Achillis in club- 
foot, ii. 182; on the application of 
pounded ice to aneurisms, ii. 207. 

GUTBERLAT on extirpation of the womb, ii. 
823. 

GUETERBOCK on the chemical and micro- 
scopic characters of pus, i. 35; on the 
composition and chemical analysis of pus, 
i. 40, 41; discovery of pyine, i. 40 ; dis- 
covery of the difference in size of the pus- 
globules, i. 41. 

GuERSANT, on the furoncle atonique, i. 133 ; 
cases of gangrene of the tonsils, i. 140. 
GuILLaRp’s case of reduction of a conge- 
nital dislocation of the humerus after a 

lapse of sixteen years, i. 788. 

GUILLEBONNEAU on the operation for the 
treatment of lacerated perineum, i. 611; 
on the application of the sutures, i. 611. 

GUILLEMEAU on tying the tonsils, i. 145. 

GULLIVER on the distinction between the 
lymph-corpuscles and the exudation-cor- 
puscles, i. 34; on the putrefaction of pus, 
i. 39; denies the occasional occurrence of 
pus-globules in healthy blood, i. 41; on 
thickening and induration of the cellular 
tissue of the ancles and feet in soldiers, 
i. 104; on induration and rigidity of the 
cellular tissue of the ancles and feet in 
soldiers, without thickening, i. 105; on 
interstitial absorption in the neck of the 
femur from external violence, i. 566; on 
the union of fractured patella, i. 577. 

GUNNING on immediate amputation in gun- 
shot wounds, i. 346; case of recurrence 
of the aneurism, after the ligature of the 

‘artery, ii. 225. 

GUN-SHOT WOUNDS, i. 335 ; definition, i. 335 ; 
John Hunter on gun-shot wounds, i. 335; 
Dupuytren on the effects of guu-shot, i. 
336; Dupuytren’s case of a person killed 


by a gun loaded with powder only, i. 336 ; 
South’s cases of severe injury from small 
shot, i. 336; pain and hemorrhage at- 
tendant on a gun-shot wound, i. 337 ; form 
of the wound, i. 337; shock from the 
wound, i. 337; subsequent symptoms, i. 
337; Guthrie on the pain attending gun- 
shot wounds, i. 337; Guthrie on the at- 
tendant hemorrhage, i. 337 ; Guthrie and 
Hennen on the shock caused by a gun- 
shot wound, i. 338 ; Hunter on the cha- 
racter of gun-shot wounds, i. 338; H. 
Larrey’s cases of regular-shaped gun-shot 
wounds, i. 338; direction of the shot, i. 
339; general kinds of injury from shot 
wounds, i. 339; division of shot wounds 
into simple and complicated, i. 339; Rust 
and Busch’s explanation of wounds from 
the wind of the ball, i. 339; Hennen on 
severe bruising from shot, i. 339; Guthrie 
on the appearances caused by the passage 
of a ball, i. 339; Dr. Thompson and Du- 
puytren on the splitting of the ball by the 
sharp edge of a bone, i. 339 ; Guthrie on 
the resistance offered to the passage of the 
ball by bone or an elastic body, i. 340; 
shot wounds generally complicated by 
foreign bodies in their cavity, i. 340; 
prognosis, i. 340 ; indications of treatment, 
1. 340; circumstances under which the 
enlargement of the wound may be neces- 
sary, 1. 340; Hennen on the treatment of 
wounds by a ball in the fleshy part of the 
arm, thigh, or buttock, i. 341; general 
and local treatment, i. 341; occurrence of 
suppuration, i. 341; of secondary hemor- 
rhage, i. 341; Guthrie, Samuel Cooper, 
and Dupuytren on secondary hemor- 
rhage, i. 341; local and general treatment 
during suppuration, i. 342; Hennen and 
Dr. Arthur on the use of the seton to 
bring away separated pieces of bone, i. 
342 ; Staff-Surgeon Boggie’s cases, i. 342 ; 
treatment of shot wound complicated with 
fracture, i. 342; Hennen on the occur- 
rence of necrosis in gun-shot injuries of 
bones, i. 342; bleeding from the whole 
surface of the wound in long-continued 
suppuration, i. 343 ; the circumstances in 
gun-shot wounds requiring amputation on 
the spot, i. 343; Hennen on the nature of 
the injuries in gun-shot wounds requiring 
amputation, 1,344 ; amputation, under the 
circumstances mentioned, should be per- 
formed early, i. 344 ; Wiseman, Le Dran, 
and Ranby on immediate amputation, i. 
345; Faure on the propriety of delay- 
ing the operation, i. 345; Bilguer’s ob- 
jections to amputation altogether, i. 345; 
Hunter’s objections to primary amputa- 
tion, i. 345; Hennen, Pitcairn, Gunning, 
and Guthrie on immediate amputation, 
i. 346 ; Guthrie’s reasons for an early per- 
formance of the operation, i, 347 ; symp- 
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toms which may require the performance 
of amputation at a time more or less pos- 
terior to the date of the injury, i. 347. 
GuNTHER’s treatment of fractured ster- 
num, i. 546; on the condition of the 
muscles in snake-like scoliosis, ii. 161. 
GuTurle on the after-management of liga- 
tures on arteries, 1. 306; case in which a 
ligature remained on the brachial artery 
for four months after amputation, i. 307 ; 
on the pain attending gun-shot wounds, i. 
337 ; on the attendant hemorrhage i. 337 ; 
on the shock caused by a gun-shot wound, 
i, 338 ; on the appearances caused by the 
passage of a ball, i. 339; on the resistance 


offered to the passage of the ball by bone, 


or an elastic body, i. 340; on secondary 
hemorrhage, i. 341; on immediate am- 
putation, i. 345 ; reasons for an early per- 
formance of the operation, i, 347; on 
bruising or destruction of the periosteum, 
not necessarily followed by exfoliation or 
death of the bone, i. 386; on the differ- 
ence between the primary and secondary 


swellings, i. 386; on cold lotions in | 


bruises of the scalp, i. 387 ; on the exist- 
; ence of pus beneath the dura mater, i. 
387; on fracture of the inner table of the 
skull from the blow of a sword, axe, or 
other clean-cutting instrument, i. 390; 
cases of fatal perforation of the orbitar 
plate of the frontal bone, i. 396; on 
stertor an uncertain sign of compression, i. 


404; on a peculiar whiff or puff from the. 


corner of the mouth a sign of compres- 
sion, i. 404; on inversion of the foot in 
fracture of the neck of the femur, i. 565; 
on the duration of syphilis under the non- 
mercurial treatment, and on the subse- 
quent occurrence of secondary symptoms, 
i. 671; on the treatment of vesico-vaginal 
fistula by compression with a sponge, i. 
752; cases of dislocation of the astraga- 
lus outwards, i. 810; on the predisposing 
causes of aneurism, ii. 203 ; on the relative 
frequency of aneurism in the sexes, il. 
203; on the return of the pulsation in the 
aneurism for a short time, after the liga- 
ture of the artery, ii. 223; on ligature of 
the aorta, ii. 255; mode of amputating at 
the hip-joint, 11. 940 ; on gun-shot wounds, 
causing fracture of the humerus beneath 
and external to the capsular ligament, ii. 
960; case of excision of part of the hand, 
ii. 965; on the excision of joints, ii. 969. 

Guyot’s apparatus for fracture of the neck 
of the femur, i. 569. 


HAar, VAN DER, on the lengthening of the 
limb in hip disease, i. 257; on the disloca- 
tion of the head of the thigh-bone down- 
wards, and inwards in hip disease. i. 258 ; 
on the treatment of abscesses at the hip, 
i. 268, 
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HACHMANN on spontaneous inversion of the 
womb from spasm, ii. 117. 

Hacker on the hydriodate of potash in 
syphilis, i. 670. 

HaeEn’s, Ds, opinions relative to the for- 
mation of pus, i. 35; on the lengthening 
of the limb in hip disease, i. 258. 

HaGeEporn’s apparatus for fracture of the 
neck-of the femur, i. 570; preferred by 
Chelius, i. 571 ; on permanent extension 
in fracture of the femur, i. 574. 

Hacen’s case of reduction of the consecu- 
tive dislocation in hip disease, 1. 268. 

Hacer’s fracture-bed, 1. 571; on the upper 
and lower ischiatic ruptures, ii. 87 ; mode 
of operating in exarticulation of the fore- 
arm at the elbow, ii. 962. 

Haun on the inlocking of the broken ends 
of the bone in fracture of the neck of the 
femur, 1. 564. 

HaicutTon’s experiments on the simulta- 
neous division of both pneumo-gastric 
nerves, 1. 330. 

Harre on the after-management of ligatures 
on arteries, 1. 306. 

Haw’s, Dr. MarsHALL, operation for pro- 
lapsus uteri, ii. 112. 

Hawpin, Dr., on the reduction of the retro- 
verted womb, ii. 144. 

Hammonn’s case of exarticulation of the 
astragalus, ii. 946. 

Hancock’s case of dislocation of the os cal- 
cis, i. 813. 

Hanp, fracture of the bones of, i. 562; dis- 
location of, i. 793; curvature of, ii. 191; 
permanent bending of, 11.192; permanent 
straightening of, ii. 192 ; artificial, 11. 848 ; 
exarticulation of, at the wrist, 11. 963. 

HanpysIpDe’s, Dr., mode of amputating at 
the ancle-joint, ii. 945. 

HankEv’s case of dislocation of the ribs, i. 
776. 

Hanney on the treatment of fissured nip- 
ples, i. 154. 

Harp on tying the tonsils, 1. 145. 

HarpeninG. See Induration. 

Harper on the action of the poison of hy- 
drophobia on the system, i. 372; on the 
stanching the bleeding from a wounded 
intercostal artery, 1. 448. 

HarpwWIcKE’s case of fracture through the 
body of a vertebra, i. 538. 

Hare-Lip, i. 594; nature, situation, and 
complications, i. 595; South on hare-lip 
not a complete impediment to sucking, 
i. 595; causes,i. 595; occasional absence 
of the olfactory nerves, i. 595; Pigné on 
the direction and position of natural and 
acquired hare-lip, i. 595; cure of hare- 
lip by operation, i. 595 ; occasional closure 
of the cleft palate after the operation for 
hare-lip, i. 595; period at which the 
operation should be performed, i. 595; 
removal of projecting bone or teeth prior 
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to the operation, i. 595; Lawrence, 
Miitter, and South on the period at which 
the operation should be performed, i. 596 ; 
South on the removal of the projecting 
teeth prior to the operation, i. 596; de- 
scription of the operation, i. 596; South 
on the position of the child’s head during 
the operation, i. 597; Lawrence on the 
use of scissors with knife edges in the 
operation, i. 597; South prefers the bis- 
toury, 1. 597; stanching the bleeding, and 
application of the sutures or hare-lip pins, 
i. 597; Dieffenbach, Mayor, Lawrence, 
and South on the sutures in the operation 
for hare-lip, i. 598; treatment after the 
operation, 1. 598; South on the rarity of 


bleeding after the operation, i. 598 ; South |_ 


on the time the pins should be left, and 
on their removal, i. 599 ; subsequent treat- 
ment, i. 599; tearing out of the needles, 
i. 599; Van Onsenoort’s plan to prevent 
the needles tearing out, i. 599; South on 
the tearing out of the needles, i. 599; 
treatment of double hare-lip, i. 599; 
treatment of cleft in the hard palate, i. 
599; Miitter on the advantages of ope- 
‘rating early in hare-lip and cleft palate, 
1. 599; Miitter on the treatment of cleft 
palate after the operation for hare-lip, i. 
599; South and Miitter on the use of 
obturators in cleft palate, i. (00; opera- 
tion for cleft in the hard palate, i. 600 ; 
Mettauer and Miitter’s operation of sta- 
phyloplasty by granulation, i. 600; de- 
seription of the operation, i. 600; Miitter’s 
successful operation in a case of loss of 
substance in the hard palate from chronic 
mercurial disease, i. 601 ; cleft in the soft 
palate, i. 602; not unfrequently an ori- 
ginal malformation, i. 602; often con- 
nected with cleft in the hard palate, and 
with hare-lip, i. 602; consequences of 
cleft in the soft palate, i. 602; inutility 
». of artificial palates, i. 602; use of elastic 
obturators when the cleft cannot be united, 
i, 602; cure of cleft in the soft palate by 
. staphyloraphy, i. 602; the operation first 
proposed by Graefe, i. 603 ; the operation 
applicable in other diseased states of the 
soft palate, i. 603; Ebel and Graefe’s 
preparation of the parts for the operation, 
i. 603; description of the operation, i, 
603; Le Monnier’s operation of staphy- 
loraphy, i. 603; Colombe’s experiments 
on the dead body, i. 603; artificial means 
not necessary to keep the mouth open and 
press down the tongue, i. 604; Graefe, 
Roux, Ebel, Krimer, Dieffenbach, Bérard, 
and Alcock on the removal of the edges 
of the cleft, i. 604; application of the 
_ sutures, i. 604; Graefe, Roux, Ebel, 
Doniges, Warren, Wernecke, Lesenberg, 
and Krimer’s plans for bringing the edges 
of the cleft together, i. 604, 605; Wer- 
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necke, Ebel, and Doniges’ instruments 
for drawing the knots, i. 605; Dieffen- 
bach’s mode of uniting the cleft, i. 605; 
Hruby’s palate-holder, i. 605; Schwerdt’s 
cleft needle for the introduction of the 
thread, i. 605; Berard’s mode of passing 
the needle, i. 605; Smith’s lance-shaped. 
notched needle, i. 605; objected to by 
Miitter, i. 605; Alcock, Hartig, and 
Liston’s mode of operating, i. 605; Fer- 
gusson’s new mode of staphyloraphy, i. 
605; when the cleft is very large, inci- 
sions on each side of it necessary to relieve 
the tension, when the operation has been 
performed, i. 606 ; Bonfils, Roux, Krimer, 
Dieffenbach, and Warren’s operations, i, 
606; treatment after the operation, i. 
606 ; Graefe and Dieffenbach on the after- 
treatment, i. 607; Roux and Bérard’s 
fatal cases from pneumonia, i. 607 ; treat- 
ment of the cleft if union do not take 
place, or is only partial, i. 607; Dieffen- 
bach’s mode of closing the fissure which 
sometimes remains after the operation, i. 
607; the alleged disadvantages of the 
lead wire introduced by Dieffenbach, not 
real, 1. 607; subsequent education of the 
voice, i. 607. 

HARLEss’ case of reduction of the con- 
secutive dislocation in hip-disease, i. 
268. 

Harris’ operation for enlargement of the 
tongue, ll. 651. 

Harrie’s mode of operating in staphylo- 
raphy, 1. 605. 

HartTwia's apparatus for fracture of the 
lower jaw, 1. 529. 

HassE on the formation of new vessels, i. 
292. 

HASSELBERG on hydriodate of potash in 
syphilis, i. 669. 

Harin’s speculum vagina, ii. 822. 

Havers, CLopron, on the mucilaginous 
glands, i. 212. 

HAYMANN’S operation for resection of the 
scapula, ii. 1002. 

Haywarp’s, Dr., employment of ether by 
inhalation prior to the performance of 
important surgical operations, ii. 1007. 

HEAD, WounDs OF THE:—should be con- 
sidered in a double point of view, as re- 
gards the direct and consecutive affections, 
i. 383; general treatment of simple in- 
juries, i. 883; wounds of the aponeu- 
rosis of the skull and pericranium, com- 
plicated with an elastic, reddish swelling, 
and followed by erysipelas, i. 383; treat- 
ment, 1.383; flap-wounds of the coverings 
of the skull, i. 883; South on the non- 
necessity for sutures in wounds of the 
scalp, i. 8384; bruises of the coverings of 
the skull, i. 384; South on bruises of the 
coverings of the skull, followed by collec- 
tions of fluid blood, i. 384; symptoms of 
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bruises of the skull, i. 384; post-mortem 
appearances, i. 384; Pott on the puffy, 
circumscribed, indolent tumor of the 
scalp, indicative of suppuration between 
the dura mater and the skull, i. 385; 
Dease refers the principal cause of disease 
in these injuries, not to inflammation and 
suppuration of the dura mater, but to 
injury of the pia mater and brain, i. 385; 
Dease on the cases in which the cranium 
is laid bare, contused, or its tables simply 
divided, i. 886; Guthrie on bruising or 
destruction of the periosteum, not neces- 
sarily followed by exfoliation or death of 
the bone, i. 886; Guthrie on, the differ- 
ence between the primary and secondary 
swellings, i. 386; treatment of bruises of 
the skull, i. 386 ; treatment of the subse- 
quent inflammation, and compression of 
the brain from suppuration on its surface, 
&c., i. 387 ; South on poultices in bruises 
of the scalp, i. 387; Guthrie and Hennen 
on cold lotions in that injury, 1. 387; 
South on the treatment when inflamma- 
tion of the dura mater has set in, 1. 387 ; 
Dease’s rules for the application of the 
trephine, 1.587; Guthrie on the existence 
of pus beneath the dura mater, 1. 387; 
Dease on puncturing the dura mater, 
when pus is not found between it and the 
skull, i. 387; cuts of the skull, i. 388; 
Hennen and Thomson on sabre- wounds 
of the head, i. 888; superficial wounds 
caused by a sharp instrument penetrating 
to the diploe, or through the inner table 
of the skull, i, 388 ; similar wounds made 
with a blunt instrument, and accompanied 
with splintering of the bone, i. 388; 
Hennen’s cases of sabre-cuts of the head, 
i. 8588; Thomson on sabre-cuts of the 
head and neck, and the infrequency of 
hernia cerebri, i..389.— Fractures of the 
Skull, i. 389; clefts or fissures, i. 389; 
counter-clefts and counter-fractures, i. 
389; Pott on the symptoms accompa- 
nying fracture of the skull, not depending 
on the injury to the bone, but from injury 
to the brain, or some of the parts con- 
tained in the cranium, i. 389; indications 
of fracture of the skull, i. 389; South on 
bleeding at the ears a sign of fracture 
at the base of the cranium, i. 390; imme- 
diate results of fracture of the skull, i. 
390; Guthrie on fracture of the inner 
table of the skull from the blow ofasword, 
axe, or other clean cutting instrument, i. 
390; the danger of clefts and fractures 
of the skull much exaggerated, i. 391; 
South on the non-necessity for the trephine 
in general, i. 391; fracture of the skull 
with impression, i. 391; indentation of 
the skull, i. 391; effects of indentation of 
the skull, i. 391; Green’s case of inden- 
tation of the skull in a child, i. 391; 
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Astley Cooper and South on fracture of 
the frontal sinuses, i. 8392 ; Astley Cooper 
and South on apparent fracture and de- 
pression of the skull, i. 392; fractures 
with impression of the skull require im- 
mediate trepanning, i. 392; South, Astley 
Cooper, and Abernethy on the treatment 
of simple fracture with depression with- 
out the trephine, i. 392; Dease’s objec- 
tion to the use of the trepan in simple 
fractures, i. 393; in simple depressed 
fracture, with decided symptoms of pres- 
sure on the brain, trepanning should be 
performed, i, 394; Astley Cooper on the 
necessity for raising or removing the de- 
pressed bone in compound fracture, i. 
394; Hennen does not coincide in this 
opinion, and gives cases of musket-shot 
wound of the skull in illustration, 1. 394; 
separation of the sutures of the skull by 
violence, i. 8394; the severity of the vio- 
lence causing injury of the skull an im- 
portant point in determining the danger, 
1. 8394; Hennen on gun-shot wounds of 
the skull, and their effects, 1. 394; Dr. 
Cunningham’s case of compound fracture 
of the skull, and lodgment of the breech 
of a pistol within the cranium, i. 395; 
Astley Cooper’s case of the lodgment of a 
ball in the frontal sinuses, i. 395; Dr. 
O’Callaghan’s case of the lodgment of a 
foreign body in the frontal sinuses, i. 
395; injuries of the brain and its mem- 
branes, i. 396; Hennen on perforations 
of the skull by bayonet-thrusts, 1. 396 ; 
Astley Cooper’s case of fatal perforation 
of the orbitar plate of the frontal bone, 1. 
396; Guthrie’s cases of fatal perforation 
of the orbitar plate of the frontal bone, 1. 
396; South on the importance of caution 
in the prognosis of wounds of the orbit, 
i. 897; Dr. Congreve Selwyn’s case of 
recovery from wound of the brain, i. 397 ; 
the first indication in injuries of the brain 
and its membranes, is to search for and: 
withdraw all foreign bodies, i. 398; 
Astley Cooper, Brodie, Hennen, Larrey, 
and Perey on the removal of foreign 
bodies in injuries of the brain, i. 398; 
Lawrence’s case of pistol-shot wound of 
the brain, 1. 398; Cline jun. and Astley 
Cooper on puncturing the brain in wounds 
of the dura mater, i. 399; treatment 
during suppuration, i. 399; treatment of 
abscess of the brain, i. 399; South on the 
propriety of opening abscess of the brain, 
1. 899; La Peyronie’s case of abscess of 
the dura mater, i. 399; Dupuytren’s case. 
of abscess of the brain, successfully opened, 
i.399; consequences of foreign bodies re- 
maining in the brain, i. 399; South on 
the consequences of foreign bodies remain- 
ing in the brain, i. 399; Langlet’s case of 
a ball remaining in the brain for eighteen 
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months, i. 400; inflammation of the brain 
and its membranes, i. 400; causes, i. 400; 
symptoms and post-mortem appearances 
of acute inflammation of the dura mater, 
i. 400 ; symptoms of chronic inflammation 
of the dura mater, i. 400; Astley Cooper’s 
case of chronic inflammation of the dura 
mater, i. 400; South on chronic inflam- 
mation of the dura mater, i. 401 ; symp- 
toms and post-mortem appearances of 
acute and chronic inflammation of the 
brain, i.401; abscess of the brain, i. 401 ; 
Green’s case of sympathetic abscess of the 
brain, with irritation and suppuration of 
the dura mater, i. 401; Prochaska’s case, 
i, 402; prognosis and treatment of in- 
flammation of the brain, i. 408; South on 
mercury in the treatment of inflammation 
of the brain, i. 403; if the symptoms 
continue, trepanning must be had recourse 
to, i. 403; if symptoms of suppuration 
occur, prognosis very unsatisfactory, 1. 
403; trepanning advisable under such 
circumstances, i. 404; great care and 
watchfulness requisite in every injury of 
the head, to guard against the insidious 
inflammation of the brain which occurs 
at a later period, i. 404 ; inflammation of 
the brain sometimes simulated by the 
effects of impurities in the bowels, i. 
404.—Pressure on the. Brain, i. 404; 
causes, i. 404, 405; symptoms, i. 404; 
Guthrie on stertor an uncertain sign of 
compression, i. 404; Guthrie on a pecu- 
liar whiff or puff from the corner of the 
mouth a sign of compression, i. 404; 
prognosis i. 405; treatment, i. 405; 
South on mercury in compression, 1. 405 ; 
removal of extravasated blood either by 
absorption or trepanning, i. 405; signs 
indicative of the propriety of trepanning, 
i. 405; removal of the extravasation after 
the performance of the operation, i. 406 ; 
South on the removal of the extravasated 
_ blood after the operation, i. 406 ; South, 
Pott, and Brodie on puncturing the dura 
mater, when the extravasation lies beneath 
it, i. 406; Pott on the extravasation be- 
tween the meninges or on the surface of 
the brain, i. 406; Chevalier and Ogle’s 
cases, 1. 407; Hunter, Astley Cooper, 
Abernethy, and Lawrence on puncturing 
the dura mater to evacuate the effused 
blood, i. 407 ; South on the operation of 
trepanning to remove effused blood, i. 
408.— Concussion of the Brain, i. 408; 
symptoms, i. 408; Astley Cooper and 
South on the state of the pulse in concus- 
sion, i.409; Astley Cooper and Larrey’s 
cases of loss of memory, &c., after con- 
cussion, i. 409; Hennen on the loss of 
certain faculties from concussion, i. 409; 
Astley Cooper on the condition of the 
alimentary canal and bladder during con- 


cussion, i, 409; the diagnosis of concus- 
sion from compression, i. 409 ; concussion 
and compression may occur together, i. 
410; difficult to distinguish between 
drunkenness and concussion or compres- 
sion, i. 410; in drunkards delirium tre- 
mens may succeed concussion, i. 410; 
inflammation of the brain may be con- 
nected with concussion, i. 410; primary 
and consecutive changes in the brain from 
concussion, i. 410; Dupuytren distin- 
guishes between commotion and contusion 
of the brain, i. 410; Walther and Astley 
Cooper on the symptoms of laceration of 
the brain, i. 410; Astley Cooper on the 
condition of the brain in moderate con- 
cussion, 1. 410; causes of concussion, i. 
411; Astley Cooper on the causes of con- 
cussion, 1. 411 ; Schmucker’s case of con- 
cussion, i. 411; prognosis, i. 411; treat- 
ment, i, 411; South on the treatment of 
concussion, i. 411; Astley Cooper’s case 
of enormous blood-letting in ccreussion, 
i. 412; after-treatment, i. 412.— 7ve- 
panning in Injuries of the Head, i. 412; 
opinions of surgeons differ as to the ap- 
plication and necessity of the trepan, i. 
412; Dease, Desault, Richter, Abernethy, 
Astley Cooper, Brodie, Langenbeck, and 
Walther only employ it when secondary 
symptoms of irritation and pressure re- 
quire it, i. 412; Petit, Quesnay, Pott, 
Sabatier, Louvrier, Mursinna, Zang, and 
Schindler employ the trepan more gene- 
rally, 1.413; reasons by Dease and others 
for the infrequent use of the trepan, i. 
413; South on the infrequency of fungus 
of the brain after trephining, i. 413; 
reasons by Petit and others for a more 
general use of the trephine, i. 413; 
non-necessity for the use of the trephine 
in the majority of cases, i. 414; the tre- 
pan should only be employed for the re- 
moval of decidedly dangerous conditions 
in injuries of the skull, 1.414; indications 
for trepanning, i. 415; South on trepan- 
ning in caries and necrosis, i. 415; Dr. 
Wells’ case of epilepsy consequent on 
fissure of the skull, relieved by the tre- 
phine, i. 416 ; Green’s case of cataleptic 
fits after fracture of the parietal bone, i. 
416; Green’s case of insanity following 
a blow over the longitudinal sinus, i. 
417; Astley Cooper's case of suspended 
intellect, the consequence of an injury to 
the head, cured by the application of the 
trephine, i. 418; parts of the skull where 
the trepan may be applied, i. 418; the 
operation of trepanning, i. 419; directions 
for using the arch-trepan, i. 419; South 
on the distinction between the trepan and 
the trephine, i. 420; operating with the 
trephine, i. 420; South on the operation 
of trephining, i, 420; trepanning on the 
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frontal sinuses, i. 422; South on trepan- 
ning on the frontal sinuses, i. 422; re- 
moval of the piece of bone, i. 422; South 
on the removal of the depressed and de- 
tached bone, and of any points from the 
edge of the fracture, 1. 422; application 
of several crowns, i. 422; South on the in- 
frequency of the necessity to apply the 
trephine more than once, i. 422; com- 
pletion of the operation after the employ- 
ment of the trepan, i. 423; South on 
bleeding from the middle meningeal ar- 
tery or from a sinus,-i. 423 ; after-treat- 
ment, i. 423 ; South on the after-treatment, 
1.424; general treatment, i. 424; dressing 
the wound, i. 424 ; the process adopted by 
nature in filling up the opening in the 
skull, i. 424; unhealthy suppuration, i. 
425; fungus of the dura mater, i. 425; 
fungus 6f the brain, i. 425; treatment, i. 
425; protection of the part operated on 
by pads of leather, or of metal lined with 
wood, i. 425; Larrey on the subsequent 
effects of the closure of the opening in 
the skull, i. 425; various bandages for 
injuries of the head, i. 425; abscesses in 
the liver consequent on injuries of the 
head, i. 426; Hennen on sympathetic 
affections of the liver, stomach, lungs, 
and heart in injuries of the head, i. 426 ; 
Hennen on priapism in injuries of the 
head, i. 426 ; Hennen on loss of the gene- 
rative faculty from injuries of the back 
of the head, i. 426; causes of abscesses of 
the liver after injuries of the head, i. 426 ; 
Hennen on the sympathy between the 
brain and the liver, i. 426; signs and 
termination of abscesses of the liver, i. 
427; treatment, i. 427. 

Heart, wounds of, i. 454; displacement of, 
ii. 96; actual protrusion of, ii. 96. 

HEATH'S case of excision of the uterus by 
the abdominal section, ii. 829. 

Hecurt on the chemical constituents of the 
brain-like substance in medullary fungus, 
ii. 719. 

HEDENvSs’ apparatus for fracture of the neck 
of the femur, i. 569. 

HEINE’s case of reduction of the consecutive 
dislocation in hip-disease, i. 268 ; artificial 
leg, 11. 846, 

HEISTER’S artery-compressor, i. 299; band- 
age for fractured clavicle, i. 551; ob- 
jected to, 1. 551. 

HELD on the division of the peronei mus- 
cles in splay-foot, ii. 187. 

HELLMUND’s mode of applying Cosme’s 
powder, as a caustic in the treatment of 
cancer, li. 771. 

HENLE’s opinion that the exciting cause of 
inflammation operates through the ner- 
vous system, i, 25; discovery of fatty 


vesicles in the serum of pus, i. 40; on 7 


the continuity of synovial membrane over 
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the cartilage of joints, i. 212; on the 
fibrous structure of articular cartilage, i. 
224; on the non-vascularity of cartilage, 
i. 224: explains the absorption of car- 
tilage from want of nutriment, i. 234; on 
the formation of new vessels, 1. 292. 
HENNEN, Dr., on the after-management of 
the ligature on arteries, 1. 306; on the 
shock caused by a gun-shot wound, i. 338 ; 
on severe bruising by shot, i. 339; on the 
treatment of wounds by a ball in the 
fleshy part of the arm, thigh, or buttock, 
i, 3415; on the use of the seton to bring 
away separated pieces of bone, i. 342; on 
the occurrence of necrosis in gun-shot in- 
juries of bones, i. 342; on the nature of 
the injuries in gun-shot wounds requiring 
amputation, i. 344; on immediate ampu- 
tation, i. 345; on the fatal character of 
tetanus, i. 380; on cold lotions in bruises 
of the scalp, i. 387; on sabre wounds of 
the head, i. 388; cases of sabre cuts of 
the head, i. 388; does not agree with 
Astley Cooper that the trephine should 
be used in all cases of compound fracture 
of the skull, and gives cases of musket- 
shot fracture in illustration, i. 394; on 
gun-shot wounds of the skull, and their 
effects, i. 394; on perforation of the skull 
by bayonet-thrusts, i. 396; on the re- 
moval of foreign bodies in injuries of the 
brain, i. 898; on the loss of certain facul- 
ties from concussion, i. 409; on sympa- 
thetic affections of the liver, stomach, 
lungs, and heart in injuries of the head, 
1. 426; on priapism in injuries of the 
head, i. 426; on the loss of the generative 
faculty in injuries of the back of the head, 
i. 426; on the sympathy between the 
brain and the liver, 1. 426; on gun-shot 
wounds in the neighbourhood of, pene- 
trating the orbit, i. 429; on emphysema © 
in wounds of the windpipe, i. 432; case 
of wound of the larynx and cesophagus, 
1.437: case of severe nervous symptoms 
following gun-shot wound of the throat, 
i. 437; on the course taken by balls in 
wounds of the chest, i. 440; on the prog- 
nosis of wounds of the chest, i. 444; on 
the occurrence of primary and secondary 
hemorrhage in incised or punctured 
wounds of the chest, i. 446; on the im- 
mediate treatment of penetrating wounds 
of the lungs, i. 450; on emphysema, i. 
451; case of secondary emphysema, i. 451 ; 
on the healing of wounded lung, i. 452 ; 
on the protrusion of a portion of lung, i. 
453; case of foreign body in the heart, 
1. 455 ; case of wound of the pericardium, 
i, 456; on the escape of the intestines 
from injury in penetrating wounds of the | 
abdomen, i. 457; on the treatment of 
penetrating wounds of the abdomen, i. 
4650; on the use of the suture in wounded 
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intestine, i. 467; on effusion into the 
cavity of the abdomen in cases of pene- 
trating wounds, i. 472; case of musket- 
shot wound of the abdomen, the ball 
passing afterwards per anum, i. 474; case 
of ball wound of the pelvis, involving the 
bladder, i. 481; on the duration of syphilis 
under the non-mercurial treatment, and 
on the subsequent occurrence of secondary 
symptoms, i. 671. 

HERNANDEZ’ experiments on the iden- 
tity of syphilis and gonorrhea, i. 162, 
164,. 

Hernia :—definition, ii. 1; divisions, ii. 1; 
ruptures of the belly, ii. 1; situation, ii. 1; 
varieties of ruptures, ii. 2; South on cer- 
tain forms of ruptures, ii. 2; parts form- 
ing the rupture, ii. 2; presence of the 
hernial sac, ii. 2; cases in which it is 
absent, 11. 2; South on the presence of 
the sac in vesical and cecal herniz, ii. 2; 
Taramelli’s case of hernia of the vermi- 
form appendix, ii. 3; sub-divisions of 
the sac, ii. 3; its coverings, ii. 3; changes 
which take place in the hernial sac, and 
their causes, ii. 3; case of ossification of 
the sac, ii. 3; South on the causes of 
stricture in the body of the sac, ii. 3; 
South on the hour-glass contraction of the 
hernial sac, ii. 4; size of ruptures, ii. 4; 
several ruptures often occur in the same 
person, ii. 4; double hernial sac very 
rare, il. 4; Bransby Cooper, Lawrence, 
and Astley Cooper on the double hernial 
sac, il. 4; Morgan’s case of a pouch 
formed at the mouth of the tunica vagi- 
nalis, ii. 4; vertical division of a hernial 
sac into two, ii. 5; South on the occa- 
sional rupture of one side of the sac in 
femoral hernia, ii. 5; reducible and irre- 
ducible ruptures, ii.5; congenital or ac- 
quired ruptures, ii. 5; causes of ruptures, 
ll. 5; ruptures more frequent in men than 
women, ii. 6; Lawrence and Cloquet on 
the statistics of ruptures, ii. 6, 8; symp- 
toms of a reducible abdominal rupture, 
1. 8; diagnosis, ii. 8; South on the diffi- 
culty of distinguishing between intestinal 
and omental rupture, ii. 8; symptoms of 
intestinal rupture, ii. 8; South on the 
gurgling noise in the rupture, ii. 8 ; symp- 
toms of omental rupture, ii. 9; of vesical 
rupture, ii. 9; of other ruptures, ii. 9; 
ruptures always important diseases, ii. 9; 
formation of adhesions in the sac, ii. 9; 
condition of the intestine in the sac, ii. 9; 
of the omentum, ii. 9; South on the thick- 
ening of the intestine in the sac, ii. 10; 
causes of strangulation, ii. 10; seat of 
strangulation, ii. 10; signs determining 
the seat of the strangulation, ii. 10; Mal- 
gaigne and Diday on the seat of strangu- 


lation, ii. 11; distinction between incar- | 


ceration and strangulation, ii. 11; Scarpa, } 
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Lawrence, Travers, Boyer, von Walther, 
Jaeger, Langenbeck, Wilhelm, Blasius, 
A. Cooper, Rust, Sinogovitz, and Seiler 
on the nature of strangulation, ii. 11; 
South on incarceration and strangulation, 
1. 12; symptoms of acute strangulation, 
. 12; South on costiveness as a symptom 
of strangulation, ii. 13; South and Luke 
on the dilatation of a strangulated rup- 
ture on coughing, ii. 13; Astley Cooper 
on the complication of strangulated hernia 
by the presence of an irreducible rupture, 
ii, 13 ; symptoms of strangulation with a 
less degree of inflammation, ii. 13; causes 
and symptoms of incarceration, ii. 13; 
spasmodic incarceration, ii. 13 ; symptoms 
of gangrene of the hernia, ii. 14; stran- 
gulation of the omentum, ii. 14; may 
terminate in suppuration or gangrene, ii. 
14; Key on the propriety of active ge- 
neral and local depletion in strangulated 
omental hernia, prior to the operation, ii. 
14; treatment of ruptures, ii. 14; of re- 
ducible ruptures, ii. 14; reduction of the 
rupture, 11.15; South on the application 
of the taxis, ii. 15; South on the danger 
attending violence in the application of 
the taxis, ii. 15; South, Le Dran, De la 
Faye, Arnaud, Louis, Richter, Scarpa, 
Sabatier, Dupuytren, Sanson, Lawrence, 
Key, and Sir Charles Bell on the reduc- 
tion en masse, ii. 15; Green and Calla- 
way’s case of reduction en masse, ii. 16; 
Bransby Cooper’s case, ii. 17; Luke on 
reduction en masse, ii. 17; Cloquet’s ex- 
planation of the manner in which this 
accident takes place, ii. 17; Luke on the 
signs indicative of the reduction en masse, 
ii. 18; Dupuytren and Luke on the ope- 
ration required after the reduction en 
masse has occurred, ii. 19; re-descent of 
a reduced rupture prevented by appro- 
priate bandages, ii. 20; trusses, il. 21; 
application of the truss, ii. 21; a truss 
with a hollow pad required in adherent 
rupture, ii. 22; a suspender to be used 
for large, irreducible ruptures, ii. 22; 
effects from wearing the truss, ii. 22; 
Cloquet on the spontaneous return of the 
hernial sac into the abdomen, ii. 22; ra- 
dical cure of reducible ruptures, ii. 23 ; 
five modes of attempting it, ii. 23; Hil- 
danus, Blegny, Winslow, Richter, Lan- 
genbeck, Boyer, Ravin, and Beaumont on 
the use of increased pressure, and the 
supine posture for that purpose, ii. 23; 
Jalade Lafond’s pad with a reservoir for 
caustic, ii. 23; Paulus fEgineta, Avi- 
cenna, Kern, Franco, and Monro on the 
application of the actual cautery or caustic 
for the purpose, ii. 23; ligature and 
stitching of the hernial sac, ii. 24; prac- 
tised with various modifications by Be- 
rard, Franco, Paré, Nuck, Fabricius ab 
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Aquapendente, Guy de Chauliac, Le 
_ Dran, Freitag, Senft, Schmucker, Theden, 
Langenbeck, Kern, Petit, Lieutaud, Le- 
blanc, Mauchart, Richter, Dionis, Mery, 
Arnaud, Schreger, von Graefe, and von 
Walther, ii. 24; the inhealing a plug of 
skin, ii. 24; Dzondi, Jameson, and 
Gerdy’s plans, ii. 24; Gerdy’s mode of 
operating, ii. 24; modified by Signoroni 
and Wiitzer, ii. 25; Bransby Cooper’s 
case, in which he performed Gerdy’s ope- 
ration, ii. 25; Bonnet, Mayor, and Bel- 
mas’ operations for the radical cure of 
hernia, ii. 26; circumstances guiding the 
decision as to the performance of an ope- 
ration for the radical cure of hernia, ii. 
27; the several operations for the radical 
cure more or less dangerous, ii. 28; opi- 
nions differ as to the value of these 
operations, ii. 28; Schreger’s indications 
when the operation is admissible, ii. 28; 
Astley Cooper’s case, in which he in- 
effectually removed the entire-hernial sac, 
ii. 29; Astley Cooper’s objections to the 
ligature of the sac, ii. 29; Petit’s case of 
approaching peritonitis caused by ligature 
of the sac, 11. 29; Lawrence’s objections 
to operations for the radical cure of her- 
nia, ii. 29; treatment of strangulated rup- 
ture, ii. 30; employment of tobacco 
enemata, ii. 30; South’s objections to the 
use of tobacco enemata, il. 30; treatment 
of chronic strangulation, ii. 81; employ- 
ment of the taxis, ii. 31; symptoms fol- 
lowing the reduction, ii. 32; symptoms 
following failure of the taxis, ii. 32; 
Ribes and Hey on the application of the 
taxis, ii. 32; O’Beirne on the introduc- 
tion of a thick elastic tube through the 
rectum into the sigmoid flexure of the 
colon, ii. 32; Ribieri and Guérin on local 
anodyne applications, ii. 32; Nember, 
Rennerth, and Preiss on the exhibition 
of purgatives, &c., ii. 32; Church on the 
use of tartar emetic, ii. 32; Bell on the 
muriate of morphia, ii. 32 ; South’s case 
of mortified intestine from strangulation, 
ii. 32; the proper time for operating, il. 
34; South on the proper time at which 
the operation for strangulated hernia 
should be performed, ii. 34; steps of the 
operation, ii. 35; preliminary measures, 
ii. 35; description of the operation, ii. 35 ; 
South’s objection to lifting upa fold of 
the skin, and incising it, ii. 35; South on 
the length of the first incision in scrotal 
and femoral ruptures, ii. 35 ; exposure of 
the sac, ii. 86; South on the division of 
the coverings, and opening the hernial 
sac, ii. 36 ; South on several cases of in- 
ternal strangulation by bands from the 
mesentery or diverticula of the ileum, ii. 


37; dilatation of the seat of strangulation | 
by cutting, ii. 37; instruments for divid- | 
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ing the strangulating part, ii. 37; South 
on the division of the stricture, ii. 37 ; 
dilatation without cutting, 11. 38; recom- 
mended by Thevenin, Leblanc, Lecat, 
Arnaud, Richter, and Scarpa, ii. 38 ; 
South’s objections to dilatation without 
cutting, ii. 38; return of the intestines 
after the division of the stricture, ii. 38 ; 
South on the return of the intestines after 
the division of the stricture, ii. 38; South 
on the effusion of fluid after the intestines 
have been returned, ii. 39; causes which 
impede the reduction of the intestine, 1i. 
39; treatment of adhesions, ii. 39; treat- 
ment of intestine distended with feces or 
air, ii. 39; Lowe, Loéffler, Richerand, 
Jonas, and von Graefe on puncturing the 
distended intestine, ii. 39; South on the 
treatment of adhesion between the omen- 
tum or intestine and the sac, li. 39; 
South’s objections to puncturing or in- 
cising the intestine, unless distended with 
solid matter, ii. 40 ; treatment of degene- 
rated omentum, ii. 40; its removal by 
ligature or incision, ii. 40; South and 
Callaway’s cases, ii. 40; Key’s advice to 
unfold the omentum before cutting it off, 
ii. 41; South’s mode of treating the pro- 
truded omentum, ii. 41; sloughing of the 
omentum, ii. 41; Astley Cooper's case, 
ii. 41; Hewett on the formation by the 
omentum of a sac enclosing the intestine, 
ii. 41; South on secondary hemorrhage 
from the omentum, ii. 42 ; Key on abscess 
in the sac, occasionally reproducing the 
symptoms of strangulation, ii. 42; the 
dark violet, or even dusky colour of the 
intestine should not prevent its reduc- 
tion, ii. 42; South on this colour, as 
caused by venous congestion, ii. 42 ; gan- 
grene of the intestine, and its treatment, 
li. 42; treatment of wounded and nar- 
rowed intestine, ii. 42; treatment of old 
irreducible ruptures when strangulated, 
ii. 42; the operation of dilating the ab- 
dominal ring, the hernial sac not being 
opened, to be rejected in the majority of 
cases, ii. 43; cases in which it may be 
adopted, ii. 43; this proceeding adopted 
by Franco, Paré, Petit, Garengeot, Monro, . 
A. Cooper, Key, and Preiss, ii. 43; ad- 
vantages of this operation, i). 43; 
Guérin’s subcutaneous incision of the ab- 
dominal ring, ii. 43; Astley Cooper’s 
reasons for recommending the operation 
of dividing the stricture without opening 
the sac in large and old ruptures, 11. 43 ; 
mode of operating, ii. 43; Lawrence's 
modification of this operation, il. 44; 
Key’s views with regard to this opera- 
tion, ii. 44; Lawrence ascribes the fatal 
results after the operation, not to the ex- 
posure of the parts to the air and light, 
but to the effects of protracted constric- 
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“tion, ii. 45 ; South on the consequences of 
the constriction, and on violence in the 
application of the taxis, ii. 45; Key and 
South on the signs indicative of gangrene 
of the intestine, ii. 45; Key and South’s 
cases of gangrenous intestine, in which a 
fetid smell was perceptible before the sac 
was opened, ii. 46; absence of the fetid 
smell not a certain sign of healthy intes- 
tine, ii. 46; Lawrence recommends open- 
ing the sac, and dividing the stricture 
from within, ii. 46; South on the division 
of the stricture external to the sac, ii. 47; 
South on the treatment after the opera- 
tion, ii. 47; Luke's description of the 


operation for dividing the stricture ex- | 


ternal to the sac, ii. 47; Luke on the 
diagnosis of the seat of stricture, ii. 47 ; 
Luke on the incision of the sac, or on 
partial division of its neck in several 
places, when the stricture is caused by it, 
li. 48; treatment after the operation, ii, 
48; treatment when the symptoms of 
strangulation persist after the operation, 
ii. 49; Key and South on suppuration of 
the sac, ii. 49; South’s case of extensive 
sloughing of the abdominal and lumbar 
cellular tissue after the operation, ii. 49; 
treatment of sloughy intestine, ii. 49; 
formation of an artificial anus, ii. 49; ad- 
hesion of the gut to the mouth of the sac 
when sloughing takes place, ii. 49; 
Astley Cooper and Key’s cases of slough- 
ing of the intestine, after it had been re- 
turned into the abdomen, ii. 49; Rams- 
den’s case of fatal contraction and ulcera- 
tion of the intestine after strangulation, ii. 
49; Key and South on the occurrence of 
gangrene in the intestine some days after 
the operation in persons of enfeebled con- 
stitution, ii. 50; Key on the fatal termi- 
nation of cases after the operation, when 
preceded by great depression of powers, 
1.51; Astley Cooper’s case of tetanus 
after the operation, i. 51; tabular view 
of operations for strangulated rupture, ii. 
50; inguinal rupture, ii. 54; situation 
and varieties, ii. 54; anatomy of the 
parts concerned, ii. 54; South’s descrip- 


tion of the fascia transversalis, ii. 55; | 


external or oblique inguinal rupture, ii. 
56; situation and direction, ii. 56; in- 
ternal or direct inguinal rupture, ii. 57 ; 
situation and direction, ii. 57; diagnosis 
between these only possible when small 


and recent, ii. 57; coverings of the ex-— 


ternal or oblique inguinal rupture, ii. 57 ; 


imperfect inguinal rupture, or rupture in | 


the inguinal canal, ii..57; situation and 


coverings, ii. 57; South on the coverings | 


of this variety of rupture, ii. 57; cover- 
ings of the internal or direct inguinal 
rupture, ii. 57; comparative frequency 
of protrusion of the respective viscera, ii. 
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58; congenital inguinal rupture, ii. 58 ; 
causes, il. 58 ; distinguished from external 
Inguinal rupture, ii. 58; coverings of 
congenital inguinal rupture, ii. 59; nar- 
rowing of the hernial sac, ii. 59; con- 
genital inguinal hernia called by Astley 
Cooper encysted hernia of the tunica 
vaginalis, ii. 59; diagnosis of rupture 
from hydrocele, ii. 59; South on the dif. 
ficulty of diagnosis between rupture and 
hydrocele of the cord, ii. 60; South’s 
cases of hydrocele of the cord mistaken 
for rupture, ii. 60; complication of rup- 
ture with hydrocele, i. Che oMresT. 
Blizard and Cline’s jun. cases of hydro- 
cele in front of an inguinal rupture, ii. 
61; diagnosis between rupture and vari- 
cocele, il. 61; and inflammatory swellin 

of the spermatic cord, ii. 61; and the 
arrest and infammation of the testicle 
in the inguinal canal, ii. 62; Key’s case 
of strangulated inguinal rupture, the tes- 
ticle being at the external ring, ii. 62; 
diagnosis between ingiinal ruptures and 
fat-ruptures, ii. 62; collections of fat on 
the surface of the peritoneum, ii. 62; 
Pelletan on the mechanism of the fat- 
rupture, when it descends through the 
inguinal canal, ii, 62; diagnosis between 
inguinal rupture, and collections of pus 
passing through the inguinal canal out at 
the abdominal ring, ii. 63 ; return of the 
inguinal rupture, ii. 63; application of 
the truss, ii. 63; seat of strangulation, ii. 
63; the operation for strangulated in- 
guinal rupture, ii. 63; important in old 
scrotal rupture on the right side, to ascer- 
tain whether the cecum or commence- 
ment of the colon be the protruded viscus, 
ii. 64; direction of the cut in dividing 
the stricture, ii. 64; South on the direc- 
tion of the cut in dividing the stricture, 
li. 64; congenital inguinal rupture, ii. 64 ; 
process of the radical cure, ii 65; opera- 
tion for strangulated congenital inguinal 
rupture, 11.65; the operation for inguinal 
rupture, without opening the sac, ii. 65; 
external inguinal rupture in women, ii, 
65; Nuck and Cloquet on the diverticulum 
of the peritoneum, ii. 65; Allan Burns on 
the frequency of congenital rupture in the 
female, ii. 65; femoral rupture, ii. 66 ; 
situation and sub-divisions, ii. 66 ; Logier 
on oblique femoral rupture, ii. 66; ana- 
tomy of femoral rupture, ii. 66 ; South on 
the anatomy of femoral rupture, ii. 67 ; 
femoral rupture occurs more rarely than 
inguinal, and more frequently in women 
than in men, ii. 69 ; symptoms of femoral 
rupture, ii. 69; Astley Cooper and Cal- 
laway on the seat of femoral rupture, ii. 
70; South on the diagnosis of femoral 
from inguinal rupture in women, ii. 70; 
Astley Cooper and South on the presence 
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of other tumors in the femoral region 
likely to be mistaken for femoral rupture, 
ii. 70; coverings of femoral rupture, ii. 
70; parts protruded in femoral rupture, 
ii. 70; South on the coverings of femoral 
rupture; ii. 70; Berard’s case of femoral 
rupture, in which the Fallopian tube was 
protruded, ii. 71; situation of the epigas- 
tric and obturator arteries with respect to 
femoral rupture, ii. 71; of the spermatic 
cord, ii. 71; application of the taxis, ii. 
71; situation and severity of the stran- 
gulation in femoral rupture, ii. 72; Key 
on the seat of strangulation in femoral 
rupture, ii. 72; the operation for stran- 
gulated femoral rupture, ii. 72; direction 
of the incision, ii. 72; precautions to 


avoid wounding the epigastric or obturator | 


artery, li. 73; Hesselbach’s modification 
of the operation, ii. 73; Scarpa and 
Dupuytren’s modification, ii. 73 ; Key on 
the operation for femoral rupture, 11. 74 ; 
after-treatment, ii. 74; external femoral 
rupture, il. 
coverings, ii. 74; predisposing causes, il. 
74; application of the taxis, 11.75; Astley 
Cooper on the varieties of femoral rup- 
ture, ii. 75; South's cases of femoral 
rupture, with two sacs, ii. 75; wounds of 
the epigastric or obturator artery, 11. 78; 
Lawrence on the statistics of these wounds, 
ii. 78; Lawrence’s case of fatal hamor- 
rhage from a wounded branch of the 
epigastric, ii. 79; Everard Home’s case 
of suppuration of the testicle consecutive 
to the operation for strangulated scrotal 
rupture, followed by severe hemorrhage, 
ii. 79; umbilical rupture, ii. 79; situa- 
tion and sub-divisions, ii. 79; congenital 
- umbilical rupture, ii. 79; symptoms, 11. 
79; South on the ligature of the umbili- 
cal cord, ii. 79; causes of umbilical rup- 
ture, li. 80; in adults, ii. 80; coverings, 
ii. 80; strangulation of rare occurrence, 
ii. 80; Astley Cooper’s case; in which 
the sac was either absorbed or burst, 11. 
80; Cline and South’s cases of double 
umbilical rupture, ii. 80; Astley Cooper 
on the enormous size of umbilical rup- 
tures in women, ii. 80; treatment of con- 
genital umbilical rupture, ii. 80; treat- 
ment of umbilical rupture occurring after 
birth, ii. 81; Rothmund’s plan of treat- 
ment, ii. 81; Desault, Soemmering, and 
Brinninghausen’s cases of spontaneous 
eure of umbilical rupture, il. 82; the 
operation for strangulated umbilical rup- 
ture, ii. 82 ; Astley Cooper on the danger 
of sloughing of the integuments in stran- 
gulated umbilical rupture, 11.82; Astley 
Cooper on suppuration of the omentum 
in strangulated umbilical rupture, ii. 82 ; 
strangulation of umbilical rupture rarely 
occurs during pregnancy, ii. 82; Astley 


74; situation, signs, and 


Cooper, Lawrence, and Clement's cases, 
ii. 82; radical cure of reducible umbilical 
rupture by ligature objectionable, 11. 83; 
opposed by Scarpa, Astley Cooper, Bene- 
dict, and South, ii. 83; Desault’s fatal 
case, ii. 83; ventral rupture, ii. 84; de- 
finition and situation, 1i. 84; causes, li. 
84; Cloquet’s case of lumbar rupture, il. 
84; South’s cases of rupture of the linea 
alba, ii. 84; Lawrence’s case of rupture 
of the recti abdominis, ii. 84; case of a 
boy wounded by a boar’s tusk, with pro- 
trusion of the omentum, colon, and some 
small intestines, ii. 84; Richter and Sie- 
bold’s cases of yielding of the abdominal 
parietes, ii. 85; situation, contents, and 
coverings of these ruptures, ii. 85; signs 
and treatment, ii. 85; diagnosis between 
ventral ruptures and fat-ruptures, ii. 85 ; 
stomach ruptures, their symptoms and 
treatment, ii. 85; treatment of the other 
ventral ruptures, ii. 85; ischiatic rupture, 
ii. 86 ; seat and contents, ii. 86 ; diagnosis, 
ii. 86 ; congenital ischiatic rupture, 11. 86 ; 
diagnosis from a fatty or encysted swel- 
ling, ii. 86; from spina bifida, ii. 86 ; 
coverings, ii. 86; reduction, ii. 86; Ast- 
ley Cooper and Seiler on the operation 
for strangulated ischiatic rupture, i267: 
Hager on the upper and lower ischiatic 
ruptures, ii. 87; Scarpa treats ischiatic 
rupture as enlarged pudic rupture in 
women, and enlarged perineal rupture in 
men, ii. 87 ; thyroid rupture, ii. 87 ; situa- 
tion and boundaries, ii. 87 ; contents, 11. 88 ; 
Cloquet and Lawrence on thyroid rup- 
ture, ii.88 ; Franz’ case of apparent stran- 
gulated thyroid rupture, ii. 88; diagnosis, 
ll. 88; treatment, ii. 88; Astley Cooper 
and Gadermann on the operation for 
strangulated thyroid rupture, li. 89; 
vaginal rupture, li. 89 ; situation and con- * 
tents, ii. 89; symptoms, ii. 89; predis- 
posing causes, ii. 89; treatment, ii. 90; 
perineal rupture, ii. 90; situation and 
contents, ii, 90; of rare occurrence, ii. 
90; characters of the rupture, ii. 91; re- 
duction, ii. 91 ; Astley Cooper's pudendal 
hernia, the posterior labial rupture of 
Seiler, ii. 91; rectal rupture, 11. 91 ; causes, 
signs, and diagnosis, ii, 91; treatment, 
ii. 92; phrenic rupture, ii. 92; different 
ways in which this occurs, ii. 92; Ma- 
caulay and Astley Cooper’s cases, de- 
pending on malformation of the dia- 
phragm, ii. 92; Leacock’s case of fatal 
phrenic rupture, ii. 92; mesenteric and 
mesocolic ruptures, ii. 95; nature of the 
injury, ii. 93; disease necessarily fatal, 
ii. 94; Dupuytren’s operation, ii. 94; 
strangulation of intestine within the peri- 
toneal cavity (internal hernia), ii. 94; 
Astley Cooper on internal strangulation, 
ii, 94; Lawrence on the symptoms of 
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internal strangulation, ii. 94 ; Rokitansky 
on internal strangulation, ii. 94; ruptures 
of the chest, ii. 95; very rare, ii. 95; na- 
ture and causes, ii. 95; Gratelup and 
Sabatier’s cases, ii. 95; symptoms and 
treatment, ii. 95; displacement of the 
heart, ii. 96; Breschet, O’Bryen, Ramel, 
and Deschamps’ cases, ii. 96; Stokes’ 
case of displacement of the heart from ex- 
ternal violence, ii. 96; actual protrusion 
of the heart, ii. 96; Chaussier’s cases, ii. 
96; ruptures of the brain, ii. 97; nature 
of the disease, ii. 97; South on cerebral 
rupture, ii. 97; congenital cerebral rup- 
ture, ii. 98; causes, situation, symptoms, 
and results, ii. 98; post-mortem appear- 
ances in congenital cerebral ruptures, ii. 
98; Otto on hydrocephalocele, ii. 98; 
Penada, Earle, and Baron’s cases, 11. 98 ; 
the fluid sometimes contained between 
the brain and its membranes, ii. 99; 
Meckel and Otto on the causes of cerebral 
rupture, ii. 99; double congenital cere- 
bral rupture, ii. 99 ; Billard and Meckel’s 
cases of cure, ii. 99; accidental cerebral 
rupture, ii. 100; Beck and South on acci- 
dental cerebral rupture, ii. 100; Jamie- 
son’s case, li. 100 ; diagnosis of accidental 
cerebral rupture from the so-called fungus 
of the dura mater, ii. 101; between con- 
genital cerebral rupture and the blood- 
swellings of newly-born children, ii. 101 ; 
from watery cysts, ii. 101; treatment, ii. 
101; by puncture, ii. 102; operations 
generally fatal, ii. 102 ; Earleand Adams’ 
cases of hydrocephalocele treated by 
puncture, ii. 102; danger of the puncture, 
ii, 102; Pitschaft’s cases of suppurating 
protrusions in children, ii. 102. 

Hernia humoralis. See Inflammation of the 
Testicle. 

Herpes and its varieties, i. 628. 

-HErTwic’s observations on canine mad- 
ness, 1. 360; experiments show that the 
Saliva is the vehicle of the poison in hy- 
drophobia, i. 364; also show the conta- 
gion to be in the blood of the mad beast, 
1. 364, 

HEssELBAcu’s artery-compressor, i. 299; 
modification of the operation for femoral 
rupture, ii. 73; on the treatment of hy- 
drocele by caustic, ii. 506; mode of am- 
putating at the shoulder-joint, ii. 957. 

HETLING’s case of osteo-sarcoma of the 
jaws, in which he removed part of the 
upper, and part of the lower, jaw, ii. 
1000. 

HEURTELOUP’s percuteur, advantages and 
disadvantages of, ii. 560. ; 

-HEvin’s case of renal calculus communi- 
cating with abscess in the loins, ii. 542, 

-HEWETT on the formation, by the omentum, 
of a sac inclosing the intestine, ii. 41; on 

the connexion between the cord or the 
VOL. I, 


nerves, and the walls of the sac in spina 
bifida, ii. 467; on puncturing spina bifida, 
ll. 468. 

HEwson’s opinion relative to the formation 
of pus, i. 35; operation for the excision 
of the carious head of the femur in hip 
disease, i. 270; on the use of caustic to 
destroy the ends of broken bones in false 
joints, i. 590; case of cure of false joint 
by caustic potash, i. 591 3 case of excision 
of the head of the femur, ii. 979. 

Hey on the possibility of infection from 
secondary syphilis, i. 675; on the cause 
of the difficulty experienced in reducing 
dislocations of the thumb from the meta. 
carpal bone, i. 794; on the mode of re- 
ducing this dislocation, i. 795; on the 
application of the taxis in strangulated 
hernia, ii. 40; on the cause of the diffi- 
culty in reducing the bowel in old pro- 
lapses of the rectum, ii. 134; operation 
for prolapse of the rectum, ii. 134; case 
of effusion of blood into the knee-joint, ii. 
457; on the incontinence of urine conse- 
quent on lithotomy in women, ii. 622; 
case of immense tumour of the nose, ii. 
851; mode of amputating the thigh with 
the flap from behind, ii. 909 ; on amputa- 
tion just above the ancle, ii. 921; mode 
of operating in exarticulation of the meta- 
tarsal bones, ii. 949. 

HEYFELDER on the varieties of lardaceous 
tumours founded on miscrocopic exami- 
nation, ii. 714; operation for the resection 
of both upper jaws, ii. 998. 

Heyner’s apparatus for fracture of the neck 
of the femur, i. 570. 

HIGGINBOTHAW’s treatment of burns by the 
nitrate of silver, i. 119; on the treatment 
of whitlow with nitrate of silver, i. 196. 

HILDANus’ apparatus for fracture of the 
neck of the femur, i. 569; on increased 
pressure and the supine posture in the 
radical cure for hernia, ii. 23. 

HiItx on the duration of syphilis under the 
non-mercurial treatment, and on the sub- 
sequent occurrence of secondary symp- 
toms, i. 671. 

Hip, abscess of, i. 253 ; curvature of, ii. 172; 
amputation of the thigh at, ii. 932; ex- 
cision of, ii. 977. 

HIPPocrRATES on congenital dislocation of 
the hip, i. 769, 802; on the primitive 
direction of dislocation of the humerus, 
i. 782. 

Hirtz on the physical phenomena of pleu- 
ritic effusion, ii. 472, 

Hopexin, Dr., on the development and 
progress of scirrhus, ii. 758 ; on the diag- 
nosis between scirrhus and medullary 
fungus, ii. 762. 

Hopeson’s cases of arteritis, i. 74 ; on severe 
phlebitis, i. 78 ; on the bursting of aneu- 
risms, ii. 199; on the relative frequency 
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of aneurism in the sexes, ii. 203; on the 
relative frequency of aneurism in the 
arteries, ii. 203; on the application of 
pounded ice to aneurisms, ii. 207; on 
compression in the treatment of aneurism, 
ii. 210; on the effects produced by the 
ligature on the arterial coats, ii. 219; 
case of aneurism of the posterior cerebral 
li. 240; on the section of the scalenus 
anticus in the ligature of the subclavian, 
ii. 242; proposal to tie the innominata, 
ii. 245; on ligature of the innominata, ii. 
246; on spontaneous aneurism of the 
brachial, ii. 251; on the coagula in vari- 
cose veins, il. 288. 

Hoematocele, ii. 455. 

Hemorrhoids, ii. 300. 

Hoere’s case of simultaneous collection of 
blood between the pericranium and skull, 
and between the dura mater and skull, 
the latter being fissured, ii. 454. 

Harinea’s experiments on the injection of 
bile into the cavity of the peritoneum, 
1. 479. 

HoFFMANN’s opinion relative to the forma- 
tion of pus, i. 35; cases of separation of 
the head of the femur, and its removal by 
the surgeon in hip disease, 1. 258. 

Hoxisrook on the treatment of hydrocele 
by seton, ii. 505. 

Ho.scueEr’s case of trepanning the spine, i. 
538; case of extirpation of the womb, ii. 
825. 

Home’s, Sir E., opinion relative to the forma- 
tion of pus, i. 35; on the internal use of 
arsenic and ginger asa cause of gonorrhea, 
i. 162; cases of gonorrhea in the female, 
in which the use of stimulating injections 
caused the sides of the vagina to unite to- 
gether by adhesive inflammation, i. 172; 
on the application of a ligature above a 
viper’s bite, i. 354; case of the bite of a 
rattlesnake, i. 356; on the appearances 
in the lungs 32 years after their having 
been wounded by a ball, i. 443; case of 
suppuration of the testicle consecutive to 
the operation for strangulated scrotal 
hernia, followed by severe hemorrhage, 
ii. 79; on the Hunterian operation, 1i. 
216; on the non-necessity for the exist- 
ence of large collateral branches to ensure 
the success of the Hunterian operation, 
li. 217; on acupuncture of aneurism, 
ii. 228; on the ligature of the saphena 
vein for varix, 1i. 291; on the use of the 
armed bougie in stricture of the urethra, 
li. 8366; case of relapse of hydrocele a 
long while after the operation, ii. 504; 
case of foreign body the nucleus of a 
stone, li. 524; case of retention of urine, 
and consequent mortification, from the 
impaction of calculi in the urethra, ii. 
630; on atheromatous cysts and their 
contents, ii. 696; on the question as to 


the propriety of removing a scirrhous 
breast, ii. 796. 

Hook-foot, ii. 189. 

Horner’s, Dr., recommendation to divide 
the sphincter ani in lacerated perineum, 
after union has taken place, i. 612; pro- 
posal to draw down the uterus into the 
vagina in cases of vesico-vaginal fistula, 
to act as a plug, 1. 759. 

Horns, ii. 669. 

Horse-foot, ii. 188. 

Houston’s case of fracture of the haunch- 
bone, followed by abscess in the perineum, 
and urinary fistula, i. 545; apparatus for 
fracture of the neck of the femur, i. 569. 

HovuTe’s apparatus for fracture of the neck 
of the femur, i. 569. 

Howsuip’s case of distension of the bladder 
by blood, ii. 417. 

Hrosy’s palate-holder, i. 605. 

HuserTuHat’s apparatus for fractured clavi- 
cle, 1. 551. 

Hucurer on the period at which syphilis 
shows itself after birth, i. 673. 


‘Hotse’s treatment of false joints, i. 590. 


HumsBert’s case of reduction of the conse- 
cutive dislocation in hip disease, i. 268 ; 
on the reduction of congenital dislocation 
of the femur, 1. 803. 

Humerus, fracture of, i, 553 ; dislocation of, 
i. 781. 

HummMet on the arrest of hemorrhage by 
nature, i. 297. 

Hunczorsky’s mode of amputating at the 
hip-joint with the flap-cut with a single 
flap, 11. 935. 

Hunter, Joun, on inflammation, 1. 22; on 
the susceptibility for inflammation, and 
the influence of the constitution with 
respect to its local effects, 1. 23; on the 
cause of pain in inflammation, i. 25; on 
the causes of inflammation, i. 26, 30; on 
the attendant redness, i. 26; experi- 
ments on the increase of heat in inflam- 
mation, i. 27; opinion on the enlarge- 
ment of the vessels in inflammation, 1. 27; 
on the cause of the extravasation of serum, 
i. 333; opinions relative to the formation 
of pus, i. 35; on the cause and results of 
suppuration, 1. 86; on suppurative in- 
flammation, i. 87; on the circumstances 
which determine an abscess to the surface, 
i. 38; on the qualities of pus, and the 
pus-globules, i.39; on the putrefaction 
of pus, i. 39 ; on ulcerative inflammation, 
1.49; ulcerative absorption, or absorption 
with suppuration, i. 50, 51; progressive 
absorption, i. 51; on inflammation of the 
mucous membranes, i. 73; of the serous 
membranes, i. 73: on the occasional ter- 
mination of inflammation of serous mem- 
branes in suppuration, i. 74; on the 
coagulation of the blood in phlebitis, i. 
77; on severe phlebitis, i. 78; on the red 
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streaks accompanying inflammation of 
the absorbents, i. 81 ; on inducing resolu- 
tion by constitutional means, i. 82 ; direc- 
tions respecting the employment of blood- 
letting, i. 82; on the local means of in- 
ducing resolution, i. 83 ; on fomentations 
or steams, washes, and poultices, i. 85; 
on derivation, i. 86 ; first pointed out the 
membrane of the fistula, i. 92; descrip- 
tion of it, i. 92; opinion that most in- 
flammations which are called erysipe- 
latous, are not such, i. 99; description of 
erythema symptomaticum, i. 101; de- 
scription of metastatic erythema symp- 
tomaticum, under the name of erysipe- 
latous inflammation, i. 103; on cold in the 
treatment of burns, i. 113; on the pri- 
mary treatment of burns, i. 116; on the 
contraction of the granulations during 
cicatrization, i. 121; experiments in 
freezing rabbits’ ears, i. 126; on the ef- 
fects of frost-bite, i. 127 ; mentions another 
inflammation very like chilblains, i. 131; 
on the inflammation that produces car- 
buncle, i. 135; his observation that there 
are generally more carbuncles than one 
not confirmed by South, i. 135; his opi- 
nion that carbuncle has some: affinity to 
boils, i. 136; on the period when gonor- 
rheea first makes its appearance after in- 
fection, i. 156 ; on the primary symptoms 
of gonorrhea, i. 156; on the specific 
extent of the inflammation, i. 156; on the 
actual seat of the discharge, 1.156; on 
the small swellings which are noticed 
externally near the urethra, i. 157; on 
the size and form of the stream of urine, 
1.1575; on the occurrence of hemorrhage 
in severe gonorrhea, i. 157; on inflam- 
matory and spasmodic chordee, i. 157; 
on the extent of local irritation, i. 158; 
on the extension of the inflammation to 
the bladder, and the consequent inability 
of that viscus to retain its contents, i. 158 ; 
case of fever preceding gonorrhea, i. 158 ; 
on the extension of the inflammation in 
the female to the bladder, i. 159; doubts 
its extension to the ovaries, i. 159; on 
abscesses complicating gonorrhcea in the 
female, i. 160; on gonorrhea from simple 
causes, i. 161; case of gonorrhea caused 
by leucorrheea in the female, i. 162; on 
the identity of syphilis and gonorrhea, i. 
163 ; accounts for the two different effects 
of the same poison, by the gonorrhea 
proceeding from a secreting surface, and 
the chancre being formed in a non-se- 
creting surface, 1. 163; on the sympathetic 
swellings in gonorrhea, i. 167; on the 
duration and spontaneous cure of gonor- 
rhea, i. 168; on the treatment of the 
disease, i. 168; on the remedies for 
chordee, i. 170; on the arrest of heemor- 
rhage from the urethra, i. 170; on the 
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infectious nature of gleet, 1. 173; on 
balanitis, i. 176; on the period when 
swelled testicle supervenes, i. 177; swel- 
ling of the testicle arises from sympathy, 
and not from syphilis, i. 177; on gout, as 
a cause of orchitis, i. 178; on the fungus 
which projects when a whitlow bursts, i. 
192 ; reasons for the severity of the pain, 
and the length of time before a whitlow 
bursts, i. 193; regards whitlow as an 
example of the ulcerative process having 
no power over the cuticle, i. 195; on the 
treatment of whitlow, and its free and 
early incision, i. 196; on inflammation of 
the joints, i. 206; on the ulcerative ab- 
sorption of cartilage, i. 228; on anchy- 
losis, i. 241; on the inflammatory and 
scrofulous diseases of joints causing an- 
chy losis, i. 242 ; on soft anchylosis from 
granulations, i. 242; on bony anchy- 
losis, i. 242; case of soft anchylosis from 
the extension of inflammation from the 
surrounding parts to the joint, i. 246 ; on 
the shortening and lengthening of the 
diseased limb in hip disease, i. 255; on 
the three kinds of union of divided parts 
—quick union, by adhesion, and by granu- 
lation, i. 288; description of quick union, 
i. 288; objected to by Dr. John Thomson, 
i. 288; on the adhesive inflammation, in 
connexion with wounds, i. 290; on the 
formation of new vessels, i. 292; on sup- 
puration and granulation as leading to 
cicatrization, i. 292; on the suppression 
of hemorrhage, i. 309; on the means for 
keeping the lips of a wound in apposition, 
i. 323; on the use of sticking plaster or the 
dry suture for wounds, i. 325; on the use 
of sutures, i. 325; on gun-shot wounds, i. 
335 ; on the character of gun-shot wounds, 
i. 338 ; objections to primary amputation, 
i. 345; on the cause of death in tetanus, 
i. 378 ; on the causes of tetanus, i. 379; 
on puncturing the dura mater, when 
the extravasation lies beneath it, i. 407; 
on the suppurative inflammation of 
wounded joints, i. 489; on rupture of the 
tendo Achillis, i. 492; on the treatment 
of the ruptured tendon, i. 492; on the 
period of union, and the manner in which 
it takes place in simple fracture, i. 500; 
on the consequences of compound frac- 
tures, i. 509; on the treatment of com- 
pound fracture, i. 515; on symptomatic 
fever, 1. 521; on hectic fever, i. 522; on 
the removal of the injured limb during 
the continuance of hectic fever, i. 522; 
on the slight constitutional irritation 
after amputation, when union by the first 
intention takes place, i. 523; on the pro- 
cesses which follow after union has 
taken place in fractured patella, i. 579; on 
the formation of false joints, i. 588; on 
the treatment of false joints, 3,589: on 
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the two modes in which the venereal 
poison affects the system, i. 641; on the 
period at which chancres appear after in- 
fection, i. 642; on the symptoms of 
chancre, i. 642; experiments by inocu- 
lating with the matter of gonorrhea and 
chancre, i. 644; on the true venereal 
bubo, i. 645; on the existence of syphi- 
litic buboes without primary sore, i. 646 ; 
on the continuance of the constituti- 
onal irritation from lues, independent of 
continued absorption, i. 647; on the non- 
infectious character of the pus from a 
secondary syphilitic sore, i. 649; on the 
relative rapidity of cure of gonorrhea, 
chancre, and lues venerea, 1. 654; on 
the relapse of ulcers after chancres have 
cicatrized ; i. 655; case of diseased child 
infecting the nurse; i. 673; on the pos- 
sibility of infection from secondary syphi- 
lis, i. 675; on the ossific inflammation 
preceding necrosis, i. 688 ; on the process 
of exfoliation, i. 691; on the signs of ex- 
foliation, i. 692; on the species of exfo- 
liation, i. 695; on the inadequacy of the 
term fistula, i. 710; on the causes of 
fistula, i. 710; on the cure of fistula, i. 
711; objections to the use of the catheter in 
urethral fistula, 1. 745; definition of 
aneurism, ii. 197; on the coagulation of 
blood in an aneurism, ii. 198; on the 
bursting of aneurism, ii. 199; on the re- 
lative frequency of aneurism in the sexes, 
ii. 203; on the relative frequency of 
aneurism in the arteries, ii. 203; admits 
a diseased state of an artery as the cause 
of aneurism, ii. 205 ; on the spontaneous 
cure of aneurism, ii. 206 ; on compression 
in the treatment of aneurism, ii. 210; 
claims to originality in reference to the 
Hunterian operation, ii. 215; on the size 
of the aneurism best fitted for operation, 
ii. 217; operation for tying the femoral 
artery in popliteal aneurism, ii. 219; 
cases of secondary hemorrhage after the 
operation, ii. 224; on ligature of the 
femoral artery, ii. 263; description of 
three forms of stricture of the urethra, ii. 
356; on the use of the armed bougie in 
stricture, li. 366; case of retention of 
urine from calculus in the urethra, ii. 
416; on the expulsion of bougies by the 
contractions of the bladder, ii. 418 ; opera- 
tion for stone on infants, ii. 569; on cysts 
forming around foreign substances, ii. 
694; on the internal surface of cysts, ii. 
697; on the disposing causes of cancer, 
ii. 767; preference of secondary to pri- 
mary amputation in severe injuries of 
the lower extremities, ii. 967 ; objections 
to some amputations in such cases, ii. 
967. ; 
Hunter, Dr. W1LL1AM, on the structure of 
synovial membrane, i, 211; on the struc- 


ture of cartilage, i. 223; Miescher differs 
in opinion with, respecting the fibrous 
structure of articular cartilage, 1. 223; 
views on the structure of cartilage gene- 
rally correct, i. 227; on aneurismal varix, 
ii. 269; on the distinction between aneu- 
rismal varix and false aneurism, ii. 271; 
on varicose aneurism, ii. 272; first sug- 
gests the small operation for ovarian 
dropsy, ii. 489. 


Hunter, Rosert, on the section of muscles 


in spinal curvature, 11. 169. 


HurcHinson on incisions in pseudo-erysi- 


pelas, i. 108; on the rarity of calculus 
among seamen, li. 545. 


Hurron, Dr., on compression in the treat- 


ment of aneurism, il. 211. 


Hydatids, ii. 703. 
Hydrarthrus, or hydrops articuli, i. 216 ; 


il. 461. 


Hydrocele, ii. 496. 

Hydrocephalocele, ii. 98. 

Hydrocephalus, ii. 464. 
_Hydro-mediastina, ii. 481. 

Hydrometra, ii. 494. 

Hydro-pericardium, ii. 478. 

HypRopHosia :—bite of a rabid beast, i. 


359; the bite of beasts much excited, or 
when disturbed during copulation, may 
produce canine madness, i. 360; causes 
of dog-madness, i. 360; spontaneous de- 
velopment of hydrophobia in man, i. 360 ; 
signs of incipient madness in the dog, 1. 
360; Hertwig’s observations on canine 
madness, i. 360; progress of the disease, 
i. 361; signs of dumb madness in the 
dog, i. 361; Youatt on rabies in the dog, 
i. 361; Youatt on the peculiar bark of the 
mad dog, i. 362; Youatt on the saliva of 
the mad dog, i. 363; Youatt on the con- 
dition of the lumbar portion of the spinal 
cord in rabies and dumb madness in the 
dog, i. 363 ; Youatt on a peculiar paralysis 
of the muscles of the tongue and jaws 
occasionally occurring in mad dogs, i. 
363; Youatt on the insensibility to pain 
in mad dogs, i. 363; Yonatt on the diag- 
nosis between pain in the ear in canker 
and in hydrophobia in the dog, 1. 363; 
Youatt on the period of incubation of 
rabies in the dog, i. 364; Hertwig’s ex- 
periments show that the saliva is the 
vehicle of the mad poison, i. 364; Trol- 
liet considers the mucus from the in- 
flamed mucous membrane of the bronchi 
to be the vehicle of the poison, i. 364; 
Hertwig’s experiments also show the 
contagion to be in the blood of the mad 
beast, 1.364; Youatt on the appearances 
on dissection in the dog, i. 364; Youatt’s 
caution against suffering dogs to lick the 
face or hands, or any other part of the 
body, i. 365; Lawrence’s ‘details of the 
Hon. Mrs. Duff's case, i. 866; Lawrence 
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-on the communication of hydrophobia 


from one human being to another, or 
from man to beasts, i. 366 ; Magendie and 
Breschet’s experiment, i. 366; period of 
incubation of hydrophobia in man, i. 366 ; 
Galen, Mead, and Hale Thomson on the 
protraction of the period of incubation, i. 
366; Dr. Bardsley’s case of the disease 
twelve years after the bite had been in- 
flicted, 1. 367; his opinion that the case 
was not one of hydrophobia, i. 367; sup- 
ports his opinion by the views of Darwin, 
Haygarth, and R. Pearson, i. 367 ; Elliot- 
son on the period of incubation of the 
disease, i. 367; Professor Dick on the 
nature of the disease in hydrophobia, i. 
367 ; symptoms of incipient hydrophobia, 
i. 867; Urban’s opinion that there is a 
circlet of small vesicles round the wound 
or scar, i. 368; general symptoms of hy- 
drophobia, i. 368 ; Elliotson on the symp- 
toms of hydrophobia, i. 368 ; Elliotson on 
the diagnosis between true and spurious 
hydrophobia, and inflammation of the 
pharynx, i. 369; the disposition of hy- 
drophobiec patients to bite, doubted by 
South, i. 369; Powell and Magandie’s 
cases, i. 369; Cline jun. on the dispo- 
sition of hydrophobic animals to use their 
weapons of offence, i. 369; Elliotson on 
a general morbid irritability in hydro- 
phobia, i. 369; Youatt on the peculiar 
delirium in hydrophobia, i. 369; Bards- 
ley and Babington’s cases illustrative of 
this delirium, i. 369; Lawrence on the 
peculiar delirium of hydrophobia, i. 370; 
Youatt on the tenacity of the human 
Saliva in hydrophobia, i. 370; Elliotson 
on the duration of the disease, i. 370; 
Mead on the increase of muscular strength 
in hydrophobia, i. 370; Elliotson on abor- 
tive hydrophobia, i. 370; Dr. Bardsley 
on the stages of hydrophobia, i. 370; 
Marcet, Babington, and Callisen on the 
premonitory pains of hydrophobia, i. 
371; post-mortem appearances in hydro- 
phobia; 1. 371; Locker on vesicles on 
the spleen in hydrophobia in dogs, i. 371; 
the post-mortem appearances in Elliot- 
son’s case, i. 371; the proximate cause of 
hydrophobia, i.371; Harder on the action 


of the poison on the system, i. 372 ; Lan-: 


genbeck on hydrophobia, as caused by a 
qualitative alteration of the blood by the 
' poison, i. 372; prognosis, i. 372; treat- 

_ ment of the bite, i. 372; Youatt’s objec- 
tions to excision of the bitten parts, i. 
372; South on the excision of the bitten 
parts, i. 373; Cline’s directions for the 
excision of the bitten parts, i. 373; South 
on the excision of the scar, 1. 374; inter- 
nal prophylactics of hydrophobia, i. 374 ; 
plan of treatment recommended by Wendt, 
i. 8374; Brera and von Schallein’s treat- 


ment, i. 374 ; Marochetti on the presence 
of pustules under the tongue after the 
bite of a mad animal, i. 375; Maro- 
chetti’s plan of treatment, i. 375; Wat- 
son’s objections to Marochetti’s views, i; 
376; general treatment of hydrophobia, 
1. 376. 

Hydro-thorax, ii. 469, 

Hypospadias, and its treatment, ii. 374. 

Hysterical Affections of the Joints, See 
Inflammation of the Joints. 


Iliac aneurism, ii, 254. 

—— artery, common, ligature of, ii. 255 ; 
internal, ligature of, ii, 256; external, 
ligature of, ii. 259. 

Ilium, fracture of, i. 544. 

Incised wounds, i. 329. See Wounds. 

Induration, or hardening, i. 52. 

INFLAMMATION, definition of, i. 22; the 
term objected to by Andral, and that of 
hyperemia substituted, i. 22; Hunter’s 
opinions on inflammation, i, 22 ; Miiller’s, 
i, 22; all organs of the body may become 
inflamed, except the cuticle, hair, and 
nails, i. 23; the capillary, vascular, and 
ganglionic nervous systems, the actual 
seat of inflammation, i. 23; Hunter on 
the susceptibility for inflammation, and 
the influence of the constitution with 
respect to its local effects, i. 23; symp- 
toms of inflammation, i. 24; South 
on the attendant pain, i. 24; Dr. Alison’s 
description of inflammation, i. 24; expla- 
nation of the symptoms, i. 24; the 
changed condition and increased plasti- 
city of the. blood shewn by the crusta 
inflammatoria, i. 25; comparison of the 
local appearances of inflammation, and 
those coming in with inflammatory fever, 
i. 25; the cause of the increased action of 
the nerves, i. 25; Travers and Hunter on 
the cause of the pain, i. 25; Henle’s 
opinion that the exciting cause of inflam- 
mation operates through the nervous 
system, i. 25; its mode of action, i. 26; 
Hunter on the causes of inflammation, i. 
26, 30; Travers’ remark, that pain is not 
necessarily an attendant on inflammation, 
i. 26; Hunter and Travers on the attend- 
ant redness, i, 26; Hunter’s experiments 
on the increase of heat, 1. 27; Travers’ 
remarks on that symptom, i. 27; Hunter 
and Cullen on the enlargement of the 
vessels, i. 27; Dr. John Thomson’s 
observations on the variation of the 
current of the blood through the capil- 
laries, resulting from the application of 
different substances, i. 27; Earle’s com- 
ments on these, i. 28; Dr. Wilson Philip’s 
experiments, i. 28; Gendrin’s account of 
the steps by which the stagnation of the 
blood in inflammation is produced, i. 29 ; 
Dr. John Thomson’s experiments repeated 
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by Travers, i. 29; Travers and Ben- 
nett on the oscillation attending the 
recovery of the circulation, i. 29; Whar- 
ton Jones’ description of the phenomena 
of inflammation under the microscope, i. 
29; Emmert and Vogel’s description of 
the same phenomena, i. 50; incidental 
causes of inflammation, i. 30; results 
of inflammation, i. 31. Resolution :— 
signs of resolution, i. 51; distinguished 
from the recession of inflammation, i. 31 ; 
Dr. J. H. Bennett on the process of resolu- 
tion, 1.31; Schonlein and Zimmermann on 
the elimination of the molecular fibrin, i. 
32. Exudation :—period of its occurrence, 
and its results, adhesion and edema, i. 32; 
the term synonymous with effusion, i. 32; 
Dr. J. H. Bennett, Travers, Wharton 
Jones, and Hunter on the process of effu- 
sion, i. 32, 33; Gerber’s subdivisions of 
effusion, 1.33; Gerber on the microscopic 
resemblance between the lymph-cor- 
puscles and the exudation-corpuscles, i. 


34; this resemblance denied by Gulliver, | 


i. 34; Valentin on the exudation-cor- 
puscles, i. 34. Suppuration:—a natural 
result of severe inflammation, i. 34; the 
secretion of pus, i. 34; formation of ab- 
scess, i. 34, 36; opinions of Simpson, 
De Haen, Morgan, Hunter, Brugmans, 
Pinel, Boerhaave, Bell, Gotter, Quesnay, 
Hoffmann, Grashuis, Stewart, Pearson, 
Hewson, E. Home, Berzelius, Gruit- 
huisen, Fischer, Donné, Gluge, Valentin, 
Gueterbock, Wood, Bonnet, Mandt, Vogel, 
and E.V. Bibra relative to the formation of 
pus, i. 35; symptoms of approaching sup- 
puration, i. 35; occurrence and signs of 
fluctuation, i. 36; symptoms of deep- 
seated suppuration, i. 36; hectic fever 
accompanies every considerable suppura- 
tion, i. 36; formation of the walls of an 
abscess, and the circumscription of the pus, 
i. 36; the circumscription of the pus does 
not take place unless the inflammation is 
connected with plastic exudation, i. 36; 
the walls of an abscess are secreting and 
absorbing surfaces, i. 36; resorption of 
pus, i. 36; metastatic abscesses, i. 36; 
Vogel and Bonnet on the effects of the re- 
sorption of pus, i. 36 ; Hunter on the cause 
and results of suppuration, i. 36; Va- 
lentin on the microscopic results of 
suppuration, i. 37; Hunter on suppurative 
inflammation, i. 37; Travers on the 
lining membrane of an abscess, i. 38; 
Hunter and Travers on the circumstances 
which determine an abscess to the surface, 
i. 38; qualities of pure good pus, 1. 38 ; 
formation of pus, 1. 59; Travers on the 
purpose which the formation of pus serves 
in the economy, i. 39; Hunter on the qua- 
lities of pus and the pus-globules, i. 39; 
Hunter and Gulliver on the putrefaction 
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of pus, i. 39; Senac on the globular struc- 
ture of pus, i. 39; Gueterbock on the 
composition and. chemical analysis of 
pus, i. 40, 41; composition of the serum 
of pus, i. 40; fatty vesicles discovered in 
the serum of pus by Henle, i. 40 

Gueterbock’s discovery of pyine, i. 40; 
characters of pus-globules, i. 40; Mandt 
on the pus-globules, i. 40; discovery of 
the difference in size of the pus-globules 
by Gueterbock, i. 41 ; Mayo describes pus- 
globules as occasionally seen in healthy 
blood, i. 41; denied by Gulliver, i. 41; 
Gerber’s account of the formation of pus, 
and of the reproductive organization in 
suppurating wounds, i. 41; Travers on 
the constitution of pus, i. 42; varieties of 
pus, i. 43; distinguishing characters of 
laudable pus, and ichor or sanies, i. 43 ; 
the presence of globules in the serum 
proved by Bauer, Faraday, and Mandt, 
i. 43; characters of the albumen in pus, 
i. 44; Grassmeyer and Fischer on the 
distinguishing tests for pus and mucus, 1. 
44; Gruithuisen’s microscopic tests for 
pus and mucus, i. 44; Gerber’s descrip- 
tion of ichor, puriform mucus, and serous 
exudation, i. 44; pus cannot be produced 
without inflammation, i. 44; cold or lymph 
abscess, i. 45; the diathesis purulenta, i. 
45; abscess of congestion, 1. 455 symp- 
toms of cold abscess, i. 45; cold abscess 
not to be confounded with Hunter’s col- 
lections of matter without inflammation, 
nor with the cold abscess of the surgeons of 
the Saracen school, the chronic abscess of 
modern surgeons, i. 45 ; South’s case of cold 
abscess, i. 45; Dr. Rigby on puerperal 
abscess following contagious or adynamic 
puerperal fever, i. 47; Beinl, Rust, and 
others, regard the so-called lymph-swel- 
ling as being an extravasation of lymph, 
i. 48; Walther proves that the term 
lymph-swelling is incorrect, i. 48 ; Beinl’s 
opinion. that the strongest and most 
healthy are more subject to lymph-abscess 
than the weakly, and men than women, 
and that it does not occur without exter- 
nal injury disproved by Rust, i. 48; 
Nasse’s case of lymph-swelling from ex- 
ternal injury, i. 48; such cases exceed- 
ingly rare, 1.48; opinions of Langenbeck, 
Ekl, and Zembsch on the lymph-swelling, 
i. 48; South’s case of lymph.abscess, 1. 
49. Olceration :—causes, 1.49 ; Hunter 
on ulcerative inflammation, i. 49; on 
ulcerative absorption, i. 50; progressive 
absorption, i. 51; absorption with suppu- 
ration, i. 51; Travers on the process of 
ulceration, i. 52. Induration or Hard- 
ening :—Causes and results, i. 52; occa- 
sional terminations in inflammation, ul- 
ceration, and cancer, i. 58; induration 
most likely to occur after long-continued 
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insidious inflammations in organs with a 
low degree of vitality, i. 53. Softening 
oceurs only in long-continued dyscratic 
and cachectic inflammations, i. 53 ; may 
be regarded as the intermediate condition 
between ulceration and mortification, i. 
53. Mortification :—divided into hot 
and cold, i. 53; Travers’ objection to the 
terms mortification and sphacelus, i. 53 ; 
definition of mortification, i. 53; symp- 
toms, i. 54; Travers’ acute gangrene, i. 
54; destruction of the mortified parts oc- 
curs either as dry, moist, or hospital gan- 
grene, i. 54; South on vesications filled 
with a bluish or bluish-black fluid in cases 
of severe bruise, or when the bandages in 
cases of fracture are too tight, i. 55; 
causes of mortification, i. 55; Brodie on 
sudden loss of blood as a cause of mortifi- 
cation, i. 55; Travers on deep and exten- 
Sive effusions, and injuries of nerves as 
causes of mortification, i. 55; South's 
case of mortification of the lower extre- 
mity from effusion of blood causing dis- 
tension of the limb, i. 55; mortification 
in cases of aneurism caused by the disten- 
sion from effusion, i. 56; mortification in 
cases of simple fracture, the principal ar- 
tery being uninjured, i. 56; South's cases 
of. mortification after fever,i. 56; senile 
gangrene, i. 57 ; distinction between senile 
gangrene consequent on injury, and that 
resulting from constitutional causes, i. 57 ; 
Travers’ chronic gangrene, i. 58; causes 
of dry gangrene, 1. 59; South’s case of 
dry gangrene consequent on abdominal 
typhus, i. 59; Dupuytren on arteritis, a 
cause of dry gangrene, i. 59, 75; South’s 
case of dry gangrene from organic disease 
of the heart, i. 59; Brodie’s case of dry 
gangrene from inflammation of the prin- 
cipal artery and vein of the limb, i. 59; 
Brodie on the cause of the distinction be- 
tween dry and moist gangrene, i. 59; gan- 
grene from arterial inflammation, a com- 
paratively rare disease, i. 59; this state- 
ment denied by Cruveilhier and Dupuy- 
tren, i. 59; South’s case of arteritis with- 
out gangrene, i. 60; Solly’s case of gan- 
grene, i. 60; mortification from continued 
pressure, i. 60 ; mortification from the use 
of the spurred rye, i. 60; Thomson’s ac- 
count of this form of the disease, i. 61 ; 
Sigebert and Bayle’s remarks, i. 61; the 
disease first noticed by Dodard, afterwards 
by Saviard, Noel, Langius, Quassoud, Bos- 
sau, and Duhamel, i. 61; Dr. Elliotson’s 
case of gangrene of the leg, after the use 
ofergot, the arteries of the limb being ossi- 
fied, 1. 61; Model’s opinion that spurred 
rye does not cause gangrene in brutes, 
i. 61; disproved by Tessier, i. 61 ; Block’s 
experiments on the subject, i. 61; Dr. C. 
Woolaston’s cases of gangrene, 1. 61 ; mor- 
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tification of the cheek, called “noma” by 
Vogel, i. 61; a rare and generally fatal 
disease, i. 61; description of noma by Drs. 
Evanson and Maunsell, i. 62 ; the term can- 
crum oris incorrectly applied to noma, i. 
62; cancrum oris, a form of mortification 
commencing with ulceration. generally first 
in the gums, and thence spreading to the 
lips and cheeks, i, 62; described by Dr. 
Cumming, i. 62 ; South’s case of noma in 
the adult, i. 62; mortification, when a con- 
sequence of contagious influence, results in 
malignant pustule, or hospital gangrene, i, 
63; malignant pustule, its causes and symp- 
toms, 1. 63; contagious from beast to man, 
but not between man and man, i. 63; Elliot- 
son on glanders in the human subject, i. 64 ; 
Lawrence’s cases of malignant pustule, i. 
64; Beer and Delpech’s cases, i. 65; Tur- 
chetti’s cases of malignant pustule, de- 
scribed by him as anthrax, i. 66 ; Dr. Wag- 
ner’s cases of malignant pustule, produced 
by contact, and by eating the flesh of dis- 
eased animals, i, 66 ; Dr. Bourgeois’ obser- 
vations on malignant pustule, i. 67; hos- 
pital gangrene, i. 68; description of the 
disease, i. 68 ; local and general symptoms, 
1. 68 ; Liston’s account of the hospital gan- 
grene in University College Hospital in 
1841, i.68; Arnott’s cases of hospital gan- 
grene at the Middlesex Hospital, i. 69 ; the 
disease excedingly rare in the London hos- 
pitals, i. 69 ; Lawrence on sloughing pha- 
gedena, i. 69 ; Welbank on sloughing pha- 
gedena, i. 70; this disease regarded by S. 
Cooper as resembling hospital gangrene, 
1.70; denied by South, i. 70; South on the 
sloughing state of stumps from want of 
power, i. 70; the characteristics of hospital 
gangrene, 1. 70 ; the cause of hospital gan- 
grene is the operation of a peculiar conta- 
gious matter, i. 70; it is always a very 
dangerous complication of wounds and 
sores, 1.70. VARIETIES OF INFLAMMA- 
TION :—inflammation may be classed, Ist, 
according to its appearances and course ; 
2ndly, according to its causes; and srdly, 
according to the structure of the parts at- 
tacked, i. 71: acute and chronic inflam- 
mation, i. 71; division of inflammation 
into simple, erethitic, torpid, malignant, 
and obscure, i. 71; idiopathic, sympto- 
matic, specific, and sympathetic, i. 71 ; me- 
tastatic inflammation, i. 72; inflammation 
of the skin, i. 72; of the cellular tissue; i, 
72; South on inflammation of the cellular 
tissue, i. 72; inflammation of the glands, 
i, 72; of the mucous membranes, i. 72 ; 
Hunter on inflammation of the mucous 
membranes, i. 73; inflammation of serous 
membranes, i. 73; Hunter on inflamma- 
tion of serous membranes, i. 73; South 
on the tendency of serous membranes to 
adhesive inflammation, i. 73; Hunter on 
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the occasional termination of inflamma- 
tion of serous membranes in suppuration, 
i. 74; inflammation of the fibrous tissues, 
i. 74; inflammation of the coats of arteries, 
arteritis, i. 74; Bouillaud on arteritis, i. 
74, 75; Hodgson’s cases of arteritis, 1.74; 
Portal’s case of inflammation of the aorta, 
consequent on the recession of measles, 1. 
74; redness not always present in inflamed 
arteries, and sometimes occurs when there 
is not any inflammation, i. 75; Bouillaud 
on the redness of the internal arterial 
membrane, i. 75; Dupuytren on mortifi- 
cation as the result of arteritis, i. 75; 
South’s case of arteritis, i. 75; Portal on 
the ossification of arteries in young child- 
ren, i. 77; Brande’s analysis of the earthy 
concretions in arteries, i. 77; Miescher 
on the ossification of arteries, i. 77; in- 
flammation of veins, phlebitis, i. 77; 
causes, symptoms, and terminations, i. 
77; Cruveilhier on phlebitis, i. 77 ; South 
on phlebitis, i. 77, 78; Hunter on the 
coagulation of the blood in phlebitis, i. 
77; Hunter, Abernethy, Hodgson, Carmi- 
chael, Bouillaud, Travers, and Arnott, on 
severe phlebitis, i. 78 ; Ribes’ cases of phle- 
bitis, i. 79; Arnott on the morbid appear- 
anees in phlebitis, i. 80; Dr. Robert Lee 
on inflammation of the femoral and iliac 
veins, an occasional cause of phlegmasia 
dolens, i. 80; inflammation of the absorb- 
ent vessels, i. 80 ; South on the causes of 
inflammation of the absorbent vessels; 
i. 80; Hunter on the red streaks accom- 
panying inflammation of the absorbents, 
i. 81; South on earthy deposits in the ab- 
sorbents, i. 81; inflammation of the 
nerves, or their sheaths, i. 81 ; of the bones, 
i. 81; of the periosteum, i. 81; of the 
medullary membrane, i. 81; prognosis of 
inflammation, i. 82; treatment, i. 82; the 
first indication to induce resolution, 1. 82 ; 
employment of antiphlogistic remedies, 
i. 82; in erethitic inflammation, opium 
combined with proper antiphlogistic 
means, should be exhibited, i. 82 ; gastric 
impurities should be removed by vomit- 
ing and purging, i. 82; in malignant, spe- 
cific, and dyscratic inflammations, anti- 
phiogistic remedies should be used cau- 
tiously, i 82; Hunter on inducing re- 
solution by constitutional means, ti82 ; 
Hunter’s directions respecting the employ- 
ment of blood-letting, i. 82; local treat- 
ment of inflammation by abstraction of 
blood, cold, moist, or dry warmth, salves, 
and plasters, astringent, anodyne, and de- 
rivative means, i. 83 ; Hunter on the local 
means of inducing resolution, i. 83 ; local 
bleeding by leeches, scarifications, and 
cupping-glasses, i. 84; employment of 
cold, i. 84; ice or freezing mixtures must 
not be used too long, lest they destroy the 
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vitality of the part, i. 84; moist, warm 
remedies, fomentations, and poultices, 1. 
84; Hunter on fomentations or steams, 
washes, and poultices, i. 85; Abernethy 
on poultices, i. 85 ; medicated poultices, 4, 
85; treatment of torpid inflammation, i. 
86; derivative remedies, i. 86; Hunter 
on derivation, i.86; treatment of reced- 
ing inflammation, i. 86; treatment after 
exudation has taken place, 1. 87; treat- 
ment during and after suppuration, i. 87 ; 
when the abscess is ripe, it either opens 
of itself, or it must be opened, i. 87; 
small abscesses just beneath the skin, and 
those in glandular structures, should alone 
be allowed to burst, i. 87; circumstances 
under which the early opening of abscesses 
is required, i. 87; circumstances under 
which abscesses are opened late, i. 87; 
South recommends the early opening of 
abscesses just beneath the skin, and in 
glandular structures, i. 87 ; opening of ab- 
scesses, oncotomia, effected by the knife, 
escharotics, or the seton, i. 88; deep ab- 
scesses with thick coverings, should be 
opened with a bistoury, i. 88; South’s 
condemnation of pressure and squeezing 
an abscess, i. 88; mode in which escha- 
rotics are employed, i. 89 ; passing a seton 
through an abscess, i. 89; opening an ab- 
scess with a cutting instrument generally 
preferable, i. 89; South on the opening an 
abscess, i. 89 ; treatment of cold abscess, 
i. 90; various plans of opening a cold 
abscess, recommended by Abernethy, 
Beinl, Walther, Schaack, Rust, Nasse, 
Zang, and Callisen, i. 90 ; in selecting his 
plan of operating, the Surgeon must be 
guided by the difference of constitution, 
by the more or less weak state of the cel- 
lular walls, and by the size of the swelling, 
i. 90; constitutional treatment also re- 
quired, i. 91; Kluge’s plan of treating 
lymph-abscesses, 1. 91 ; further treatment 
after opening the abscess, i. 91; if there 
be deficiency of power in the part, 
stimulants may be used, but moist warm 
poultices are more effectual, 1. 92 ; tonics 
may be given internally, i. 92; if the 
opening close too soon, the edges may be 
drawn asunder, or separated with a probe, 
i. 92; proud flesh repressed by caustic, i. 
92; formation of fistulous passages, i. 92 ; 
membrane of the fistula first pomted out 
by Hunter, since described by Villermé, 
Laennec, and Breschet, i. 92; Hunter’s 
description of the membrane of the fistula, 
i. 92; treatment of the fistulous passage, 1. 
93; plans of treatment recommended by 
Langenbeck, H. Dewar, Cramer, Walther, 
and others, i. 98; Langeubeck’s recom- 
mendation of the ligature, i. 93 ; attention 
to the general health requisite during sup- 
puration, i. 93 ; treatment of induration, 
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i. 93; first indication to promote resolu- 
tion, i. 93 ; the second, its removal by the 
knife, i. 94; treatment of gangrene, i, 94; 
when connect d with active inflammation, 
and inflammatory fever, moderate anti- 
phlogistic treatment to be employed, i. 94 ; 
if caused by the constriction of unyielding 
aponeuroses, they must be divided, i. 94; 
when connected with general debility, 
. tonics and mineral acids indicated, i. 94; 
local treatment of gangrene, i. 94; if there 
be active inflammation, soothing poultices; 
if the part be free from pain and shrivelled, 
stimulant applications are required, 3. 
95; remedies which prevent the influence 
of the gangrenous juices, i. 95 ; their action 
aided by scarifications in the gangrenous 
parts, i. 95; the latter must not penetrate 
into the living parts, i. 95; scarifications 
are dangerous in gangrena senilis, i. 


i. 199; Colles on the disease of the nail 
hable to be mistaken for gout, i. 199; 


treatment in slight cases, i. 199 ; Desault, 


Richerand, and Biessey’s plans of treat- 
ment, i. 199; Zeis on the introduction of 
charpie under the edge of the nail, and 
the use of foot-baths, i, 200 ; Meig’s plan of 
treatment by a compress and linen-roller, 
i. 200; Sir A. Cooper says the applica- 
tion of a blister will bring away the nail, 
i. 200; this opinion contravened by South, 
i. 200 ; Dupuytren’s operation for dividin g 
and removing the diseased nail, i, 200; 
Scoutteten’s operation for the destruction 
of the matrix of the nail, i. 200; the 
operation recommended by Paré, Faye, 
Michaelis, Sachs, and Zeis, i. 200; Sir 
Astley Cooper’s operation, i 200 ; Colles 
and South condemn Cooper’s operation, i, 
201 ; Colles’ operation, i. 201 ; 


95 ; amputation not applicable in gangrene 
depending on an internal cause still in 
operation, i. 95; applicable after the line 
of demarcation has formed, or in gangrene 
from external violence, even while still 
proceeding, i. 95; South’s Opinion that 


Inguinal rupture and its varieties, ii, 54, 

Innominata, ligature of, ii. 245, 

Internal strangulation, ii. 94, 

INTESTINEs, Wounps OF, i. 462; symp- 
toms, i. 462; Travers, Green, Tyrrell, 
aud South’s cases of wounded intestines, 


amputation should never be performed 
while the gangrene is in progress, i. 95; 
treatment of senile gangrene, i. 96; when 
resulting from an injury, soothing or dry 
aromatic applications, or leeching if the 
- inflammation be active, i. 96 ; Dupuytren 
employs the antiphlogistic plan of treat- 
ment in plethoric subjects, i. 96; when 
from constitutional causes, tonics and 
opium are necessary, i. 96; treatment of 
gangrene from pressure, i. 96; from the 
use of spurred rye, i. 96; Thomson and 
S. Cooper’s cases, i. 97 ; treatment of ma- 
lignant pustule, i. 97; local treatment by 
cutting out the pustule, and cauterizing the 
wound, i. 97; if pustule not deep, but the 
slough much spread, deep searifications, 
and the application of caustic recom- 
mended, i. 97; employment of constitu- 
tional treatment, i. 97 treatment of hos- 
pital gangrene, i. 97; emetics advised by 
Pouteau and Dussausoy, i. 97; washing 
the sore with vinegar, or solution of 
arsenic at the commencement of the dis- 
ease, 1. 97 ; the entire surface to be touched 
with nitrate of silver, i. 98; the free ap- 
plication of the actual cautery most effec- 
tual, i. 98 ; constitutional treatment should 
be employed at the same time, i. 98. 

Inciis, Dr., on the age at which broncho- 
cele most usually occurs, ii. 655; objec- 
tions to Coindet’s mode of exhibiting 
iodine, ii. 660. : 
INGROWING oF THE Natt, i. 1983; causes, i. 
198; Wardrop and Dupuytren on in- 
growing of the nail, i. 198; Dupuytren 
states it has been mistaken for gout, 1. 
199; Colles on the ingrowing of the nail, 


i. 462; Travers on wounds of the intestines 
communicating directly with the surface, 
i. 463; varieties of wounds of the intes- 
tines, 1. 463; Travers on the varieties of 
wounds of the intestines, i. 463 ; difference 
of opinion as to the treatment of wounded 
and protruded intestine, i. 463; different 
kinds of stitches employed, i. 463 ; Scarpa 
and Larrey’s practice, i, 464; Denans, 
Béclard, Jobert, Lembert, and Reybard’s 
practice in wounded intestine, 3. 464, 
465; Shipton and Travers’ experi- 
ment, i. 465-7; Else, Benjamin Bell, 
John Bell, and Hennen on the use of 
the suture in wounded intestine, i. 466, 
467; objections to the use of stitches in 
wounded intestine, i. 467; reasons in 
favour of their use, i. 468; Travers on 
the objections to returning a wounded in- 
testine, without suture, into the abdomen, 
i. 468; Travers and Benjamin Bell on 
the withdrawal of the suture, after union 
has taken place, i. 468; Travers’ direc- 
tions for stitching a wounded intestine, 
i. 468; approval of Lembert’s plan, i. 
469; Astley Cooper’s practice in small 
wounds of the intestines, i. 469 ; Dupuy- 
tren’s modification of Lembert’s plan, i. 
469; Travers on the reparation by ar- 
tificial connexion of the divided parts of 
a wounded intestine, i. 470; treatment of 
a perfectly divided intestine, one end on] 

being found, i. 470 ; treatment of wounded 
intestine, i. 470; treatment of wounded 
intestine when the feces escape by the 
wound, i. 471; Travers and South on 
the treatment of wounded intestine with- 
out fecular discharge or prolapse, i. 471; 
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Travers on spontaneous reparation in 
wounded intestine, i. 471; contraction of 
the intestine sometimes the result of a 
wound, i. 471; effusion of fecal matter, 
blood, or other fluid, constitutes the 
most dangerous complication of pene- 
trating wounds of the abdomen, i. 471; 
Travers and Hennen on effusion into 
the cavity of the abdomen under such 
circumstances, i. 472; extravasation of 
the intestinal contents, i. 472 ; Travers 
on the impediments to effusion of the 
intestinal contents, i. 472 ; symptoms of 
effusion, i. 473; effusion of blood into the 
cavity of the abdomen, i. 473; the ef- 
fused blood is either collected in a cir- 
cumscribed space, or diffused over the 
abdomen, i. 473; treatment of extravasa- 
tion, i. 473; Hennen’s case of musket- 
shot wound of the abdomen, the ball 
passing afterwards per anum, i. 474; fo- 
reign bodies in the intestines, il. 388. 

Introduction :—definition of surgery, i. 1; 
division of, 1. 3. 

Ippotiro, NUNCIANTE, on ligature of the 
vertebral artery, ii. 250. 

IRELAND on the use of arsenic in the bites 
of the great lance-headed viper of Mar- 
tinique, i. 359; operation for prolapsus 
uteri, ii. 112. 

Ischiatic artery, ligature of, ii. 258. 

rupture, 11. 86. 

Ischuria, and its varieties, 11. 409. 

Issues, making of, ii. 869. 


Jaconson’s lithotritic instrument, advan- 
tages and disadvantages of, 11. 560. 

Jacqurer’s case of reduction of the conse- 
cutive dislocation in hip disease, 1. 268. 

JAEGER on the mercurial treatment in hip 
disease, i. 267; on the general treatment 
of coxalgy, i. 267; views on the reduction 
of consecutive dislocation in coxalgy, i. 
268; on the treatment of abscesses of the 
hip, i. 269 ; recommends free incisions in 
opening these abscesses, i. 269; excision 
of the carious head of the thigh-bone re- 
commended by, i. 270; opinion that the 
preparations of fractured spine united by 
callus, only show that the fracture may 
be cured, but not the palsy, 1. 532; on 
the operation for trepanning a fractured 
spine, i. 538; treatment of fractured cla- 
vicle, i. 552; case of imperfect fracture 
of the coronoid process of the ulna, i, 562; 
on the inlocking of the ends of the bone 
in fracture of the neck of the femur, i. 
564; objection to dressing the wound 
after the operation for rectal fistula, i. 
731; on the division of the sphincter 
muscle in recto-vesical and recto-urethral 
fistula, i. 748 ; on the treatment of vesico- 
vaginal fistula by drawing off the urine, 
and by compression, 1. 752; on the nature 
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of strangulation in rupture, ii. 11; on 
the seat of exostosis, 11.673; on the blood 
fungus, ii. 722; plan of amputating the 
thigh with the flap from the outer side, 
ii. 909; on amputation at the hip-joint, 
ii. 933; mode of operating by the circular 
cut, ii. 934; on the statistics of the ope- 
ration for exarticulation of the leg at the 
knee, ii. 943; mode of operating in exar- 
ticulation of the fore-arm at the elbow, il. 
962; case of excision of part of the hand, 
ii, 965; on the excision of joints, 11. 969 ; 
statistics of cases, ii. 970; recommends 
the non-division of the ulnar nerve in ex- 
cision of the elbow-joint, ii. 975; mode 
of operating in excision of the elbow- 
joint, 11.976; in excision of the lower 
ends of the radius and ulna, ii.976; in 
excision of the knee-joint, ii. 981; on the 
mode of union after the operation, ii. 
982; mode of operating in excision of the 
ancle-joint, ii, 983; on excision of the 
lower jaw with the condyles, ii. 989; on 
the previous ligature of the carotid | 
artery, li. 990. 


James’ case of dislocation of the astragalus 


outwards, i. 810; case of ligature of the 
aorta, ii. 254; case of tearing away the 
upper arm and scapula by machinery, ii. 
1003. 


Jameson’s plan of inhealing a plug of skin 


for the radical cure of rupture, 11. 24; 1n- 
strument for cesophageal stricture, 11. 323 ; 
treatmentof stricture of the urethra, ii. 372. 

Jamixrson’s case of accidental cerebral rup- 
ture, ii. 100. 

Janson’s case of resection of the scapula, ii. 
1002. 

Jaw. lower, fracture of, 1. 528; dislocation 
of, i. 770; excision of, 11. 986; cases re- 
quiring the operation, li. 9865 circum- 
stances admitting a favourable result, ii. 
986; priority of claim as originator of 
the operation, ii. 986; Tyrrell’s case of 
necrosis of the lower jaw, ii. 986; exci- 
sion of the middle of the lower jaw, ii. 987 ; 
mode of operating, ii. 987; retraction of 
the tongue, ii. 987; Dupuytren, Graefe, 
and Astley Cooper's cases, ii. 98753 re- 
moving a portion of the side of the lower 
jaw without the condyle, ii. 988 5 mode of 
operating, 11. 988 ; Deadrick, Mott, and 
Wardrop’s cases, ii. 988; excision of the 
lower jaw with its condyles, 11.989; Mott, 
Schindler, von Graefe, Syme, Jaeger, and 
Cusack’s modes of operating, il. 989; 
Mott, von Graefe, Dzondi, Jaeger, and 
Schindler on the previous ligature of the 
carotid artery, ii. 990; White’s case of 
excision of the lower jaw, ii. 991; Graefe 
and Mott’s cases of exarticulation of one 
side of the lower jaw, ii. 992; Cusack on 
the non-necessity of tying the carotid 
artery prior to the operation, il, 993; 
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Cusack’s cases of exarticulation of the 
lower jaw, ii. 993; Liston’s mode of ope- 
rating, ii. 993; Perry’s case of necrosis of 
the lower jaw, ii. 994. 


Jaw, upper, fracture of, i. 527; resection 


of, il. 994; cases in which the opera- 
tion is indicated, ii. 994; Dupuytren’s 
cases of extirpation of the upper jaw 
doubted by Gensoul, ii. 994; Akoluthus’ 
case, li. 994; Dr. T. White’s case of 
almost complete extirpation of the upper 
jaw, li. 994; mode of operating, ii. 995; 
section of the skin and muscles, ac- 
cording to Gensoul and Dieffenbach, ii. 
995; Lizars the first to recommend the 
entire removal of the upper jaw, li. 996; 
his description of the proposed operation, 
ii. 996; Lizars’ cases in which he at- 
tempted to perform the operation, but 
failed on account of the hemorrhage, ii. 
996; Lizars’ cases in which he performed 
the operation, ii. 996; Gensoul’s case of 
extirpation of the superior maxillary 
bone, ii. 997; cutting away the diseased 
jaw, ii. 997; Heyfelder’s operation for the 
resection of both jaws, il. 998; Syme, 
Liston, and Fergusson’s modes of ope- 
rating, ii. 968; O’Shaugnessy’s case of 
removal of the upper jaw, ii. 999; Het- 
ling’s case of osteosarcoma of the jaws, in 
which he removed part of the upper, and 
part of the lower jaw, ii. 1000; Liston 
on the prospect of ultimate success in this 
Operation in cases of malignant disease, 
li. 1001; dressing the wound, and after- 
treatment, ii. 1001 ; dangerous symptoms 
which may occur after the operation, ii. 
1001; recurrence of the disease, ii. 1001. 


JEAFFRESON On the extirpation of the ovary, 


J 
J 


J 
J 


il. 487; case of extirpation of the ovary, 
il. 489; on the statistics of the operations 
for the extirpation of the ovary, ii. 490. 
ENNER’S, Dr., discovery of vaccination, ii. 
873. 
EWEL, Dr., on the distinguishing signs be- 
tween leucorrhea and gonorrhea, i. 160. 
OACHIM’S artery-compressor, i. 299. 
OBERT’s practice in wounded intestine, i. 
464; on the introduction of the seton in 
false joints, i. 593; on the treatment of 
vesico-vaginal fistula by transplantation, 
i, 757; case of ligature of the popliteal in 
the internal epichondyloid pit, ii. 265. 


JOHNSOoN’s, Dr., case of obstruction of the 


J 


rectum by a large collection of peas, ii. 
392. 

OINTS, EXCISION OF, ii. 968 ; first performed 
on the knee-joint, ii. 968; afterwards ex- 
tended to the other joints, ii. 968; Filkin, 
Vigaroux, David, White, Bent, Orred, 
Park, Moreau, Graefe, and Davie’s cases, 
ii. 968; Sabatier, Percy, Roux, Moreau, 
Larrey, Guthrie, Syme, Textor, and 
Jaeger on the excision of joints, ii. 969 ; 
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Wachter, Vermandois, Kohler, and 
Chaussier’s experiments, ii. 969; objec- 
tions to this operation as compared with 
amputation, ii. 969; advantages of the 
operation, principally referable to the 
Joints of the upper extremities, ii. 969; 
not so great in operations on the other 
joints, ii. 969; statistics of J aeger, Syme, 
and Moreau’s cases, ii. 970; Crampton 
on the excision of joints, ii. 970; cases in 
which excision of the ends of bones is 
preferable to amputation, ii. 970; contra- 
indications to the operation, ii. 971; mode 
of operating, ii. 971; direction and extent 
of the incision in the skin, ii, 97 1; ex- 
cision of the diseased bone, ii. 971; ex- 
tent of bone required to be removed, ii. 


' 972; instruments for excising the ends of 


bones, ii. 972; arrest of the subsequent 
hemorrhage, ii’972; dressing the wound, 
11.972; after-treatment, ii. 972 ; untoward 
occurrences during the after-treatment, ii. 
973; after-bleeding, ii. 973; abscesses, ii. 
973; fistulous passages, ii. 973; necrosis 
of rare occurrence after this operation, ii. 
973; after-treatment of the sawn ends of 
the bone, ii.973 ; excision at the shoulder- 
Jjotnt, ii. 974; mode of operating in ex- 
cision of the head of the humerus, ii. $74 ; 
C. White, Orred, Bent, Sabatier, Moreau, 
and Syme’s modes of operating, ii. 974 ; 
motions of the arm subsequent to the ope- 
ration, ii. 974; excision of the elbow-joint, 
ii. 975; Moreau’s mode of operating, ii. 
975; Dupuytren and Syme’s modes of 
operating, ii. 975; Moreau on the division 
of the ulnar nerve in this ‘operation, ii. 
975; Dupuytren, Crampton, Jaeger, and 
Syme recommend its preservation, ii. 
975; Jaeger’s mode of operating, ii. 976 ; 
condition of the arm after excision of the 
elbow joint, ii. 976; Crampton and Syme’s 
cases, 11. 9763; excision of the wrist-joint, 
11.976; Roux and Jaeger’s modes of ope- 
rating in excision of the lower ends of 
the radius and ulna, ii. 976; dressing the 
wound and after-treatment, ii. 977; Du- 
bled and Velpeau’s operations, ii. 977; 
Butt’s case of excision of part of the ne- 
crosed ulna, ii. 977; excision of the hip- 
joint, ii. 977; mode of operating, ii. 977; 
by a simple longitudinal cut, ii. 977; by 
the formation of a flap, ii. 977; by Tex- 
tor’s oval cut, 11. 978 ; dressing the wound, 
ii. 978; White, Carmichael, Oppenheim, 
Hewson, Seutin, and Textor’s cases, ii, 
978; C. White on excision of the head of 
the femur, 11.979; A. White and Fer- 
gusson’s cases of excision of the head of 
the femur, ii. 979; excision of the knee- 
joint, ii. 981; Moreau, Park, Miilder, 
Sanson, Bégin, Jaeger, and Syme’s modes 
of operating, ii. 981; Jaeger’s operation 
preferred, ii. 981; Moreau, Park, and 
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Jaeger on the mode of union after the 
operation, ii. 982; Syme on the treatment 
after the operation, ii. 982; A. White’s 
case of compound dislocation of the femur 
behind the leg, ii. 982; excision of the 
ancle-joint, 11, 983; Moreau, Jaeger, 
Miilder, and Kerst’s modes of operating, 
ii. 983; South on excision of the ancle- 
joint, 11.984; dressing the wound, and 
after-treatment, li. 985; excision of the 
joints of the metacarpus and metatarsus, 
11,985; mode of operating, ii. 985; after- 
treatment, ii. 985; Textor, Kramer, 
Roux, and Fricke’s cases, ii. 985. 

Joints, INFLAMMATION OF :—inflammation 
may be set up as the primary disease in 
any part of the joints, such as the liga- 
ments, synovial membranes, cartilages, 
and spongy ends of the bones, i. 205; 
Hunter on inflammation of the joints, i. 
206; causes and nature, i. 206. Inflam- 
mation of the ligaments, i. 206; Brodie 
on the rarity of affections of the liga- 
ments independent of other structures, i. 
206; Mayo’s case of injury to the liga- 
ments of the knee, i. 206; Wickham’s ob- 
servations on inflammation of the liga- 
ments, i. 207 ; symptoms of acute inflam- 
mation of, 1. 207 ; South on the absence of 
discriminating signs between acute inflam- 
mation of the ligaments and rheumatism, 
i. 207; symptoms of chronic inflamma- 
tion of the ligaments, i. 207 ; terminations 
of the acute and chronic form of inflam- 
mation, i. 208; changes of structure in 
the joints, i. 208; Key on ulceration in 
ligamentous fibre, i. 208 ; South on relaxa- 
tion of the ligaments, i. 209; treatment 
of inflammation of, 1. 209; treatment of 
thickening and swelling of the cellular 
tissue, i. 209; of suppuration external to 
the joints, i. 209; of suppuration internal 
to the joints, i. 209; this latter malady is 
Wickham’s disease of the cellular mem- 
brane of joints, i. 210; Wickham’s de- 
scription of the disease, i. 210; South’s 
cases of abscesses external to the joint, 
i, 210; South on the position of the limb 
during disease of the knee-joint, i. 211; 
inflammation of the synovial membrane, 1. 
211; W. Hunter on the structure of sy- 
novial membrane, i. 211; Henle on the 
continuity of synovial membrane over the 
cartilage of joints, i. 212; Toynbee on the 
synovial membrane, i. 212; Clopton Ha- 
vers, and Goodsir on the mucilaginous 
glands, i. 212; Brodie on the diseases of 
the synovial membranes, i. 213; symp- 
toms of inflammation of, i. 213; Brodie 
on the two varieties of synovial inflamma- 
tion, i, 213; Brodie’s case of acute syno- 
vial inflammation terminating in suppu- 
ration and ulceration, i. 214; Wickham’s 
case of synovial inflammation terminating 
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in ulceration, i. 214; suppuration of the 
synovial membrane, after wound of the 
joint, i. 214; Brodie on the subacute or 
chronic form of synovial inflammation, 1. 
215; symptoms and progress of the dis- 
ease, i. 215; Lawrence on the diagnosis 
of fluctuation in synovial inflammation, 
i. 216; Lawrence on hydrarthrus or 
hydrops articuli, i. 216; Dr. Watson on 
the difference between synovial inflamma- 
tion and inflammation of the ligaments, i. 
216; Astley Cooper on gonorrheal rheu- 
matism and gouorrheal ophthalmia, i. 217 ; 
Cooper’s case of gonorrheal rheumatism 
and ophthalmia, i. 217; Brodie on gonor- 
rheal rheumatism and ophthalmia, 1. 217 ; 
Brodie and Lawrence on the pulpy dege- 
neration of the synovial membrane, 1. 
217; South on the non-malignancy of this 
pulpy degeneration, i. 218; Brodie on its 
causes and progress, 1. 218; post-mortem 
appearances, i. 218; South on the nature 
of the respective diseases, as indicated by 


_ the post-mortem appearances, 1. 219; 


causes of synovial inflammation, i. 219 ; 
prognosis, i. 219; treatment, i. 219; Bro- 
die and South on the local treatment, i. 
219; if suppuration ensue, the swelling 
should be punctured early, i. 220; treat- 
ment to be adopted, after the inflammation 
is subdued, there remaining swelling from 
effusion of fluid, i. 220; South on the use 
of blisters for promoting the absorption 
of the effused fluid, i. 220; Brodie on the 
use of friction in such cases, 1. 220; treat- 
ment of the chronic form of inflammation, 
i, 221; after the occurrence of suppura- 
tion, with destruction of the cartilages and 
bones, i. 221; South on irritant applica- 
tions in the treatment of the chronic form 
of the disease, i. 221; South’s case of dis- 
ease of the synovial membrane of the 
knee-joint, attended with evidence of fluc- 
tuation, in which the swelling was punc- 
tured without benefit, i. 222: Jnflamma- 
tion of the cartilages, i. 222; William 
Hunter on the structure of cartilage, i. 
223; Miescher says “no difference be- 
tween permanent cartilage and that which 
is to be converted into bone,” 1. 223; he 
differs in opinion with W. Hunter as re- 
spects the fibrous structure of articular 
cartilage, 1. 223 ; Todd and Bowman con- 
sider there is a difference between tem- 
porary and articular cartilage, 1. 224; 
Henle on the fibrous structure of articular 
cartilage, i. 224; Henle and Toynbee on 
the non-vascularity of cartilage, i. 224, 
225; Toynbee on the development of car- 
tilage, i, 225; Toynbee on the supply of 

nutrient fluid to articular cartilage, i. . 
225; Toynbee on the vessels by which 
the articular cartilages are nourished, i. 
226; Toynbee’s description of the canals 
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in adult cartilages, i. 226; Meckel, Bi- 
chat, and Miiller on the vessels of carti- 
lage, i. 226; Brodie’s opinion that carti- 
lages are vascular, i. 227; Toynbee, 
Béclard, and Cruveilhier distinctly of 
opinion that cartilages are devoid of vas- 
cularity, i. 227; W. Hunter’s views on 
the structure of cartilage generally cor- 
rect, 1. 227; symptoms of inflammation 
of cartilage, i. 227; Mayo on three distinct 
forms of ulceration of joint-cartilages, i. 
228 ; Wilson on inflammation of cartilage, 
i. 228; Hunter, Wilson, and Brodie, on 
the ulcerative absorption of, i. 228, 229 ; 
Lawrence on ulceration of cartilage as an 
original affection of the joints, i. 229 ; 
Key on the conditions under which ulcera- 
tion of the cartilages is effected, i. 229; 
Key on the absorption of cartilage by a 
new membrane produced by inflammation 
of the synovial membrane, i. 229; Key 
on the progress of ulceration in cartilage, 
1, 230; Goodsir holds with Key that the 
deposit from the synovial membrane is the 
cause of ulceration in cartilage, i. 231; 
accordance of Key’s views with those of 
Wilson, i. 232 ; Key on the changes in the 
Synovial membrane, when suppuration is 
the ‘result of a wound in it, i. 232 ; they 
induce ulcerative absorption of the articu- 
lar cartilages, i. 232: Brodie does not ac- 
cord with Key’s views, and considers that 
absorption of cartilage may take place 
under such circumstances as to admit of 
no other agency than that of the vessels 
of the cartilage, i. 233; Lawrence’s case 
of rapid ulceration of cartilage, i. 234 ; 
Lawrence on the necrosis of long bones as 
a cause of inflammation and absorption of 
cartilage, 1. 234; Key on the formation of 
an adventitious membrane in joints under 
such circumstances, i, 234; this is a re- 
pairing process, preparatory to anchylosis, 
i. 234; Henle explains the absorption of 
cartilage from want of nutriment, i. 234 ; 
Key on ulceration of cartilage, an action 
altogether different from absorption, i. 
235; Key on the process of ulceration 
generally, 1. 235 ; Key on the process by 
which ulceration of the cartilage is effect- 
ed, i. 235; it leads to the formation of 
abscess, i. 235 ; post-mortem appearances, 
i. 236; Schumer and Gendrin never found 
any trace of inflammation in cartilage, i. 
236; Brodie and South consider ulcera- 
tion of cartilages differs from common 
inflammation of the synovial membrane, 
and of the spongy ends of bones, i. 236; 
Brodie on the degeneration of cartilage 
into a fibrous structure, i. 236 ; this change 
Key describes as the third mode of ulcera- 
tion of cartilage, i. 236; causes of the 
disease, i. 237; Brodie on the period at 
which ulceration of the articular cartilages 
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may occur, i. 237 ; prognosis always un- 
favourable, i, 237; treatment, i. 237. In- 
Jlammation of the joint-ends of bones, i. 
237; symptoms, i. 237; Brodie on inflam- 
mation of the joint-ends of the bones, its 
Symptoms and progress, i. 258 ; Brodie on 
the consequence of this inflammation, i, 
238 ; Key on the two forms of disease in 
the bone, resulting in absorption of the car- 
tilage, i. 238; the chronic form is of a 
strumous nature, i. 238; the acute form 
differs from the former in the suddenness of 
the attack, and in the appearance of the 
bone, i. 238 ; progress of the acute disease, 
and appearance of the bone, i. 239 ; Good- 
sir on the scrofulous disease of the cancel- 
lated texture of the heads of bone, i. 239 ; 
post-mortem appearances, i. 239 ; situation 
and causes of the disease, i. 239; Brodie 
and Key on the period at which it is likely 
to occur, i. 239; Brodie observes that 
it is likely to occur in several joints at 
once, or in succession, i. 239; Brodie and 
South’s opinion that the occurrence of 
scrofulous disease in the joint has sus- 
pended the progress of some other and 
perhaps more serious disease elsewhere, i. 
249; Brodie on the diagnosis between 
scrofulous disease of the joint-ends of 
bones and ulceration of the articular car- 
tilages, i. 240; prognosis and treatment, i. 
240; favourable consequences of ulcera- 
tton of the cartilages, i. 240; may occur 
in one of two ways, i. 240; in the first 
the cartilage is replaced by a layer of 
ivory-like bone, and the motions of the 
joint continue, i. 240; in the second, the 
opposed ends of the bones are united, 
either by a ligamento-fibrous structure. or 
by bone, i. 240; South has seen the con- 
necting medium composed partly of liga- 
mento-fibrous, and partly of bony matter, 
i. 240; South on the ivory-like covering 
of the joint-surfaces of bones, i. 240; Key 
and Toynbee on the removal of the arti- 
cular cartilages in old age i. 241; South 
and Brodie on the removal of the articular 
cartilages in old age as the result of pre- 
vious ulceration, i. 241; John Hunter on 
anchylosis, i. 241; anchylosis effected by 
the whole substance of the articulation, i. 
241 ; of two kinds, i. 241; Hunter on the 
inflammatory and scrofulous diseases of 
joints causing anchylosis, i. 242; Hunter on 
soft anchylosis from granulations, i. 249 ; 
Hunter on bony anchylosis, i. 242 ; South’s 
views on anchylosis differ somewhat from 
those of Hunter, i. 242; South on soft 
anchylosis from granulations, i. 242; Key 
on the furmation ofa vascular membrane 
in joints as a preliminary to anchylosis, 
i. 242 ; South’s case of fibrous anchylosis, 
i. 243 ; South’s case of the complication 
of bony and fibrous anchylosis, i. 245; 


CX1iV 


Hunter’s case of soft anchylosis from 
the extension of inflammation from the sur- 
rounding parts to the joint, i. 246 ; Mayo’s 
case of injury to the ancle, followed by ab- 
sorption of the cartilages, and effusion and 
organization of lymph between the ends of 
the bones, i. 246; process of bony anchy- 
losis, i. 246; the most important form of 
bony anchylosis, i. 246; Cruveilhier’s 
case of bony anchylosis of the right con- 
dyle of the lower jaw, i. 247; other kinds 
of anchylosis, i, 247; treatment of the soft 
or ligamento-fibrous anchylosis, i. 247 ; 
Velpeau on the treatment of complete 
anchylosis, i. 247; Barton’s operation of 
cutting out a wedge-shaped piece of bone, 
i. 247 ; also performed by Gibson, i. 247; 
operation for the establishment of a false 
joint, i. 247; Velpeau favourable to this 
proceeeding, i. 248; performed by Barton 
and Rodgers with success, i. 248 ; the ope- 
ration of breaking through the anchylo- 
sis, i. 248; condemned by Velpeau, i. 
248; Amussat’s case, i. 248; Velpeau on 
the consequences of the adhesion of the 
knee-pan to the condyles of the femur, 
i. 248; Louvrier’s apparatus for the rup- 
ture of the anchylosis, i. 248; Velpeau’s 
objections to the use of that apparatus, i. 
249; hysterical affections of the joints, 
i. 249; Brodie on the symptoms of hyste- 
rical affections of the joints, 1. 249; Tyr- 
rell on the diagnosis between inflamma- 
tion and hysterical affection of the joints, 
i. 249; Bell’s case of hysterical affection 
of the hip-joint, i. 249; Coulson’s case, 1. 
250; Coulson on the symptoms of this 
disorder, i. 250; Goodlad’s objection to 
the term “ hysterical’ being applied to 
these affections, i. 250; South on the con- 
stitutional treatment of the disorder, i. 
250; Brodie and Goodlad on the local ap- 
plications, i. 250; inflammation of the hip- 
joint (coralgia), i. 250; the three stages of 
the disease, i. 250; symptoms of acute 
inflammation of the hip-joint, i. 251; Key 
on the greater frequency of chronic than 
of acute inflammation of, i. 251; symp- 
toms when suppuration takes place, i. 251 ; 
symptoms of first stage of chronic inflam- 
mation of the hip-joint, i. 251; Brodie on 
ulceration of the cartilage, the primary 
affection in diseased hip, i. 252, 261: Key’s 
opinion that the ulceration of the cartilages 
is proceeded by inflammation of the liga- 
mentum teres, i. 252, 261; South on the 
pain on the inside of the knee in hip- 
disease, i. 252; Bell and Coulson’s ex- 
planation of that symptom, 1. 252; symp- 
toms of the second stage of chronic 
inflammation of the hip-joint, i. 252; 
Astley Cooper on the second stage of 
hip disease, i. 252; Key on the symptoms 
which indicate the special part of the 
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joint affected, i. 253; symptoms of the 
third stage, i. 253; Fricke’s method of 
examining the length of the limb during 
the progress of the disease, i. 253; Astley 
Cooper and Coulson on the bursting of 
abscesses of the hip-joint, i. 253; Dr. 
Mackenzie and Scott’s cases of abscesses 
of the hip-joint, i. 254; Brodie on the 
difference between hip disease from ulcera- 
tion of the cartilage, and that from scro- 
fulous deposit in the cancellous structures 
of the bones, i. 254; shortening and 
lengthening of the diseased limb, 1. 255 ; 
Hunter on these symptoms, i. 255; Cline 
and Lawrence on these symptoms, 1. 256 ; 
the shortening only apparent, 1.256; Rust 
and Fricke’s explanation incorrect, i, 256 ; 
South on the shortening of the limb, 1. 
256; the lengthening of the limb may be 
either seeming or real, 1. 256 ; explanation . 
of the lengthening of the limb by Petit, 
Camper, Valsalva, Monro, Van der Haar, 
de Haen, Vermandois, Schwenke, Callisen, 
Plenck, Portal, Ficker, Duverney, Clos- 
sius, Boyer, Falconer, Rust, Langenbeck, 
Richter, Schreger, Larrey, Chelius, Fricke, 
Brodie, and Crowther, i. 257; Weber's 
experiments show that the head of the 
thigh-bone is retained in the socket by 
atmospheric pressure, i. 257; these expe- 
riments of great importance in reference 
to diseases of the hip-joint, i. 257 ; South’s 
explanation of the lengthening of the limb, 
i. 257; Astley Cooper on the lengthening 
of the limb from effusion into the joint, 
i. 258; Lawrence on the lengthening of 
the limb, i. 258; dislocation of the head 
of the thigh-bone, i. 258; Nester, Van der 
Haar, Berdot, Schreger, and Textor on 
the dislocation of the head of the thigh- 
bone downwards and inwards, 1. 258; 
Hoffman’s case of separation of the head of 
the femur, and its removal by the surgeon, 
i. 258; South on the appearances after 
death in hip disease, 1.258; Earle on dis- 
location into the ischiatic notch, i. 258; 
Boyer, Brodie, and Coulson on dislocation 
into the foramen ovale, i. 259; Ducros 
jun. on dislocation forwards on the share- 
bone, i. 259; the formation of a new 
socket, i. 259; Samuel Cooper on the sub- 
stance which fills up the acetabulum, i. 
259; diagnosis of coxalgia from conge- 
nital luxation of the thigh, shortening of 
the extremity from recession and twisting 
of the hip-bone, nervous sciatica, and 
malum coxe senile, i. 259; coxalgia can- 
not well be confounded with phlegmasia 
alba dolens, psoas abscess, or primitive dis- 
location of the thigh, i. 260; may be con- 
founded with fracture of the neck of the 
thigh-bone under certain circumstances, 
i. 260; Bell on the pain in hip disease, i. 
260; South on the sympathetic pain in 
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the hip from disordered bowels, i. 260; 
South, Smith, Wernherr, Astley Cooper, 
and Charles Bell on the morbus coxe 
senilis, i. 260; Coulson on the diagnosis 
between hip disease in the third stage, and 
psoas abscess, i. 261 ; post-mortem appear- 
ances, 1. 261 ; post-mortem appearances in 
William Adams’ case, i. 262 ; etiology of 
hip-joint disease, i. 262; Fricke on the dis- 
tinction between coxalgy and coxarthro- 
cacy, 1. 262; prognosis always unfavour- 
able, i. 262 ; treatment, 1. 262; in the first 
stage of acute coxalgia, i. 262; Coulson 
on salt-water bathing in hip-disease, i. 263 ; 
treatment of chronic coxalgia, i. 263; 
Nicolai and Klein recommend the use of 
the apparatus for fractured neck of the 
femur, i. 263; Physick on the treatment 
of coxalgia, i. 263; Scott’s plan of treat- 
ment, i. 263; Lawrence’s observations on 
the plan of treatment advocated by Scott, 
i. 264; has been employed by Fricke with 
advantage, i. 264; treatment of the second 
stage, i. 265; application of the actual 
cautery, i. 265; Rust objects to the use 
of issues, i. 265; approved of by South, 
i, 265; the actual cautery or burning 
cylinders preferable in all cases where 
the limb is much lengthened, the muscles 
relaxed, and where there is great swelling 
from collection of fluid, i. 265; Volpi has 
not found benefit from the actual cautery, 
when the first symptoms of disease oc- 
curred in the knee. and not at the hip- 
joint, 1. 265; Brodie on the influence of 
the primary irritation of the issue, and 
on the maintaining it by repeated appli- 
cations of caustic potash or sulphate of 
copper, i. 265; approved of by South, i. 
266; Duval’s local steam-bathing appa- 
ratus, 1. 266; Brodie on the use of a seton 
in the groin, i. 266; results of the treat- 
ment, and management of convalescence, 
i. 266; Rust and Brodie on warm bathing, 
i. 267; Fritz, Rust, and Jaeger on the 
mercurial treatment, i. 267; Brodie on 
the importance of rest and position, i. 267 ; 
general treatment in the first two stages 
of coxalgy, i. 267; Jaeger, Rust, Dieffen- 
bach, and Frank on the general treatment 
of coxalgy, i. 267; Fricke’s plan, i. 267 ; 
treatment of the consecutive dislocation, 
i. 268; reduction of the dislocation fre- 
_ quently not successful, i. 268; views of 
Petit, Callisen, and Jaeger on the reduction 
of consecutive dislocation, i. 268; cases 
by Berdot, Hagen, Ficker, Thilenius, 
Mozilewsky, Schneider, B. Heine, F. 
Humbert, M. N. Jacquier, Textor. Volpi, 
Schreger, von Winter, Harless, Fricke, 
and J. Heine, i. 268; treatment of sup- 
puration, i. 269; the abscesses to be freely 
opened, i. 269; Ford, Wend, Van der 
Haar, Rust, Brodie, and Jaeger on the 


treatment of these abscesses, i. 269; 
Sabatier and Ficker advise their being 
opened with caustic, i. 269; Larrey, with 
the red-hot trocar, i. 269; Rust, with the 
actual cautery, i 269; Rust advises pass- 
ing a seton through the joint, i. 269; 
Brodie and Jaeger recommend free inci- 
slons In opening these abscesses, i. 269 ; 
Brodie and South on the management of 
abscesses at the hip, i. 269; subsequent 
treatment, 1. 269; resection of the carious 
head of the thigh-bone, i. 269; excision 
of the head of the femur recommended by 
Jaeger, Kirkland, Richter, and Verman- 
dois, i. 270; performed by White and 
Hewson, i. 270; Kerr and Baffos exarti- 
culated the thigh-bone, i. 270; Charles 
Bell’s proposition, i. 270; Barry’s case of 
accidental reduction of the dislocation, 
i. 270; inflammation of the shoulder- 
joint — omalgia, i. 270; three stages of 
the disease, i. 270; symptoms and re- 
sults, i. 270; dislocation of the head of 
the bone, i. 271; abscesses and caries 
of the bone, i. 271; post mortem appear- 
ances, i. 271; etiology, prognosis, and 
treatment, 1. 271; «inflammation of the 
knee-joint (gonalgia), 1. 271; symptoms 
and progress, 1. 271; difference between 
rheumatic and scrofulous white swelling 
of the knee-joint, i. 271; post-mortem 
appearances, 1. 272; South and Brodie on 
the diagnostic symptoms of the diseases 
of the knee, i. 272; Brodie on ulceration 
of the cartilages, i. 273; Rainey on a pe- 
culiar degeneration of the cartilage in 
disease of, i. 273; Brodie on scrofulous 
disease in the cancellated structure of the 
bones of, i. 274; progress of caries, i. 
274; white swelling, i. 274; application 
of the term, i. 274; the disease very fre- 
quent in Great Britain, butrare in Italy, 
Vienna, and many other parts of Ger- 
many, 1.275; Russell and Gotz on the 
appearances of white swelling on dissec- 
tion, 1. 275 ; Nicolai on the symptoms and 
progress of white swelling. 1. 275; Nicolai 
on the anatomy of white swelling, i. 276 ; 
prognosis and treatment, i. 277; inflam- 
mation in the joints of the vertebre (Pott’s 
disease), i. 277 ; locality and symptoms of 
the disease, i. 277; curving of the spine, 
i. 277; Pott on the symptoms and progress 
of the disease, i. 277 ; caries of the verte- 
bre, the cause of curvature of the spine, 
i. 278; connection of the disease with 
lumbar and psoas abscess, i. 278; Law 

rence and Brodie on the curvature from 
caries, i. 278; Pott on the so-called palsy 
of the limbs, i. 278; Brodie on the occur- 
rence of suppuration in caries of the ver- 
tebre, i. 278; Brodie on the disappear- 
ance of psoas abscess, and its appearance 
elsewhere, i. 278; Brodie on the pain in 
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vertebral caries, i. 279; Brodie on the 
extent of the curvature in dorsal caries, 
i. 279; post-mortem appearances, i. 279; 
Brodie, Key, and Lawrence on the patho- 
logy of spinal caries, i. 280; Brodie on 
chronic inflammation of the vertebra, 
with ulceration of the intervertebral car- 
tilage, 1. 280 ; causes of the disease, i. 280 ; 
diagnosis and prognosis, i. 280; diagnostic 
signs of the disease, according to Cop- 
land, Wenzel, Stiebel, Melker, and South, 
i. 281; South, Lawrence, and Brodie on 
the diagnosis between curvature of the 
spine from caries and that from rickets, i. 
281; treatment of the disease, i. 282 ; Bro- 
die on the applicability of issues in this 
disease, i. 283; Astley Cooper, Lawrence, 
and Brodie on the manner in which the 
disease is cured by anchylosis, i. 283 ; 
symptoms of the disease in the cervical 
vertebra, i. 284; Brodie and Astley 
Cooper on vertebral caries in the neck, 1. 
284; Brodie on abscess connected with 
vertebral caries in the neck, i. 284; post- 
mortem appearances, i. 285; symptoms 
and progress of the disease in the sacro- 
iliac synchondrosis, i. 285. 

JomInTs, WOUNDS OF, i. 489; symptoms, 1. 
489; probing the wound objectionable, 1. 
489; danger of joint-wounds, i. 489 ; Hun- 
ter on the suppurative inflammation of 
wounded joints, i. 489 ; Astley Cooper on 
wounds of joints, and their results, i. 489 ; 
treatment, 1. 489; Astley Cooper’s treat- 
ment of wounded joints by a fine suture, 
i. 490; Abernethy’s practice, i. 490 ; com- 
mended by South, i. 490; treatment of 
the accompanying inflammation, i. 490; 
of the suppuration, 1. 491 ; cases requiring 
amputation, i. 491; gunshot-wounds of 
the joints, 1. 491. 

Joints, UNNATURAL, i. 587; definition, i. 
587: John Hunter on the formation of 
false joints, 1. 588 ; causes, i. 588 ; Brodie, 
Gibson, and Amesbury on the formation 
of a false joint, with a fibro-ligamentous 
capsule, and a lining membrane, i. 5&8; 
false joints most frequent in the upper 
arm, i. 588; Amesbury, South, and Astley 
Cooper on the causes of the non-union of 
fractured bones, i. 588; Macmurdo’s case 
of false joint of the humerus, i. 589; 
treatment of false joints, i. 589; John 
Hunter on the treatment of false joints, i. 
589 ; rubbing the ends of the broken tone 
together, i. 589 ; Celsus, Boyer, and South 
on rubbing the ends of the broken bone 
together, 1. 589; Cittadini’s case, i. 589; 
pressure, i. 589; application of pressure, 
1. 590; application of blisters, caustic 
potash, and tincture of iodine, i. 590; 
South on the application of pressure in 
false joints, 1. 590; South objects to ex- 
ternal irritation, i. 590; application of 
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strong caustics to destroy the cartilaginous 
surfaces on the ends of the bones, by 
Ollenroth, Cline jun., Hewson, Weilinger, 
and Kirkhide, i. 590; Mayer and Hulse’s 
plans of treatment, 1. 590; White, Cline, 
Lehmann, and Barton’s cases of cure of 
ununited fractures, i. 591; Cline jun. and 
Hewson’s cases of cure by the application 
of caustic potash to the broken ends of 
the bones, i. 591; the operation of sawing 
off the cartilaginous ends of the fractured 
bone, i. 591; Dupuytren, Pigné, and 
Brodie on this operation, i. 591; Guy de 
Chauliac’s account of this operation, as 
practised by the Arabian physicians, i. 
592; Charles White and Lawrence on 
sawing off the ends of the broken bone, i. 
592; Green’s operation on an ununited 
fracture of the femur, i. 592; South’s re- 
marks on this case, i. 592; the introduc- 
tion of a seton, i. 593; Weinhold, Oppen- 
heim, and Jobert on the introduction of 
the seton, i. 593; danger attending the 
use of the seton in oblique fracture, i. 593 ; 
Physick on the use of the seton, i. 593; 
Fricke and Cittadini’s operations for saw- 
ing off the ends of the fractured bones 
successful, 1. 594. 

Joints, cartilaginous bodies in, ii. 705 ; am- 
putation through, ii. 931. 

Jonas on puncturing the distended intestine 
after the operation for strangulated her- 
nia, ii. 891. 

JonEs’ experiments on the ligature of ar- 
teries, i. 303; on the application of the 
ligature, 11. 218; on the effects produced 
by the ligature on the arterial coats, ii. 
219. 

JoNnEs, H. BENcE, on the formation of uri- 
nary calculi, ii. 513; on the phosphatic 
diathesis, ii. 522; on the treatment of 
uric acid gravel, ii. 534, 535; on the 
treatment of the oxalic diathesis, ii. 537 ; 
on the treatment of the phosphatic dia- 
thesis, ii. 538. 

Jones’, Dr. WHARTON, description of the 
phenomena of inflammation under the 
microscope, i. 29; on exudation, i. 33; 
on the process of union by adhesion, i. 
290; on healing by the second intention, 
or granulation, i. 294, 

Jore’s apparatus for keeping the head 
straight in wry-neck, ii. 154; on the in- © 
fluence of spinal curvature on the trans- 
verse diameter of the pelvis, ii. 158. 

JossE’s apparatus for fracture of the neck 
of the femur, 1. 569. 

JOUBERT on the acarus scabiei, i. 636. 

JOUREL’s case of puncturing the womb in 
retroversion, li. 144. 

Jupp on hydriodate of potash in syphilis, 
i. 669. 

JuNop’s apparatus to cause derivation of the 
blood, i. 8C8. 
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KALTENBRUNNER on the formation of new 
vessels, i. 292, 

Kayser on the statistics of the Cesarian 
operation, ii. 438. 

Kerate’s operation for stone in infants, ii. 
569; case of chimney-sweep’s cancer on 
the cheek, ii. 816. 

KEcKELy’s apparatus for fractured clavicle, 
1, Dol. 

Kerru’s, Dr., case of vesico-vaginal fistula 
cured by a calculus in the bladder acting 
as a valve to prevent the discharge of the 
urine, 1. 759. 

KELLIE’s, Dr., remarkable case of exposure 
to cold, i. 126. 

KENDRICK on the treatment of hemor- 
rhage consecutive to the extraction of a 
tooth, i. 709. - 

KENNEDY’s case of gunshot wound on the 
right side of the thyroid cartilage, i. 438 ; 
case of bands in the vagina, ii. 376. 

KEnTIsH’s plan of treatment of burns, i. 
113; mode of application of stimulants, 
i. 113; disapproval of frequent dressings, 
en 

Kern on the application of caustic for the 
radical cure of hernia, ii. 24; on ligature 
of the protruded omentum at the abdomi- 
nal ring for the radical cure of rupture, 
ii, 24; operation for stone in women, ii. 
620; mode of amputating at the knee 
with the flap-cut, ii. 943. 

Ker’s case of procidentia uteri treated with 
the secale cornutum, ii. 113. 

Kerr’s mode of amputating at the hip-joint 
by the circular cut, ii. 934. 

Kerst’s mode of operating in excision of 
the ancle-joint, ii. 983. 

Key on ulceration in ligamentous fibre, i. 
208; on the conditions under which ul- 
ceration of the cartilages takes place, i. 
229; on the absorption of cartilage by a 
new membrane produced by inflammation 
of the synovial membrane, i. 229; on the 
progress of ulceration in cartilage, i. 230 ; 
accordance of his views with those of 
Wilson, i. 232; on the changes in the 
synovial membrane, when suppuration is 
the result of a wound in it, i. 232; they 
induce ulcerative absorption of the articu- 
lar cartilages, i. 232 ; on the formation of 
an adventitious membrane in joints, in 
cases of necrosis of the long bones, when 
it causes inflammation and absorption of 
the cartilages, i. 234; this is a repairing 
process preparatory to anchylosis, i. 234 ; 
on ulceration of cartilage, an action alto- 
gether different to absorption, i. 235; on 
the process of ulceration generally, i. 235 ; 
on the process by which ulceration of 
cartilage is effected, i. 235; it leads to 
the formation of abscess, i. 235 ; describes 
the degeneration of cartilage into a 
fibrous structure as a third mode of ul- 
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ceration, i. 236; on the two forms of 
disease in bone, resulting in absorption of 
the cartilage, i. 238; the chronic form is 
of a strumous nature, i. 238; the acute 
form differs from the chronic in the coni- 
parative suddenness of the attack, and in 
the appearance which the bone presents, 
1. 238; on the period at which the in- 
flammation in the joint-end of the bones is 
likely to occur, i. 239 ; on the removal of 
the articular cartilages in old age, 1.241; 
on the formation of a vascular membrane 
in joints, asa preliminary to anchylosis, i. 
242; on the greater frequency of chronic 
than of acute inflammation of the hip- 
joint, i. 251; is of opinion that the ulce- 
ration of the cartilages in hip disease is 
preceded by inflammation of the liga- 
mentum teres, i. 252, 261; on the symp- 
toms which indicate the special part of the 
joint affected, i. 253; on the pathology of 
spinal caries, i. 280; on the propriety of 
active, general, and local depletion in 
strangulated omental hernia, prior to the 
operation, ii. 14; on the reduction en 
masse, ii. 16; advises the unfolding the 
omentum before cutting it off, ii. 41; on 
abscess in the sac occasionally reproducin g 
the symptoms of strangulation, ii. 42; on 
the operation of dilating the abdominal 
ring, without opening the sac, ii. 43 : 
views with regard to this operation, ii. 
44; on the signs indicative of gangrene 
of the intestine, ii. 45; case of gangrenous 
intestine, in which a fetid smell was per- 
ceptible before the sac was opened, ii. 45; 
on suppuration of the sac, ii. 49; case of 
sloughing of the intestine after its return 
into the abdomen, ii. 49; on the occur- 
rence of gangrene in the intestine some 
days after the operation, in persons of an 
enfeebled constitution, ii. 50 ; on the fatal 
termination of cases after the operation, 
when preceded by great depression, ii. 
513 case of strangulated inguinal rup- 
ture, the testicle being at the external 
ring, li. 62; on the seat of strangulation 
in femoral rupture, ii. 72; on the opera- 
tion for femoral rupture, ii. 74; on the 
post-mortem appearances in a case in 
which he tied the subclavian twelve years 
previously, ii. 248; mode of operating for 
stone in the bladder, ii. 584; on suppu- 
rative inflammation of the cellular tissue 
surrounding the bladder, the most fre- 
quent cause of death after lithotomy, ii. 
609 ; on the advantages and applicability 
of lithotrity, ii. 625; on lithotrity with 
reference to the size of the caleulus, ii. 
626; on the applicability of lithotrity or 
lithotomy, according to the age of the cal- 
culous patient, ii. 626; on the requisite 
condition of the bladder for the operation 
of lithotrity, ii. 627; on irritability of the 
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bladder, ii. 627; case of sarcomatous 
scrotum, ii. 805; case of exarticulation of 
metatarsal bones, with the diseased bones 
of the tarsus, 11. 953. 

Kidneys, wounds of, i. 480; nature, symp- 
toms, and treatment, i. 480; stone in, 
ii. 539. 

Kiran on the application of the suture in 
vesico-vaginal fistula, i. 755. 

KinG on artificial anus at the umbilicus, 
connected with the diverticulum ilei, i. 
722; on ligature of the innominata, ii. 
246; on the extirpation of the ovary, il. 
487; case of extirpation of the ovary, ii. 
489. 

Ktrey on the effects of the scorpion sting, 
i. 851; cases in which severe symptoms 
followed the use of the ligature in piles, 
ii, 303; on tracheotomy in croup, ii. 
399. 

Kirkutpk on the use of caustic to destroy 
the ends of the broken bone in false 
joints, 1. 590. 

KirKLanpd, Dr., advises to let lumbar or 
psoas abscess break of itself, i. 190; re- 
commends the resection of the carious 
head of the femur in hip-disease, 1. 270; 
on the arrest of hemorrhage by nature, i. 
297. 

KLEBERG on congenital dislocation of the 
knee, i. 806. 

Kirin recommends the use of the appara- 
tus for fractured neck of the femur in the 
treatment of hip disease. i. 263; on the 
exhibition of prussic acid in tetanus, i. 
381; apparatus for fracture of the neck 
of the femur, i. 570; on the treatment of 
prolapse of the rectum, ii. 133 ; on sound- 
ing the bladder, ii. 550; operation for the 
division of the middle branches of the 
facial nerve, and of the infra-orbitar 
nerve, ii. 884; operation for dividing the 
facial nerve, ii. 885; operation for di- 
viding the inferior maxillary nerve, ii. 
885; operation for destroying the trunk 
of the facial nerve at its exit from the 
stylo-mastoid foramen, 11. 885; the opera- 
tion performed in two cases without a 
permanent cure, ii. 886; considers it to 
be entirely free from danger, 11. 886 ; ob- 
jections to the upper flap im partial ampu- 
tation of the foot, ii. 948. 

Kuimatis on the solution of the chloride of 
lime in the treatment of foul, gangrenous, 
or torpid ulcers, i. 615. 

Kuvcr’s plan of treating lymph abscesses, 
i. 91; torsion-apparatus, 1. 310; appara- 
tus for fracture of the lower jaw, 1. 529 ; 
bandage for fractured clavicle, i. 551; 
method of replacement of the dislocated 
femur, i. 798, 800. 

Knee-cap, fracture of, 1.576 ; dislocation of, 
i. 804. 

Knee-joint, dislocation of, i. 805 ; curvatures 
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of, ii. 172; exarticulation of the leg at, 
li. 942; excision of, ii. 981. 

Koéuter on the torsion of bony vessels, i. 
311; experiments on the excision of 
joints, 11. 969. ~ 

KoLiLetscHa on the 
vessels, 1. 292. : 

KoprENSTEDTER’s apparatus for fractured 
clavicle, i. 551; fracture-bed, i. 571. 

Kramer’s case of excision of the heads of 
metatarsal bones, ii. 985. 

Krause on the existence of itch without 
eruption, i. 635; on the microscopic cha- 
racters of medullary fungus, ii. 719. 

Krimer on the removal of the edges of 
the cleft in staphyloraphy, i. 604; plan 
for bringing the edges of the cleft to- 
gether, i. 605; operation when the cleft 
is very large and complicated, i. 606; on 
the operation of amputation at the hip- 
joint, ii. 933. 

Kun’s operation for varicocele, ii. 297. 

Kuuv’s case of ligature of both carotids, 11. 
233. 


formation of new 


LABARRAQUE on the solution of the chloride 
of lime in the treatment of foul, gan- 
grenous, or torpid ulcers, i. 615. 

Lapat’s case of bands in the vagina, li. 
376; modification of the Indian method 
of rhinoplasty, li. 837. 

Labia, abscess of, i. 160; enlargement of, ii. 
665. 

Lacerated and contused wounds, 1.333. See 
Wounds. 

Lacrorx on the nervous symptoms attend- 
ing sudden retroversion of the womb, ii. 
140. 

LAENNEC on the membrane of the fistulous 
passages, i. 92 ; on the physical characters 
of dropsy of the pericardium, ii. 479; on 
the division of tumors, ii. 648. 

LAFOND, JALADE, on the reduction of con- 
genital dislocation of the femur, i. 803 ; 
pad with a reservoir for caustic, used for 
radical cure of hernia, ii. 23. 

LALLEMAND on iodine in hard swellings of 
the testicles, 1. 669; on the appearances 
presented on post-mortem examination, 
some time after the cure of artificial anus, | 
i. 720; on cauterization as a means of — 
cure in vesico-vaginal fistula, i. 752; on 
the application of sutures in vesico-vagi- 
nal fistula, i. 755; caustic-holder for 
stricture of the urethra, ii. 8370; on the 
treatment of complete retention of urine 
in stricture, ii. 427 ; on the operation for 
cutting into the urethra in the perineum, 
ii. 428; on the retention of the catheter 
in the urethra, ii. 432. 

Lampe’s artery-compressor, 1. 299. 

LANGENBECK’S opinion on the lymph- 

swelling, i. 48; on the treatment of fistu- 

lous passages by ligature, i. 93; treat- 
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- ment of long fistulae in the breast, i. 
- 151; condemned by South, i. 152; on the 
lengthening of the limb in hip-disease, i. 
257 ; artery-compressor, i. 299 ; on hydro- 
phobia as caused by a qualitative altera- 
tion of the blood by the poison, i. 372; 
employs trepanning in injuries of the 
head only when secondary symptoms of 
irritation and pressure require it, i. 412; 
on the treatment of fractured patella, i. 
578; on the nature of strangulation in 
rupture, ii. 11; on increased pressure 

- and the supine posture in the radical cure 
for hernia, ii. 23 ; on ligature of the her- 
nial sac for its radical cure, ii. 24; on 
excision of the prolapsed and scirrhous 
womb, ii. 115; on ligature of the external 
iliac, ii. 261; operation for division of the 
inner fold of the prepuce, ii. 347; on the 
ligature of the carotid, prior to the extir- 
pation of the parotid, ii. 783; operation 
for amputation of the penis, ii. 802 ; case 
of extirpation of the cancerous womb, ii. 
823, 825; operation for the division or 
excision of the facial nerve at the stylo- 
mastoid foramen, ii. 886; operation for 
flap-amputations, ii. 892; mode of ampu- 
tating the thigh with two flaps, ii. 908; 
mode of amputating at the hip-joint with 
the flap-cut with a single flap, ii. 936 ; 
objections to the upper flap in partial am- 
putation of the foot, ii. 948; mode of 
operating in exarticulation of the meta- 
tarsal bone of the great toe, ii. 952; in 
amputation at the shoulder-joint, ii. 958 ; 
mode of operating in exarticulation of 
the metacarpal bones of the ring and little 
fingers, ii. 964. 

Lanatus on mortification from spurred rye, 
i. 61. 

LANGLET’s case of a ball remaining in the 
brain for eighteen months, i. 400. 

LANGsTAF?’s case of a madman who swal- 
lowed a silver spoon, ii. 389; on tumors 
of nerves of stumps, ii. 765. 

Larrey’s, Baron, plan of treating burns, i. 
112; on the effects of frost-bite, i. 127; 
observations on the effects of too suddenly 
warming a frozen or benumbed limb, i. 
130; on the lengthening of the limb in 
hip-disease, i. 257: on opening abscesses 
at the hip with the red-hot trocar, i. 269 ; 
on the union of the nerves of a stump in 


loops, i. 330 ; on amputation in tetanus, i. 


380; on the removal of foreign bodies in 
injuries of the brain, i. 398 ; case of loss 
of memory after concussion, i. 409 ; on 
the subsequent effects of the closure of the 
opening in the skull after trephining, i. 
425; case of excision of a portion of a rib 
for the removal of a ball, i. 446 ; practice 
in wounded intestine, i. 464; on the treat- 
ment for compound fractures, i. 512; on 
the immoveable apparatus in fractured 
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ribs, i. 547; on inversion of the foot in 
fracture of the neck of the femur, i. 565 ; 
apparatus for fracture of the neck of the 
femur, i. 569; on the internal opening of 
rectal fistula, i. 726; moxa of rotten 
phosphorescent wood, ii. 882; case of 
amputation through the head of the tibia, 
li. 917; mode of amputating at the hip- 
joint with two flaps, ii. 937; at the 
shoulder-joint, ii. 957; operation for the 
excision of the head of the humerus, when 
fractured by a musket-shot, ii. 960 ; case 
of excision of part of the hand, ii. 965 ; 
on excision of joints, 1i. 969. 

Larrey’s, H., cases of regular shaped gun- 
shot wounds, i. 338. 

Laryngotomy, ii. 399. 

Laryngo-tracheotomy, ii. 403. 

Larynx, fracture of the cartilages of, ii. 
550; wounds of, i, 432; foreign bodies 
in, ii, 394, 

LAsERRE’S apparatus for fractured clavicle, 
1. 551. 

Latour’s case of accumulation of blood in 
the womb, and rupture of the organ, i. 
483, 

Larva on tapping lumbar or psoas abscess 
with a trocar, and passing a seton through 
the abscess afterwards, i. 189; his prac- 
tice condemned by South, i. 189. 

Lawrence's cases of malignant pustule, i. 
64; on sloughing phagedena, i. 69; on 
incisions in pseudo-erysipelas, i. 108 ; op- 
posed to the treatment of erysipelas by 
moderate compression, 1. 108; case of 
alarming hemorrhage from puncturing 
an immature tonsillar abscess, i. 142; on 
the hemorrhage following the extirpation 
of the tonsils, i. 146; on gonorrhea be- 
nigna and virulenta, i. 161; on gonor- 
rhea virulenta, i. 162; on lumbar abscess 
generally connected with carious verte- 
bre, 1. 186; supports Abernetky’s treat- 
ment of lumbar abscess, i. 190; on the 
diagnosis of fluctuation in synovial in- 
flammation, i. 216; on hydrarthrus or 
hydrops articuli, i. 216; on the pulpy 
degeneration of the synovial membrane, 
i, 217; on ulceration of cartilage as an 
original affection of the joints, 1. 229 ; case 
of rapid ulceration of cartilage, i. 234; 
on the necrosis of long bones as a cause 
of inflammation and absorption of carti- 
lage, i. 234; on the lengthening and 
shortening of the affected limb in hip- 
disease, i. 256, 258; observations on the 
plan of treatment advocated by Scott in 
hip-disease, i. 264; on curvature of the 
spine from caries, i. 278; on the patho- 
logy of spinal caries, i. 280; on the diag- 
nosis between curvature of the spine from 
caries and that from rickets, i. 281; on 
the manner in which the disease is cured 
by anchylosis, 1. 283 ;.objection to the term 
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“inflammation” in reference to union 
by adhesion, i. 291; on the after-manage- 
ment of the ligature on arteries, 1. 306 ; 
on the absorption of poisonous matter 
in dissection wounds, i. 349; details of 
Dr. Pett’s case, i. 350; on the fatal 
effects of the stings of bees and wasps, 
i. 851; case of hydrophobia, 1. 366 ; 
on the communication of hydrophobia 
from one human being to another, or 
from man to beasts, i. 366; on the pecu- 
liar delirium of hydrophobia, i. 370; on 
a costive state of the system preceding 
tetanus, i. 378; on the proximate cause 
of tetanus, i. 378; case of pistol-shot 
wound of the brain, i. 398 ; on puncturing 
the dura mater to evacuate effused blood, 
i. 407; on bleeding from the tongue 
from bites made during a fit, i. 431; cases 
of partial or complete dislocation of the 
spine, 1.535; case of complete dislocation 
of the fourth from the fifth cervical ver- 
tebra, i. 535; occurrence of vertebral 
dislocation specially in the neck, i. 536 ; 
case of fracture of the os calcis, i. 585 ; 
sawing off the ends of the broken bone in 
false joints, i. 592; on the period at 
which the operation for hare-lip should 
be performed, i. 596 ; on the use of scis- 
sors with knife-edges in the operation, 1. 
597; on the sutures in the operation for 
hare-lip, i. 597; on the progress of sy- 
philis from one part of the body to 
another, i. 642 ; on the progress of ulce- 
ration in a syphilitic sore, 1. 643; on the 
five kinds of syphilitic sores, 1. 643; on 
the four kinds of syphilitic eruptions, i. 
648; on the exhibition of mercury in 
eases of chancre, and on the rarity of the 
oceurrence of secondary symptoms when 
mercury has been used, 1. 656; on the 
extent to which the use of mercury may 
be pushed, i. 656; case of a syphilitic 
child infecting the nurse, i. 673; on sy- 
philitic iritis and ulceration about the 
anus in infants, i.674; on the possibility 
of infection from secondary syphilis, i. 
675; on the combined effects of mercury 
and syphilis in the production of the mer- 
curial disease, 1.676; definition of caries, 
i. 682; on the treatment of caries, 1. 686 ; 
ease of necrosis from irritation, i. 688 ; 
on the terms “ necrosis” and “ exfolia- 
tion,” i. 691; on salivary calculi, 1.715; 
on the appearances presented on post- 
mortem examination some time after the 
cure of artificial anus, i. 721; on Du- 
puytren’s operation for artificial anus, 
i. 722; on dislocations from muscular 
action, i. 763; on the double hernial sac, 
ii. 4; on the statistics of rupture, ii. 6; 


on the nature of strangulation, ii. 11; on | 


the reduction en masse, ii. 16; objections 
to operations for the radical cure of her- 
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nia, ii. 29; modification of Petit’s opera- 
tion, ti. 44; ascribes the fatal result after 
the operation for strangulated hernia, not 
to the exposure of the parts to air and 
light, but to the protracted constriction to 
which they have been subjected, ii. 45; 
recommends opening the sac and dividing 
the stricture from within, ii. 46; on the 
statistics of wounds of the epigastric or 
obturator artery in operations for femoral 
rupture, ii. 78; case of fatal hemorrhage 
from a wounded branch of the epigastric, 
ii. 79; case of successful operation for 
strangulated umbilical rupture during 
pregnancy, ii. 82; case of rupture of the 
recti abdominis, ii. 84; on thyroid rup- 
ture, ii. 88 ; on the symptoms of internal 
strangulation, ii. 94; on the bruit de souf- 
filet, 11. 200; on the effects produced by 
the ligature on the arterial coats, ii. 219 ; 
on Brasdor’s operation, ii. 250; on the 
peculiar noise heard in an aneurismal 
varix, ii. 270; on the application of the 
ligature in teleangiectasy, ii. 282 ; on the 
spongy excrescence of the rectum, ii. 335 ; 
on stricture of the rectum, ii. 336; on the 
use of bougies in stricture of the rectum, 
ii. 339; on the-use of bougies armed with 
caustic potash in stricture of the urethra, 
ii. 368; on the use of the armed bougie, 
ii. 371; case of the neck of a wine-bottle 
in the rectum, ii. 394; cases of worms 
aud larve discharged from the urethra, 
ii. 417; on catheterism in inflammation 
of the. prostate, ii. 420; on chronic en- 
largement of the prostate, 11. 422 ; on the 
treatment of enlarged prostate, ii. 424 ; 
on the treatment of retention of urine 
from enlarged prostate, and on cathe- 
terism in such cases, ii. 425; on the tran- 
sition between new or accidental produc- 
tions and changes of structure, and de- 
generations of organs, li. 646; case of 
very large fatty tumor, ii. 691; case of 
cellular membranous tumors, ii. 711; case 
of amputation just above the ancle, ii. 
922. 


LAWRENCE, JOHN, on the immoveable ap- 


paratus for fractures, i. 504. 


Lawrie, Dr., on the part played by the 


dead bone in necrosis in the process of 
reproduction, i. 694; on the cause of the 
difficulty experienced in reducing dislo- 
cations of the thumb from the metacarpal 
bone, i. 795; on the use of the actual 
cautery in prolapsus uteri, ii. 113; on the 
results of amputation, ii. 905 ; objections 
to amputation below the knee, ii. 922. 


Leacocxk’s case of fatal phrenic rupture, ii. 


om. 


LepeEr’s artery-compressor, i. 299; on the 


stanching the bleeding from an inter- 
costal artery, i. 447. 


| LeBLanc on incision of the hernial sac, etc., 
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for its radical cure, ii. 24; on dilatation Lisrranc’s plan of treating burns with a so- 


of the stricture in strangulated hernia 
without cutting, ii. 38. 

Lecat on dilatation of the stricture in 
strangulated hernia without cutting, ii. 
38; mode of operating for stone, ii. 594. 

Ler, Dr. Rosert, on inflammation of the 
femoral and iliac veins, an occasional 
cause of phlegmasia dolens, i. 80. 

Ler, STarrorp, on the statistics of the ope- 
rations for the extirpation of the ovary, ii. 
490. 

Leeches, application of, ji. 864. 

Leg, fracture of the bones of, i. 580; arti- 
ficial, ii. 846; amputation through, ii. 
915; exarticulation of, at the knee, ii. 
942, 

LeuMANN’s case of cure of ununited frac- 
ture, i. 591; operation for varicocele, ii. 
297. ; 

LemarrE on the solution of the chloride of 
lime in the treatment of foul, gangrenous, 
or torpid ulcers. i. 615. 

LemBerv’s practice in wounded intestine, i. 
464; approved of, i. 469; Dupuytren’s 
modification of, i. 469. 

Lenore on the causes of varicocele, ii. 296 ; 
on dropsy of the bursz in the sole of the 
foot, ii. 460 ; mode of amputating through 
the leg in its lower third, ii. 917; mode 
of amputating at the hip-joint with the 
flap-cut with the single flap, ii. 936. 

LENTIN on neuralgia of the heel, treated by 
deep incisions, ii. 887. 

Leroy p’Erro.es on the statistics of the 
operations for cancer, ii. 768. 

LevucorruEA distinguished from gonor- 
rhea, i. 159, 160; Dr. Locock on leucor- 
rhea, i. 160; characters of the secretion, i. 
160; Locock and Jewel on the distin- 
guishing signs between leucorrhea and 
gonorrhea, i. 160. 

LesenBerc’s plan for bringing the edges of 
the cleft together in staphyloraphy, i. 605. 

Lewin’s, Dr., experiments on colchicum as 
a cause of an increased production of uric 
acid in the urine, i. 626. 

Lewis on the treatment of hydrocele by 
punctures, ii. 500. 

Li1BeEr on the torsion of arteries, i. 308. 

LIEBER on torsion of arteries, ii. 227. 

LiEvTAvuD on incision of the hernial sac, 
ete., for its radical cure, ii. 24. 

Ligaments, Inflammation of. See Inflam- 
mation of the Joints. 

~ Lieutroor’s case of prolapse of the bladder, 
in which he performed the operation of 
episioraphy, ii. 129. 

Limsourc’s, De, case of wound of the head 
with a ramrod, i. 429. 

Lingual artery, ligature of, ii. 238. 

Linn£Zus on the acarus scabiei, i. 636. 

Lips, cancer of, ii. 773. 

LioRDAT’s emporte-pitce, i. 723. 


lution of the chlorate of lime, i. 112; on 
the use of the stethoscope in the diagnosis 
of fractures, i.498; case of fracture of the 
os calcis, i. 585; on the solution of the 
chloride of lime in the treatment of foul, 
gangrenous, or torpid ulcers, i. 615; case 
of reduction of an old dislocation of the 
elbow-joint, i. 790; on the cause of the 
difficulty experienced in reducing dislo- 
cations of the thumb from the metacar- 
pal bone, i. 794; onthe relative frequency 
of aneurism in the sexes, ii. 203 ; On the 
relative frequency of aneurism in the 
arteries, ii. 203; on the ligature of a dis- 
eased artery, without opening the sheath, 
li, 222; on the section of the scalenus 
anticus in ligature of the subclavian, ii. 
242; on ligature of the external iliac, ii, 
261; vestibular cut in lithotomy in wo- 
men, li. 620; operation for cancer of the 
corpora cavernosa, ii. 803; operation for 
scirrhous cervix uteri, ii, 822; case of 
fatal hemorrhage from leech-bites, ii. 
866; mode of amputating at the hip-joint 
with two flaps, ii. 938; in exarticulation 
of the metatarsal bones, ii. 950; at the 
shoulder-joint, ii. 956 ; modification of the 
operation when performed prior to the 
age of fifteen, ii. 960; mode of operating 
in exarticulation of the hand at the wrist, 
ii. 963; on exarticulation of the middle 
and ring fingers, ii. 966; flap-operation 
of the fingers, ii. 966. 

Liston’s account of the hospital gangrene 
in University College Hospital in 1841, 
i. 68; on the formation of new vessels, i. 
292; adhesive plaster, i. 525; mode of 
operating in staphyloraphy, i. 605; on 
epulis, i. 702; case of speedy reduction of 
a dislocated femur, i. 765; on the mode 
of reducing dislocation of the thumb from 
the metacarpal bone, i. 795 ; on the causes 
of splay-foot, ii. 186; on compression in 
the treatment of aneurism, ii. 213; case 
of ligature of the subclavian above the 
clavicle, ii. 243; on spontaneous aneu- 
rism of the brachial, ii. 251; on ligature 
of the arteries of the fore-arm, ii. 251; on 
the peculiar noise heard in an aneurismal 
varix, li. 270; case of aneurismal varix 
in the femoral vein and artery, ii. 270; 
on the seat of stricture in the rectum, ii. 
336 ; case of foreign body in the bronchus, 
in which tracheotomy was performed, 
and the foreign body extracted with for- 
ceps, il. 402; case of partial solution of a 
stone in the bladder, ii. 553; on the dila- 
tation of the female urethra, ii. 556: 
mode of operating for stone in the bladder, 
iil. 584; operation for stone in women, ii. 
618; on the incontinence of urine conse- 
quent on lithotomy in women, ii. 621; on 
the breaking or bending of lithotritic 
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instruments in the bladder, ii. 623; on 

the cases in which lithotrity should be 

performed, and on those in which litho- 
tomy should be preferred, ii. 628; case 
of a small brass ring encircling the penis, 

li. 630; case of sarcomatous tumor of the 

scrotum, ii. 711; on tumors of nerves, il. 

765; case of sarcomatous scrotum, li. 

806 ; operation for raising a sunken nose, 

ii. 844 ; on the use of the saw in amputa- 

tions, ii. 893; preference of the flap ope- 

ration, and objections to the circular ope- 
ration, ii. 902; mode of amputating 
through the thigh by the flap operation, 

ii. 909; account of eighteen amputations 

through the thigh, ii. 910; mode of am- 

putating through the leg with two flaps, 

li. 920 ; statistics of amputation through 

the leg, ii. 922; statistics of amputation 

through the upper arm, ii. 925; cases of 
amputation through the fore-arm, ii. 927 ; 
on amputation through the metacarpal 
bones, ii. 930; mode of amputating at the 
hip-joint with two flaps, ii. 940; case of 
amputation at the shoulder-joint, ii. 961 ; 
mode of operating in excision of the 
lower jaw, ii. 993; mode of operating in 
resection of the upper jaw, 11. 998; on 
the prospect of ultimate success in this 
operation in cases of malignant disease, 

ii. 1001; case of resection of the scapula, 

ii. 1002; employment of ether by inha- 

lation prior to the performance of im- 

portant surgical operations, ii. 1008. 

Literature of surgery, i. 9. 

Lithotrity, 11. 557. 

Lithotomy, ii. 568 ; recto-vesical lithotomy, 
ii. 612; lithotomy in the female, ii. 616. 

Lithectasy, ii. 642. 

Lirt Le, Dr., on the diagnosis between club- 
foot and the deformity of the tarsus caused 
by rickets, ii. 176 ; case of amputation of 
the thigh, with the flap behind, ii. 909. 

Lirtrre’s mode of operating in ovarian 
dropsy, il. 487. 

Lizars on the large operation for ovarian 
dropsy, ii. 489; the first to recommend 
the entire removal of the upper jaw, ii. 
996; description of the proposed opera- 
tion, ii. 996; case in which he attempted 
to perform the operation, but failed on 
account of the hemorrhage which ensued, 
ii. 996; cases in which he performed the 
operation, ii. 996. 

LIVER, WOUNDS OF, i. 478; symptoms, i. 
478; danger of such wounds, 1. 478; 
Astley Cooper on stabs of the liver, 1. 
478; South on rupture of the liver, i. 
478; treatment, i. 478; wounds of the 
gall bladder, i. 479; consequences of 
such wounds, 1. 479; symptoms of effu- 
sion of bile into the cavity of the abdomen, 
i. 479; Hering and Emmert’s experi- 
ments on the injection of bile into the 
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cavity of the peritoneum, 1.479; Dupuy- 
tren’s experiments, i. 479; case of 
wounded gall-bladder quoted by Gooch, 
i. 479. 

Locuer on vesicles on the spleen in hydro- 
phobia in dogs, i. 371. 

Lococx, Dr., on leucorrhea, i. 160; cha- 
racters of the secretion, i. 160; on the 
distinguishing signs between leucorrhea 
and gonorrhea, i. 160; on pudendal dis- 
charges in females during dentition, i. 
161; case of bands in the vagina from 
previous difficult labour, il. 376; case of 
spontaneous rupture of the ovarian cyst, 
i. 491. 

LopE on two kinds of curvature of the 
hand, ii. 192. 

LoEFFLER on puncturing the distended 
intestine after the operation for strangu- 
lated hernia, ii. 391. 

LonNES’, IMBERT DE, case of sarcomatous 
tumour of the scrotum, ii. 711. 

Lorca on the effects of torsion, 1. 311. 

Lordosis, ii. 158. 

Lorrery on stanching the bleeding from 
an intercostal artery, i. 447. 

Louis on the rotation of the foot outwards 
in fracture of the neck of the femur, i. 
564; on the reduction en masse, ii. 16 ; 
case of a foreign body remaining a long 
while in the windpipe, ii. 396; mode of 
amputating by thecircular incision, 11.890. 

Louvrter’s apparatus for the rupture of an- 
chylosis, i. 248; Velpeau’s objections to 
its use, 1. 249; on the more general ap- 
plication of the trephine, i. 413; on the 
friction-cure in syphilis, i. 663. 

Lowe on puncturing the distended intestine 
after the operation for strangulated her- 
nia, ii. 391. 

Lucou on iodine in scrofula, i. 623; for- 
mule for the exhibition of iodine, i. 623; 
dispute with Alibert on the acarus sca- 
biei, i, 636. 

LuKeE on the use of the ligature in rectal fis- 
tula, and on the mode of operating, i. 732 ; 
on the dilatation ofa strangulated rupture 
on coughing, ii. 13; on reduction en masse, 
ii. 17; on the signs indicative of reduc- 
tion en masse, ii. 18; on the operation 
required when reduction en masse has 
occurred, ii. 19; description of the opera- 
tion for dividing the stricture external to 
the sac, ii. 47; on the diagnosis of the 
seat of stricture, 11. 47; on incision of the 
sac, or on partial division of its neck in 
several places, when the stricture is caused 
by it, ii. 48; case of resection of the sca- 
pula, ii. 1002. 

LUMBAR MUSCLES, INFLAMMATION OF; 
LUMBAGO, PSOITIS:—seat of the inflam-. 
mation, i. 185; symptoms, i. 185; forma- 
tion of abscess, i. 185; general symptoms 
of suppuration not present if the abscess 
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be not large, i. 185; this disease not what 
is usually called “lumbago,” but psoas or 
lumbar abscess, i. 185 ; Astley Cooper on 
the symptoms of psoas abscess, i. 185; 
Pearson on the symptoms preceding and 
accompanying the formation of the ab- 
Scess, 1. 186; causes, i. 186; English 
surgeons generally consider disease of the 
vertebra to be the cause, i. 186; Pott on 
the diseased condition of the spine in this 
complaint, i. 186; Astley Cooper on the 
origin of psoas or lumbar abscess in in- 
flammation of the spine and interverte- 
bral substance, i. 186 ; Abernethy, Law- 
rence, and Dupuytren on lumbar abscess 
generally connected with carious verte- 
bre, i. 186; South on the origin of the 
disease from external violence, its seat 
then being in the spine, i. 187; South on 
the distinctive characters of psoas abscess 
from femoral hernia, i. 187; John Pear- 
son on the situation of the external ab- 
scess, i. 187; Samuel Cooper’s notice of 
Ramsden’s case of lumbar abscess, i. 187 : 
treatment of inflammation of the lumbar 
muscles, i. 187; South on the insidious 
progress of the disease, i. 188; abortive 
treatment of lumbar abscess, i. 188; 
opening the abscess, i. 188; Dupuytren 
on the changes that sometimes take place 
in the abscess, i. 188 ; Astley Cooper re- 
marks that the abscess must be allowed to 
take its course, i. 188; this opinion con- 
troverted by South, i. 188; Cline and 
Abernethy’s experiments to cause the ab- 
sorption of the pus, i. 188; South on 
issues in the treatment of lumbar or psoas 
abscess, 1. 188; difference of opinion as 
to propriety of waiting the self-evacuation 
of the abscess, or of puncturing and 
emptying it, either entirely or partially, 
i, 189; Deckers, Benjamin Bell, and 
Crowther on tapping the abscess with a 
trocar, i. 189; Latta recommends the use 
of aseton in addition, i. 189; this latter 
practice condemned by South, who prefers 
opening the abscess with a lancet, i. 189; 
Abernethy’s plan of treatment, i. 189; 
Astley Cooper and Lawrence support 
Abernethy’s views, i. 190; Kirkland ad- 
vises to let the abscess break of itself, i. 
190; John Pearson prefers making a 
small aperture, and treating the ulcer ina 
very gentle manner, i. 190; Dupuytren 
leaves the abscess to nature, i. 190; 
South’s plan of treatment, i. 190; treat- 
ment to be pursued after the abscess is 
opened, i, 191; Pearson and Astley 
Cooper on the treatment of the sinuous 
cavities resulting from the abscess by in- 
jections, i. 191; Dupuytren recommends 
cauterization or weak injections of nitrate 
of silver, or nitric acid, 1.191; treatment 
of the abscess, if inflammation supervene, 
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after it has been opened, j. 19] ; Aber- 
nethy on the symptoms of the supervening 
inflammation, i. 191 ; Pearson mentions 
that the larger arteries sometimes ulce- 
rate into the abscess, i. 191; M‘Dowell 
mentions a case in which ulceration took 
place in a portion of the ileum adhering 
to the cyst of the abscess, i. 191. 

Lungs, wounds of, i. 440,449. See Wounds 
of the Chest. 

Lupus, or herpes exedens, i. 628. 

Lynn’s performance of the Taliacotian ope- 
ration, 1. 831, 


Macauxay’s case of phrenic rupture, de- 
pending on malformation of the dia- 
phragm, ii, 92. 

McCLeELLAN, Dr. on the cause of broncho- 
cele, ii. 655; on bronchocele as a variety 
of scrofula, ii. 656; case of resection of 
the scapula and clavicle together, ii. 1004, 

McCormac, Dr., on careful traction of the 
skin in prolapse of the rectum, ii. 136. 

M‘Dowatt, Dr., on the large operation for 
ovarian dropsy, ii. 489. 

M‘DowELL mentions a case in which ul- 
ceration took place in a portion of the 
ileum adhering to the cyst of a lumbar 
abscess, i. 191, 

Macei1v’s case of ligature of both carotids, 
ll. 232, 

McGricor, Sir James, on the period of the 
accession of tetanus after the receipt of 
the injury, i. 377. 

MackEnzIr’s, Dr., case of abscesses of the 
hip-joint. i. 254, 

MacxkinTosu, Dr., on an epidemic vaginal 
catarrh, 1. 161. 

McLavucuuan’s, Dr., case of a large plug 
of wood in the rectum, ii. 392. 

Macmurpo’s case of rupture of a vessel in 
the penis during coition, i. 157; case of 
secondary hemorrhage in cut throat, i. 
434; case of false joint of the humerus, i. 
589; case of aneurismal varix between 
the internal jugular vein and carotid 
artery, li. 268; case of cellular mem- 
branous tumor, ii. 711. ; 

Macrar's case of a foreign body in the 
bronchus, ii. 401, 

McSweeEny, Dr., on the silk-worm gut 
ligature, i, 307. 

MAGENDIE’s experiment on the communi- 
cability of hydrophobia from man to man, 
and from man to beasts, i. 366; case of 
hydrophobic patient biting another person, 
i. 369; on the formation of urinary cal- 
culi, 11.513; on hairy gravel, ii, 580; 
on the treatment to be adopted when air 
enters a vein during an operation, ii, 
856; on the cause of death from entrance 
of air into a vein, ii. 856 ; on the injection 
of warm water into the veins in hydro- 
phobia, ii. 877. 
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MaIvDeEn’s case of penetrating wound of the 
chest, i. 440. 

Marineaut’s mode of amputating at the 
knee with the flap cut, ii. 943; mode of 
operating in partial amputation of the 
foot, 11, 948. 

Matvacopr's case of excision of a portion of 
the ischiatic nerve in the region of the 
knee-joint, ii. 887, 

MALGAIGNE on the local treatment of frac- 
tured ribs, i. 547; on the frequency of 
dislocation in the different joints, 1. 764; 
on the primitive direction of dislocation 
of the humerus, i. 782; case of reduction 
of an old dislocation of the elbow, 1. 790; 
on the cause of the difficulty experienced 
in reducing the dislocation of the thumb 
from the metacarpal bone, i..795 ; on the 
seat of strangulation in ruptures, il. 11; 
case of resection of the fibula, ii. 1007. 

Mammary, internal, ligature of, 11. 249. 

Mawnpr on the chemical and microscopic cha- 
racters of pus, i. 35; on the pus-globules, 
i. 40; on the presence of globules in the 
serum, i. 43. 

Manec on the introduction of a piece of 
bougie into an ossified artery after ampu- 
tation, i. 304; on ligature of the inno- 
minata, ii. 247; mode of ampntating at 
the hip-joint by the flap-cut with a single 
flap, i1. 937. 

Manovy’s case of division of the posterior 
tibial nerve, ii. 887. 

Marcet, Dr., on the premonitory pains of 
hydrophobia, i. 371; case of knife-swal- 
lowing, i. 398. 

MarcuHettt's case of swine’s tail in the rec- 
tum, ii. 393. 

MaRsorin on excision of the prolapsed and 
scirrhous womb, ii. 115. 

MarocnETri on the presence of pustules 
under the tongue after the bite of a mad 
animal, i. 875; plan of treatment pro- 
phylactic of hydrophobia, i. 375; views 
objected to by Watson, 1. 376. 

MarsHALL on the application of flour in 
cases of burns, i. 116. 

MarrTIN on the causes of club-foot, 11. 176. 

MarTINEAU’S cases of very small urinary 
calculi, ii. 547; operation for stone in the 
bladder, ii. 587. 

MarTIniireF’s, DELA, case of a foreign body 
in the windpipe, 11. 395. 

MaucnHaRrT on incision and scarifications of 
the hernial sac, for its radical cure, ii. 24. 

Mavunoir on the effects produced by the 
ligature on the arterial coats, 11. 219 ; on 
the ligature of the spermatic artery in va- 
ricocele, ii. 297 ; treatment of bronchocele 
by puncture and irritating injections, and 
by seton, 11. 663; on simple serous cysts 
of the neck, ii. 695 ; on the chemical con- 
stituents of the brain-like substance in 
medullary fungus, ii. 719; on ligature of 
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the spermatic artery in sarcocele, ‘ii. 
811. . 

MaunsEtx’s, Dr., description” of noma, i. 
62; on the suppuration of mumps, i. 149; 
on the communication of syphilis to the 
foetus in the womb, i. 673; on the symp- 
toms of syphilis in infants, i. 673; on its 
treatment, 1. 674. 

Mauriceau on the operation for the treat- 
ment of lacerated perineum, i. 611; on 
the application of the sutures, i. 611. 

Maxillary sinus, disease of, ii. 739; bone, 
lower, fracture of, i. 5283; excision of, il. 
986 ; upper, resection of, ii. 994; fracture 
of, i. 527; artery, external, ligature of, 
ii, 239. 

Mayo describes the occasional occurrence of 
pus-globules in healthy blood, i. 41; case 
of injury to the ligaments of the knee, 1. 
206; describes three distinct forms of 
ulceration of joint-cartilages, 1. 228 ; case 
of injury to the ancle, followed by absorp- 
tion of the cartilages, and effusion and 
organization of lymph between the ends 
of the bones, i. 246; on the progress of 
caries, i. 682; on inflammation as the 
cause of caries, i. 684; on the treatment 
of caries, i. 686; on the application of 
caustic in varix, ii. 292; on hematocele, 
ii. 445; on dropsy of the burs mucose, 
ii. 458; on the formation of bursa from 
pressure, ii, 458; case of large calculus, 
ii. 546; on tumours of nerves in stumps, 
i. 765. 

Mayor’s treatment of fractured clavicle, i. 
551; treatment of false joints, 1. 590; on 
the sutures in the operation for hare-lip, i. . 
598; operation for the radical cure. of 
hernia, ii. 26 ; on extirpation of broncho- 
cele by ligature, ii. 664; on ligature of 
the neck of the womb, ii. 822; on ampu- 
tation of the phalanges with the tachy- 
tome, 11. 931. 

Mea, Dr., on viper’s fat as a local remedy 
in viper’s bite, i. 354; case of the bite of 
a rattlesnake, i. 354; experiments on 
viper-poison, i. 355; on the protraction 
of the period of incubation m hydro- 
phobia, 1. 366 ; on the increase of muscu- 
lar strength in hydrophobia, i. 370 

MECcKEL on the vessels of cartilage, 1. 226; 
on the three kinds of union of divided 
parts—quick union, by adhesion, and by 
granulation, i. 288; on the causes of cere- 
bral rupture, ii. 99; case of cure of cere- 
bral rupture, ii. 99; on the influence of 
spinal curvature on the transverse diame- 
ter of the pelvis. ii. 158; on the division 
of tumours, ii. 648; opinion that melano- 
sis is the same as medullary fungus, ii. 
723. 

MEDIN on the stanching the bleeding from 
an intercostal artery, i. 448. 

MeEpIN@’s experiments on incomplete frac- 


“ANALYTICAL INDEX, . 


ture, i. 497; on the production of callus, 
i. 501, 

MeEpuLuary Funaus, ii. 715; characters, 
ii, 715; symptoms and situation, ii. 717; 
medullary fungus of the testicle, ii. 717; 
symptoms and termination, ii. 717; of 
medullary fungus of bone, ii. 718; Astley 
Cooper on medullary fungus of bone, il. 
718 ; appearances of the parts on dis- 
section, li. 718; chemical examination 
of the brainlike substance, ii. 719 ; Hecht, 
Maunoir, and Miiller on the chemical 
constituents of the brain-like substance, 
li. 719; Krause on the microscopic cha- 
racters of medullary fungus, ii. 719; 
Gluge on the nature of, ii. 719; me- 
dullary fungus occasionally encysted, ii. 
720; characters of the brain-like sub- 
stance in medullary fungus of the testicle, 
ii. 720 ; characters of medullary fungus, 

_ i. 721; Allan Burns and von Walther on 

- the difference between fungus hematodes 
and sarcoma medullare, ii, 721; Aber- 
nethy on fungus heematodes, ii. 721; 

_ Miller on the applicability of the term 
“medullary fungus” to the different forms 
of soft cancer, ii. 722; Vogel on the 
essential element of medullary fungus, ii. 
722; Bradley, Jaeger, and Vogel on the 
blood fungus, ii. 722 ; Meckel’s opinion 
that melanosis is the same as medullary 
fungus, ii. 723 ; this opinion only partially 

- correct, li. 723; diagnosis between me- 

dullary fungus and scirrhus, ii, 724; 

Breschet’s different kinds of carcinoma, 

merely different degrees of development 

of medullary fungus, ii. 725; Abernethy’s 
sarcoma tuberculatum considered by 

Meckel to be medullary fungus, ii. 725; 

this opinion incorrect, ii. 725; etiology 

of medullary fungus, ii. 725; diathesis 
fungosa, 11. 725 ; seat and mode of forma- 
tion of medullary fungus, ii. 725; treat- 
ment of the disease almost entirely inef- 
fective, li. 726; early ablation of the part 
or amputation of the limb affords the 
only chance of cure, 11.726; the disease 

generaily returns sooner or later, ii. 726. 

Mete’s plan of treatment in ingrowing of 
the nail hy a compress and linen-roller, i. 
200. 

Me.tier’s apparatus for dislocation of the 
clavicle forwards, i. 779. 

MELKER'sS diagnostic sign for vertebral 

. caries, 1. 281. 

MELL¥’s case of dislocation of the scapular 
end of the clavicle downwards, i. 780. _ 
Menpaa@a on the hydrarg. cyan. in syphilis, 

i. 662. 

MeENDE on the seeming retroversion of the 
womb at the latter periods of pregnancy, 
i. 140. 

MENZEL on the operation for the treatment 
of lacerated perineum, 1. 611. 
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MERCIER’s opinions on the changes which 
the substance of the bone undergoes in 
advanced age, i. 497 ; on inversion of the 
foot in fracture of the neck of the femur, 
1. 565; on the characters of horns, ii. 
671; on the treatment to be adopted when 
air enters a vein during an operation, ii. 
856. 

Mercurial disease, i. 675. 

MerRREM, Dr., on wounds of the uterus, as 
predisposing to rupture in subsequent la- 
bours, i. 484; explanation of this fact, i, 
484, 

Mery on incision of the hernial sac and the 
introduction of lint tents for its radical 
cure, li. 24, 

Mesenteric and mesocolic ruptures, ii. 93. 

Metacarpal bones, amputation through, ii. 
927 ; exarticulation of, at the carpus, ii. 
963; excision of, ii. 965. 

Metacarpus, excision of the joints of, ii. 985. 

Metastatic abscesses, i. 36. 

Metatarsal bones, amputation through, ii. 
927; exarticulation of, ii. 949; excision 
of, 11. 966 ; fracture of the bones of, i. 562. 

Metatarsus, excision of the joints of, ii. 985. 

Merrav_er, Dr., on the operation of staphy- 
loplasty by granulation, i. 600. 

Meyer on the application of nitric acid to 
the scar of nerves, i. 8330; apparatus for 
fracture of the neck of the femur, i. 569; 
case of strictured cesophagus communi- 
cating with the left bronchus, ii. 320; 
case of resection of the clavicle, ii. 1003. 

MicHAELIs on the treatment of gonorrhea, 
i. 1753 on the operation for the ingrowing. 
of the nail, i. 200; on the division of the 
tendo Achillis in club-foot, ii. 182; on 
the doubtful character of the old cases in 
which the Ceesarian operation is reported 
to have been performed several times 
successfully on the same woman, ii. 438; 
case in which the operation was per- 
formed four times on the same woman, 
ii. 439; on the danger attending the effu- 
sion of the secretions from the wound 
into the belly, ii. 442; on the exhibition 
of opium, and on the necessity of keeping 
the bowels open after the operation, ii. 
442; on the greater probability of success 
attending the repetition of the operation, 
than in the first instance, ii. 444. 

MieEscuer on the ossification of arteries, i. 
77; says no difference between permanent 
cartilage, and that which is to be con- 
verted into bone, i. 223; differs in opinion 
with W. Hunter respecting the fibrous 
structure of articular cartilage, i. 228 ; 
on the production of callus, i. 501; sum- 

‘mary of views on the formation of the 
primary and secondary callus, i. 501; 
experiments to induce suppuration in 
compound fractures, i. 510; summary of 
experiments to ascertain the processes 
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under which suppurating fractures are 
united, i. 516; on the granulations attend- 
ing caries, i. 682; on the characters of 
caries, i. 683; on the seat of the various 
kinds of caries, i. 684; on the signs of 
exfoliation, i. 692; on the absorption of 
part of the dead bone in the process of 
exfoliation, i. 692; on the process of cica- 
trization after necrosis, 1. 695. 

MiRaULT’s operation for the ligature of the 
tongue, ii. 779. 

Mosus’ case of vertebral aneurism, ii. 250. 

MopEL’s opinion that spurred rye does not 
cause gangrene in beasts, i. 61; disproved 
by Tessier, i. 61; Block’s experiments on 
the subject, i. 61. 

MouRENHEIM’S apparatus for fracture of 
the patella, i. 579. 

Mog’stsovic’s equilibrium plan in fracture 
of the femur, 1. 574. 

MO Er’s case of gangrene of the penis, 
from the constriction of a metal ring, 1. 
487. 

MonnieEr’s, Le, operation of staphyloraphy, 
i. 603. 

Monro on the lengthening of the limb in 
hip-disease, i. 257; slippers for rupture 
of the tendo Achillis, i. 494; on the appli- 
cation of caustic for the radical cure of 
hernia, ii. 24; on the dilatation of the 
abdominal ring, the hernial sac being 
unopened, ii. 43; cases of half-pence in 
the cesophagus, ii. 382; case of a foreign 
body in a sac behind the esophagus at 
its origin, il. 382. 

MontTaIn on the operation for the treatment 
of lacerated perineum, i. 611; on ‘the 
application of the sutures, i. 611. 

Monrerro’s case of ligature of the aorta, 
115.255. 

Monrcomery, Dr., on the origin of scirrhus 
uteri in the ova Nabothi, ii. 817; case of 
cancer uteri, li. 818. 

MoranpD on the arrest of hemorrhage by 
nature, i. 297; on the extirpation of the 
ovary, ii. 487; mode of amputating at the 
shoulder-joint with the circular cut, ii. 
958. 

MoreEav’s case of excision of a joint, 11. 969 ; 
on the excision of joints, ii. 969; statistics 
of cases, ii. 970; mode of operating in 
excision of the head of the humerus, ii. 
974; in excision of the elbow-joint, ii. 
975; on the division of the ulnar nerve 
in excision of the elbow-joint, ii. 975; 
mode of operating in excision of the knee- 
joint, ii. 981; on the mode of union after 
the operation, ii- 982; mode of operating 
in excision of the ancie-joint, 11. 983. 

Morire'’s case of abscess of the womb, i. 
484, 

MorGAGNI on the causes of varicocele, ii. 
296. 

Morcan’s opinions relative to the formation 
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of pus, i. 35; on the reduction of the dis- 
located femur by placing the foot between 
the thighs, and making extension and 

- rotation, i. 801; case of a pouch formed 
at the mouth of the tunica vaginalis, 
il. 4. 

Morris’, Dr., case of injurious effects pro- 
duced by the inhalation of ether, 11. 
1008. 

MortTIFIcaTIon :—divided by Chelius into 
the hot and cold, i. 53; Travers’ objection 
to the terms mortification and sphacelus, 
i. 53; definition of mortification, 1. 53 ; 
symptoms, i. 54; Travers’ acute gangrene, 
i. 54; destruction of the mortified parts 
occurs either as dry, moist, or hospital 
gangrene, i. 54; South on vesications 
filled with a bluish or bluish-black fluid 
in cases of severe bruise, or when the 
bandages in cases of fracture are too 
tight, 1. 55; causes of mortification, 1. 55; 
Brodie on sudden loss of blood, a cause 
of mortification, i. 55; Travers on deep 
and extensive effusion, and on injuries 
of nerves, as causes of mortification, i. 
55; South’s case of mortification of the 
lower extremity from effusion of blood 
causing distension of the limb, 1. 55; 
mortification in cases of aneurism caused 
by distension from effusion, i. 56; mor- 
tification in cases of simple fracture, the 
principal artery of the limb being un- 
injured, i. 56; South’s cases of mor- 
tification after fever, i. 56; senile gan- 
grene, i. 57; distinction between senile 
gangrene consequent on injury, and that 
resulting from constitutional causes, 1. 57 ; 
Travers’ chronic gangrene, 1. 58; causes 
of dry gangrene, i. 59; South’s case of 
dry gangrene consequent on abdominal 
typhus, i. 59; Dupuytren on arteritis, a 
cause of dry gangrene, i. 59, 75; South’s 
case of dry gangrene from organic disease 
of the heart, i. 59; Brodie’s case of dry 
gangrene from inflammation of the prin- 
cipal artery and vein of a limb, i. 59; 
Brodie on the cause of the distinction 
between dry and moist gangrene, 1. 59 ; 
gangrene from arterial inflammation a 
comparatively rare disease, i. 59; this 
statement denied by Cruveilhier and 
Dupuytren, i. 59; South’s case of arteritis 
without gangrene, i. 60; Solly’s case of 
gangrene, i. 60; mortification from con- 
tinued pressure, i. 60; mortification from 
the use of the cock-spurred rye, i. 60; 
Thomson’s account of this form of the 
disease, i. 61; Sigebert and Bayle’s re- 
marks, i. 61; the disease first noticed by 
Dodard, afterwards by Saviard, Noel, 
Langius, Quassoud, Bossau, and Duha- 
mel, i. 61; Elliotson’s case of gangrene 
of the leg after the use of ergot, the arte- 
ries of the limb being also ossified, i. 61; 
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Model’s opinion that spurred rye does not 
cause gangrene in beasts. i. 6] ; disproved 
by Tessier, i. 61; Block’s experiments on 
the subject, i. 61; Dr. C. Woolaston’s 
cases of gangrene, i. 61; mortification of 
the cheek, called noma by Vogel, i. 61; 
a rare and generally fatal disease, i. 61; 
description of noma by Drs. Evanson and 
Maunsell, i. 62; the term, cancrum oris, 
incorrectly applied to noma, i. 62; can- 
crum oris, a form of mortification com- 
mencing with ulceration, generally first 
in the gums, and thence spreading to the 
lips and cheeks, i. 62; described by Dr. 
Cumming, i. 62; South’s case of noma in 
the adult, i. 62; mortification, a conse- 
quence of contagious influence, results in 
malignant pustule, or hospital gangrene, 
i. 63; malignant pustule, its causes and 
symptoms, 1. 63; contagious from beasts 
to man, but not from man to man, i. 63 ; 
Elliotson on glanders in the human sub- 
ject, 1. 64; Lawrence’s cases of maliguant 
pustule, i. 64; Beer’s and Delpech’s cases, 
1.65; Turchetti’s cases of malignant pus- 
tule, described by him as anthrax, i. 66; 
Dr. Wagner’s cases of malignant pustule, 
produced by contact, and by eating the 
flesh of diseased animals, i. 66; Dr. 
Bourgeois’ observations on malignant pus- 
tule, 1. 67; hospital gangrene, i. 68; de- 
scription of the disease, i. 68; local and 
general symptoms, i. 68; Liston’s account 
of the hospital gangrene in University 
College Hospital in 1841, i. 68; Arnott’s 
cases of hospital gangrene at the Middle- 
sex Hospital, i. 69; the disease exceed- 
ingly rare in the London hospitals, i. 69 ; 
Lawrence on sloughing phagedena, i. 69 ; 
Welbank on sloughing phagedena, i. 70; 
this disease regarded by S. Cooper as 
resembling hospital gangrene, i. 70; de- 
nied by South, i. 70; South on the slough- 
ing state of stumps from want of power, 
i, 70; the characteristic of hospital gan- 
grene, i. 70; the cause of hospital gan- 
grene is the operation of a peculiar con- 
tagious matter, i, 70; it is always a very 
dangerous complication of wounds and 
sores, 1. 70; treatment of gangrene, i. 94; 
when connected with active inflammation, 
and inflammatory fever, moderate anti- 
phlogistic treatment to be employed, i. 
94; if caused by the constriction of 
unyielding aponeuroses, they must be 
divided, i. 94; when connected with 
general debility, tonics and mineral acids 
indicated, i. 94; local treatment of gan- 
grene, i. 94; if there be active inflamma- 
tion, soothing poultices: if the part be 
free from pain, and shrivelled, stimulant 
applications required, i. 95: remedies 
which prevent the influence of the gan- 
grenous juices, i. 95; their action aided 


CXXVii 


by scarifications in the gangrenous parts, 
1. 95 ; these latter must not penetrate into 
the living parts, i. 95; scarifications are 
dangerous in gangrena senilis, i. 95; 
amputation not applicable in gangrene 
depending on an internal cause still in 
operation, i. 95; applicable after the line 
of demarcation has formed, or in gan- 
grene from external violence, even while 
still proceeding, i. 95; South’s Opinion 
that amputation should never be per- 
formed while the gangrene is in progress, 
i. 95; treatment of senile gangrene, i. 96 : 
when resulting from an injury, soothing 
or dry aromatic applications, or leeching, 
if the inflammation be active, i. 96 ; 
Dupuytren employed the antiphlogistic 
plan of treatment in plethoric subjects, 
i. 96; when from constitutional causes, 
tonics and opium necessary, i. 96; treat- 
ment of gangrene from pressure, i. 96; 
from the use of spurred rye, i. 96 ; Thom- 
son and S. Cooper’s cases, i. 97 ; treatment 
of malignant pustule, i. 97; local treat- 
ment by cutting out the pustule, and 
cauterizing the wound, i. 97; if the pus- 
tule not deep, but the slough much spread, 
deep scarifications and the application of 
caustic recommended, i. 97; employment 
of constitutional treatment, i. 97; treat- 
ment of hospital gangrene, i. 97 ; emetics 
advised by Pouteau and Dussausoy, i. 97; 
washing the sore with vinegar or solution 
of arsenic in the commencement of the 
disease, i. 97; the entire surface to be 
touched with nitrate of silver, i. 98; the 
free application of the actual cautery 
most effectual, 1. 98; constitutional treat- 
ment should be employed at the same 
time, i. 98; gangrenous destruction of 
parts from burns, i. 110; treatment of 
mortification caused by burns, i. 112; 
cold wet sufficient to induce mortifi- 
cation, if continued sufficiently long to 
reduce the natural heat below a certain 
standard, i. 126; gangrene the result of 
too suddenly warming a frozen limb, i. 
129; treatment of a frozen part in which 
mortification is threatened, from its hav- 
ing been too hastily warmed, i. 130; when 
mortification has taken place, it must be 
treated in the usual manner, i. 130; treat- 
ment of gangrenous chilblains, i. 131 ; 
gangrene of the testicle a rare termina- 
tion of inflammation, i. 179; causes and 
treatment of mortification in compound 
fractures, 1. 509; South on mortification 
in compound fractures, and its treatment, 
local and general, i. 511; sloughing of 
the omentum in strangulated hernia, ii. 
41; gangrene of the intestine in strangu- 
lated hernia, ii. 42. 


Morton on the inhalation of ether prior to 


the extraction of teeth, ii. 1007, 
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Morr on the treatment of fistula of the 


Mourret on the acarus scabiei, i. 636. 


Moscarti on the extirpation of the tonsils 
by cutting, 1. 145. 

MoseEty’s, Dr., case of scorpion sting, i. 351; 
on the chigoe, 1. 352. 

Morne on the primitive direction of dislo- 
cation of the humerus, 1. 782. 


rectal sheath, i. 733; on the operation 

for tying the innominata, il. 245; opera- 

tion for the ligature of the common iliac. 

ii. 256; mode of amputating at the hip- 

joint with two flaps, ii. 938; case of ex- 

cision of part of the side of the lower jaw, 

without the condyle. ii. 988; mode of 
operating in excision of the lower jaw 

with the condyles, ii. 989 ; on the previous 

ligature of the carotid artery, ii. 990; case 

of exarticulation of one side of the lower 

jaw, ii. 993; case of resection of the 

clavicle, ii. 1004. 

Morre, La, on the operation for the treat- 

ment of lacerated perineum, i. 611; on. 


the application of the sutures, i. 611. 


Mouth, narrowing and closure of, ii. 315 ; | 
foreign bodies in the, ii. 380. 
Moxas, application of, 11. 882. 
‘MozitLewsky’s case of reduction of the con- | 
secutive dislocation in hip-disease, i. 268. | 
Miuper’s mode of operating in excision of | 
the knee-joint, ii. 981; in excision of the 
ancle-joint, 11. 983. 

Mixer on inflammation, i. 22 comparison 
of the effects of heat and cold on the body, 
i. 126 ; on the vessels of cartilage, 1. 227 ; 
on the causes of necrosis, and on the pro- 
cess of regeneration, i. 687; on the pro- 
duction of new bone after necrosis, i. 694 ; 
on the division of tumors, ii. 648; on 
enchondron, ii. 674; on the varieties of 
fatty tumors, ii. 691; on the chemical 
constituents of the brain-like substance in 
medullary fungus, ii. 719; on the appli- 
cability of the term “ medullary fungus” 
to the different forms of soft cancer, 11. 
722; on the four several kinds of carci. 
noma, ii. 757; on carcinoma simplex et 
fibrosum, ii. 757; on carcinoma reticulare, 
ii. 757; on carcinoma alveolare, ii. 758 ; 
on carcinoma fasciculatum, 11. 758; pro- 
posal to separate the fibrous part of the 
blood prior to transfusion, ii. 880. 
MUNZENTHALER’S mode of operating in ex- 
articulation of the metatarsal bones, ii. | 
950. 

Mourray’s, Dr., case of ligature of the aorta, 
lM. 254. 

MorsINNA on the more general application 
of the trephine, i. 413; on the treatment 
of fractures of the neck of the femur, i. 
5703; on the operation for the treatment 
of lacerated perineum, i. 611; on the 
primitive direction of dislocation of the 
humerus, 1. 782. 
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Muscies, lacerations of, i. 494. 

Mussey’s, Dr., case of ligature of both 
carotids, ii. 232; on the treatment to be 
adopted when air enters a vein during an 
operation, ii. 856; case of resection of the 
scapula and clavicle together, 11. 1004. 

Mirrer’s plastic operations for the relief 
of deformities from burns, i. 125; on the 
period at which the operation for hare-lip 
should be performed, i. 596; on the ad- 
vantage of operating early in hare-lip 
and cleft-palate, i. 599; on the treatment 
of cleft-palate after the operation for hare- 
lip, i. 599; on the use of obturators in 
cleft-palate, i. 600; on the operation of 
staphyloplasty by granulation, i. 600; 
successful operation in a case of loss of 
substance in the hard palate from chronic 
mercurial disease, i. 601. 

Mynors’ mode of amputating by the circular 
incision, li. 890. 


NAEGELE on the use of the suture in vesico- 


vaginal fistula, 1, 753, 755. 

NaiGELE’s, JUN., case of womb at the eighth 
month of pregnancy, ruptured by exter- 
nal violence, i. 485. 

NANNONI on amputation at the shoulder- 
joint, with the circular cut, ii. 958. 

Nasal bones, fracture of, 1. 526. 

Nassz’s case of lymph-swelling from exter- 
nal injury, i. 48; on injecting a solution 
of neutralized nitrate of mercury into a 
cold abscess, i. 90. 

NaumBurG on the causes of club-foot, ii. 
176. 

NECK, WOUNDS OF THE, 1. 431 ; nature of the 
wounds, i. 431; Astley Cooper on wounds 
of the throat, i. 431; deep penetrating 
wounds, with injury of the large vessels, 1. 
431; Travers’ case of suicidal wound of 
the lingual or facial artery near its 
origin, with unsuccessful ligature of the 
common carotid, i. 432; injuries of the 
pheumo-gastric nerve, i. 432; of the re- 
current nerve; i. 432; of the laryngeal 
nerve, i. 432; Dupuy’s experiments on 
the division of both pneumogastric nerves, 
i, 432; injury of the sympathetic or 
phrenic nerve, or of the spinal marrow, 
i, 432; wound of the windpipe, i. 432; 
loss of voice in large wounds of the wind- 
pipe, i. 482; Hennen on emphysema in 
wounds of the windpipe, i. 432 ; treatment 
of transverse wounds of the windpipe, i. 
433; Fricke on the treatment of severe 
wounds of the neck, i. 433; South on po- 
sition in the treatment of wounds of the 
windpipe, i. 433; South on the treatment 
of such wounds, i. 433; treatment of the 
general symptoms accompanying such 
wounds, i. 483; subsequent treatment, 1. 
434; South on the treatment of such 
wounds, when there is much inflamma- 
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tion, i. 434; South's case of fistulous 
wound between the thyroid and cricoid 
cartilages, 1.454; Astley Cooper’s case of 
fistulous opening in the thyroid cartilage, 
1. 4345 South on secondary hemorrhage 
in cut throat, i. 434; Maemurdo’s case, i. 
434 ; stabs ofthe windpipe, i. 434; bruised 
wounds of the larynx and windpipe, i. 
435; shot-wounds with loss of substance, 
i. 435; South on the management of the 
resulting fistula, i. 435; wounds of the 
gullet, i. 435; signs and treatment, i, 
435; the cesophagus-tube, i. 435; Astley 
Cooper’s objection to the use of the tube. 
1. 435; Stark’s case, i. 435; Dr. Ryaun’s 
case, 1, 436; Hennen’s case of wound of 
the larynx and esophagus, i. 437; heal- 
ing of wounds of the gullet, i. 437; stabs 
of the gullet, i. 437; deep wounds at the 
back of the neck, i. 437 ; Hennen’s case 
of severe nervous symptoms following 
gunshot wound of the throat, i. 437 ; 
Kennedy’s case of gunshot-wound of the 
right side of the thyroid cartilage, i. 
438. 

Necrosis, i. 687; definition and divisions, 
i. 687; situation, i. 687; causes, i. 687 ; 
Miiller on the causes of necrosis, and on 
the process of regeneration, i. 687 ; Brom- 
field and Lawrence’s cases of necrosis from 
irritation, i. 688 ; symptoms, i. 688 ; John 
Hunter on the ossific inflammation pre- 
ceding necrosis, i. 688 ; diagnosis, i. 689; 
distinguishing characters of caries and 
necrosis, i. 689; separation of the dead 
bone as sequestrum, i. 690; the processes 
of exfoliation, and of compensation for 
the dead bone, i. 690; the reproduction of 
bone not dependent on the periosteum, i. 
691; Lawrence on the terms “ necrosis” 
and “exfoliation,” i. 691; Weinhold’s 
objection to the term “exfoliation,” i. 
691; John Hunter on the process of ex fo- 
liation, i. 691 : John Hunter and Miescher 
on the signs of exfoliation, i. 692; Mie- 
scher and South on the absorption of part 
of the dead bone in the process of exfolia- 
tion, i. 692, 693; Troja on the incipient 
production of new bone after necrosis, i. 
693; Weinhold on the cloace in necrosis, 
i. 6945; Miiller on the production of new 
bone, i. 694; Lawrie on the part played 
by the dead bone in the process of repro- 
duction, i. 694; Miescher on the process 


of cicatrization, i. 695; John Hunter on | 
the species of exfoliation, i. 695 ; prognosis, | 
i. 6965 cases of necrosis indirectly affect- 
ing the joints, and requiring amputation, | 
i. 696; Porter’s case of wound of the pop- 


liteal artery by asequestrum, i. 696 ; treat- 
ment, 1.697; separation and removal of 
the sequestrum, i, 697 ; treatment in cases 
of necrosis of old standing, i. 698; cases 
in which amputation is indicated, i. 698. 


N&erter on fresh walnut leaves, and their 
decoction in scrofula, 1. 624. 

NELKEn’s Dr., instrament for applying the 
ligature in rectal fistula, i, 732. 

NeMBER on the exhibition of purgatives in 
strangulated hernia, ii. 32, 

Nephrotomy, ii. 542. 

Nerves, division of, in neuralgia, ii. 883. 

Nester on the dislocation of the head of the 
thigh-bone downwards and inwards in 
hip-disease, i. 258, 

Neuralgia, division of nerves in, ii, 883. 

NEVERMANN on the stanching the bleeding 
from an intercostal artery, 1. 448; mode 
of operating, i. 448 ; treatment of lacerated 
perineum, by cauterizing with unslaked 
lime, and afterwards by position, i. 612; 
Statistics of tracheotomy jn laryngitis 
and tracheitis, ii. 399; 

Nico.at recommends the use of the appara- 
tus for fractured neck of the femur in the 
treatment of hip disease, i. 263; on the 
symptoms and progress of white swelling, 
1.275; on the anatomy of white swelling, i. 
276; apparatus for fracture of the neck 
of the femur, i. 570. 

NIEL on gold and its preparations in primary 
and secondary syphilis, i. 669. 

Nipples, inflammation and fissure of. See 
Inflammation of the Breast. 

NoeEL on mortification from spurred rye, i, 
61; on the operation for the treatment of 
lacerated perineum, i. 611; on the appli- 
cation of the sutures, i. 611, 

Noma. See Mortification. 

Nose, double, ii. 851; nose-making, ii, 830. 

Nostrils, growing together and narrowing of, 
li. 313 ; foreign bodies in the, ii. 380. 

Nuck on ligature of the hernial sac for its 
radical cure, ii.24; on the diverticulum 
of the peritoneum in the female, ii. 65. 

Nymphe, abscess of, i. 160. 

NysTeEn on the cause of death from the en- 
trance of air into a vein, ii. 856. 


O’Berrne, Dr., on the fatal character of 
tetanus, 1. 380; on the introduction of a 
thick elastie tube through the rectum into 
the sigmoid flexure of the colon in stran- 
gulated hernia, ii. 32; case of simple 
serous cysts of the neck, ii. 695. 

O’Brren’s case of displacement of the heart, 
ii. 96. 

O’CaLLaGHan’s, Dr., case of the lodgment of 
aforeign body inthe frontal sinuses, i, 395, 

Occipital artery, ligature of, ii, 239. 

(isophagotomy, ii. 385. 

(Esophagus, wounds of, i. 435 ; stricture of, 
ii. 317; foreign bodies in the, ii. 381. 

OESTERLEN’s observations on the re-break- 
ing a badly-united fracture, i. 525; ap- 
paratus for re-breaking the bone, i. 525. 

O’Frrrat’s, Dr,, case of sarcomatous scro- 
tum, il. 807, . 
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Octue’s case of puncturing the dura mater 
to remove the effused blood, i. 407. 

Olecranon, fracture of, i. 560. 

Oxiver’s case of fatal hemorrhage from 
leech-bites, li. 866. 

OLLENROTH on the use of caustic to destroy 
the ends of broken bone in false joints, 1. 
590; modes of operating in ovarian 
dropsy, ii. 487. 

OLLtIvier on dislocation of the femur di- 
rectly downwards, i. 796. 

Omauaia, inflammation of the shoulder- 
joint, i. 270; three stages of the disease, 
i. 270; symptoms and results, i. 2705 
dislocation of the head of the bone, i. 
271; abscesses and caries of the bone, a; 
271; post-mortem appearances, Bae 
etiology, prognosis, and treatment, 1. 271. 

ONSENOORT’S, VAN, plan to prevent the 
needles tearing out after the operation for 
hare-lip, i. 599; on the treatment of hy- 
drocele by seton, ii. 505; mode of ampu- 
tating at the shoulder-joint, ii. 956. 

Onychia maligna. See Ingrowing of the 
Nails. 

OppENHEIM on the introduction of the seton 
in false joints, i. 593; case of excision of 
the head of the femur, 1i. 978. 

Orchitis. See Inflammation of the Testicle. 

ORGANIC PARTS LOST, RESTORATION OF :— 
history of nose-making, ii. 830; the 
Indian method, ii. 831; the Taliacotian 
operation, ii. 831 ; practised in England 
by Lynn, Sutcliffe, and Carpue, ii. 831 ; 
Graefe’s modification of the Taliacotian 
operation, ii. 831; the second Indian 
method, ii. 832; South on the practice of 
plastic surgery in England, ii. 832 ; the 
several methods of reparation by a fold 
of skin from the neighbourhood, 1i. 832 ; 
the value of plastic operations, 11. 833; 
rhinoplasty, and its occasional unfavour- 
able results, ii. 833; subsequent changes 
in the new nose, ii. 834; the Indian ope- 
ration preferable, 11. 834 ; Balfour, Braid, 
South, Barthélemy, and Regnault’s cases 
of reunion of separated parts, ii. 835; 
nose-making from the skin of the forehead, 
ii. 836 ; the Indian method of rhinoplasty, 
ii. 836: directions for the operation, 11. 
836; Graefe, Dieffenbach, Delpech, and 
Labat’s modifications, ii. 836 ; subsequent 
symptoms and treatment, ii. 838 ; occur- 
rence of gangrene, i. 838 ; removal of the 
stitches or pins, ii. 839; division of the 
fold of skin after complete union of the 
new uose, ii. 839; after-operations for 
perfecting the form of the nose, ii. 839 ; 
Graefe on the proper formation of the 
nostrils, ii. 839; defects of the wings of 
the nose, ii. 840; Dieffenbach’s opera- 
tion, il. 840; deficiency of the side-edge 
as wellas of the wing of the nose, i1. 840; 
the bridge of the nose sunken in, ii. 840 ; 
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directions for the operation, ii. 840; 
Dieffenbach’s modification of the opera- 
tion, ii. 840; deficient columna narium, 
ii. 840; the operation, ii. 840; bottle- 
nose, and the operation to remedy the de- 
formity, ii. 841; Gensoul’s modification 
of the operation for deficient columna 
narium, ii. 841; Gensoul’s case of chilo- 
plasty, to remedy the deformity caused by 
gangrene, ii. 841; forming the nose from 
the skin of the arm, ii. 842; a more. 
troublesome and uncertain operation than 
the Indian method, ii. 842; directions for 
the German operation, ii. 842; Benedict 
and Galenzowski’s modifications of the 
operation, ii. 843; the Italian operation, 
as modified by Graefe, ii. 843 ; raising a 
sunken nose, ii. 843; Dieffenbach’s opera- 
tion, ii, 843; dressing and after-treat- 
ment, ii. 844; Liston and Fergusson’s 
operations, ii. 844; Dieffenbach’s opera- 
tion for dropping in of the bridge of the 
nose, from destruction of part of the sep- 
tum, ii. 845; the inhealing of metallic 
frames to remedy sunken noses, ii. 845; 
Tyrrell’s case, i. 845; Dieffenbach's 
operation to remedy the turning down- 
wards of the tip of the nose, ii. 845; me- 
chanical compensation for lost parts, ii. 
846; artificial legs, ii. 846; the wooden 
leg, ii. 846; Paré, Ravaton, White, Addi- 
son, Wilson, Briinninghausen, Stark, Ber- 
rens, Heine, Graefe, Riihl, Palm, Dorn- 
bluth, Schmucker, Wals, Miles, and 
Serre’s artificial legs, ii. 846; selection 
of an artificial leg, 11.846; description of 
Ruhl’s artificial leg, ii. 846; of Stark’s 
artificial thigh, ii. 847; description and 
application of the wooden leg, li. 847; 
Ruhl’s wooden leg, ii. 847 ; artificial foot, 
ii. 847; artificial hands, ii. 848; Pliny, 
G6tz von Berlichingen, Paré, Wilson, and 
Ballit’s artificial hands, ii. 848; artificial 
upper arms, ii, 848; description of the 
apparatus, ii. 848; artificial noses and 
ears, ii. 848; supply of lost portions of 
the hard palate, ii. 849 ; use of obturators, 
ii. 849; replacement of the teeth, ii. 849 ; 
transplantation of teeth, ii. 849; applica- 
tion of artificial teeth, ii. 849. 

—— SUPERFLUITY OF: — supernumerary 
fingers and toes, ii. 850; two different 
forms, ii. 850; treatment by operation, 11. 
850; supernumerary teeth, 11. 850; causes, 
ii. 850; deformity caused by the irregular 
position of the teeth, 11. 850; treatment, 
ii. 850; double nose, ii. 851; either con- 
genital or acquired, ii. 851; enormous 
degeneration of the nose, and its treat- 
ment by operation, ii. 851; treatment of 
cleft nose, ii. 851; Hey’s case of immense 
tumour of the nose, 11. 851; Dalrymple 

-on the nature and characters of these 
tumours, ii. 851. 
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OrIBAsIus on the removal of the relaxed 
uvula by cutting, i. 147. 

ORIOLI’s case of fungus of the dura mater, 
treated by operation, ii. 689. 

OrRED’s case of excision of a joint, ii. 
968; mode of operating in excision of the 
head of the humerus, ii. 974. 

OsBorNE, Dr., on the application of leeches 
to mucous surfaces, ii. 865; use of the 
polytome, ii. 868. 

Os calcis, fracture of, i. 585 ; dislocation of, 
i. 812. 

Os hyoides, fracture of, i. 530. 

OsIANDER on the operation for the treat- 
ment of lacerated perineum, i. 611; on 
the extirpation of the cancerous neck of 
the womb, ii. 821. 

O’SHAUGHNEssyY’s case of removal of the 
upper jaw, ii. 999. 

Osteosarcoma, ii, 677. 

Osteosteatoma, ii. 677. 

Orro on hydrocephalocele, ii. 98; on the 
causes of cerebral rupture, ii. 99. 

Ourrepont on the causes of congenital 
dislocation, i. 769. 

Ovarian dropsy, ii. 486. 

Ovaritis regarded by Ricord a complication 
of gonorrhea, i. 159. 

Ovary, extirpation of, ii. 487. 

OweEn’s case of viper-bite, i. 356; on the 
post-mortem appearances in Stevens’ case 
of ligature of the internal iliac, ii. 257. 


PaGEt’s cases of diseased undescended tes- 
_ ticle, ii. 814, 

PAILLAUD on iodine in hard swellings of 
the testicle, i. 669. 

PaILLoux on the cause of the difficulty ex- 
perienced in reducing dislocations of the 
thumb from the metacarpal bone, i. 795. 

PaJsoxa’s mode of operating for stone, ii. 
594, 

PaLarTeE, hard, cleft in the, i. 599. 

, soft, cleft in the, i. 602. 

PALLETTA on congenital dislocation of the 
hip, i. 769, 802 ; on the post-mortem ap- 
pearances in, i. 803; case of congenital 
dislocation of the patella, i. 805; of ex- 
tirpation of the womb, ii. 825. 

PALMER on the torsion of arteries, i, 309. 

Paracentesis thoracis, ii. 473; abdominis, ii. 
482; uteri, ii. 495; of the intestines in 

- tympanitis, ii. 495, 

Paraphimosis, ii. 349. 

Parez, AMBROSE, used the ligature in cases 
of relaxed uvula, i. 147 ; on the operation 
for the treatment of ingrowing of the nail, 
i, 200; on the use of the ligature for 
wounded vessels, i. 320; bandage for 
fractured clavicle, i. 551; on the rotation 
of the foot outwards in fracture of the 
neck of the femur, i. 564; apparatus for 
fracture of the neck of the femur, i. 569 ; 
on the operation for lacerated perineum, 


CXxXx1 


i. 611; on congenital dislocation of the 
hip, i. 769; on ligature of the hernial 
sac for its radical cure, ii. 24; on the ope- 
ration of dilating the abdominal ring, the 
hernial sac being unopened, ii. 43 ; on the 
causes of club-foot, ii. 176. 

PARENT on the hydrarg. cyan, in syphilis, 
1, 662. 

Paris’, Dr., case of a foreign body remain- 
ing a long while in the windpipe, ii. 396; 
on cancer of the scrotum, ii. 815. 

Park’s case of excision of a joint, ii. 969; 
mode of operating in excision of the knee- 
joint, ii. 981 ; on the mode of union after 
the operation, ii. 982. 

Paronychia, i. 192. 

Parotid duct, fistula of, i. 714. 

Parotid gland, inflammation of, i, 148 ; 
abscess of, i. 148; cancer of, ii. 780; 
diseases of, ii, 780; extirpation of, ii. 
782. 

Patella, fracture of, i. 576; dislocation of, 
i. 804. 

PaTTison’s case of teleangiectasy treated by 
acupuncture with red-hot needles, ii. 285. 

PAULI on tattooing moles of the skin, ii. 
286. 

PauLus icINETA on the removal of the 
relaxed uvula by cutting, i. 147; can- 
terized it with the aid of the staphylo- 
kauston, i. 147; on the application of the 
actual cautery for the radical cure of her- 
nia, ii, 23 ; on aneurism, ii. 197. 

Pearson’s, Dr., opinion relative to the 
formation of pus, 1, 35. 

PEARSON opposed to incisions in carbuncle, 
i. 138; on the symptoms preceding and 
accompanying the formation of a lumbar 
abscess, 1. 186; on the situation of the 
external abscess, i. 187; prefers making 
a small aperture in lumbar abscess, and 
treating the ulcer in a gentle manner, i. 
190; on the treatment of the sinuous 
cavities resulting from lumbar abscess, by 
injections, i. 191; states that the larger 
arteries sometimes ulcerate into the ab- 
scess, i. 191; on venereal paronychia, i. 
194; on erethismus mercurialis, i. 677 ; 
on the cachexia syphiloidea, i. 678; on 
the eczema mercuriale, i. 679; on the 
treatment of erethismus mercurialis and 
eczema mercuriale, i. 680. 

PELLETAN on the mechanism of the fat 
rupture when it descends through the 
inguinal canal, ii. 62; case of the exist- 
ence of several aneurisms in the same per- 
son, ii. 204, 

PELLIEUX on the symptoms of dislocation 
of the sternal end of the clavicle back- 
wards, i. 778. 

PELOUZE’S experiments on stone-solvents, 
ii. 554. 

Pelvic bones, fracture of, 1.543; dislocation 
oft). 775, 
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Prenapa’s case of hydrocephalocele, ii. 98. 


Penis, cancer of, ii, 800; amputation of, ii. 


801; by ligature, 11, 802. 


PENIS, WOUNDS OF, i. 4873; treatment of | 
these wounds, i. 487; laceration of the | 
cavernous bodies by forcibly binding the | 


penis during erection, i. 487; conse- 
quences and treatment, i. 487; South on 
incising the spongy body of the penis not 
always a cause of loss of the power of erec- 
tion, i. 487; Modller’s case of gangrene of 
the penis from the constriction of a metal 
ring, i. 487; South’s objection to ampu- 
tation of the penis for lacerations of the 
cavernous bodies, i, 488; rupture of the 
urethra, i. 488; symptoms and treat- 
ment, i. 488; South on the treatment of 
rupture of the urethra, 1. 488. 

Pennock, Dr., on the effects cf cupping 
glasses in vipers’ bites, i853) 

PENTZLIN on the treatment of itch, 1. 639. 

PrrcivaL, Dr., on an epidemic vaginal 
catarrh, i. 161. 


Percy on the removal of foreign bodies in 


injuries of the brain, i. 398 ; on the solu- 
tion of the chloride of lime in the treat- 
ment of foul, gangrenous, or torpid ulcers, 
i. 615; on passing a leaden thread into 
Steno’s duct, after the cheek has been 
penetrated, in the operation for salivary 
fistula, i. 713; operation for enlargement 
of the tongue, ii. 561; moxa made with 
the pith of the sun-flower, ii, 883; on the 
excision of joints, 11. 969. 

Pericardium, wounds of, i. See 
Wounds of the Chest. 

Perineal fistula, 1.744; abscess, 1. 744; rup- 
ture, ii. 90. 

PERINEUM, FEMALE, LACERATIONS OF, 1. 
608; causes, situation, and extent, i. 608 ; 
slight lacerations, i. 608: results of ex- 
tensive lacerations, i. 608; inability to 
retain the feeces in complete laceration 
from the vagina to the rectum, i. 608 ; 
treatment of extensive laceration, i. 608 ; 
by sutures, i. 608; by position, i. 608; 
central laceration, i. 608; treatment of 
large and recent lacerations by the stitch, 
ij. 608; Dupareque on the treatment of 
lacerations of the perineum, 1. 609 ; results 
of these lacerations, i. 609; Dr. Churchill 
on the treatment of lacerated perineum, 
i. 669 ; Duparcque on the scarring of the 
edges of the torn perineum, i. 609; ope- 
rations on old lacerations when extending 
into the rectum uncertain in their conse- 
quences, i. 610; when contra-indicated, i. 
610; description of the operation, i. 610 ; 
Ambrose Paré, Guillebonneau, Mauri- 
ceau, La Motte, Smellie, Noel, Saucerotte, 
Dupuytren, Mursinna, Menzel, Osiander, 
Dieffenbach, Montain, and Roux on this 

. operation, i. 611; Guillebonneau, Mau- 
riceau, La Motte, Smellie, Noel, Sauce- 
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rotte, Dieffenbach, Roux, Montain, and 
Ritgeon on the application cf sutures, i. 
611; Davidson’s successful operation, 1. 
611; subsequent treatment, i. 611; Dief- 
fenbach on the artificial retention of feces 
for several days after the operation, 1. 
612; Saucerotte, Roux, and Davidson’s 
eases, i. 612; Horner’s recommendation 
to divide the sphincter ani, after union 
has taken place, i. 612; mode of union 
of old lacerations, i. 612; Nevermann’s 
treatment by cauterizing with unslaked 
lime, and afterwards by position, i. 612. 

Peroneal artery, ligature of, 11. 266. 

PERRAULT’s case of amputation at the hip- 
joint, ii. 933. 

Perrez on the physiology of carbuncele, i. 
136; on the treatment of carbunele, i. 
139. 

Perry’s case of aneurism bursting into a 
vein, li. 272; case of necrosis of the lower 
jaw, li.994, 

Perit’s explanation of the lengthening of 
the limb in hip disease, i. 257; on the 
reduction of the consecutive dislocation, i. 
268; on the arrest of hemorrhage by 
nature, i. 297; on the healing of wounds 
of arteries, i.. 298; on the more general 
application of the trephine, i. 413; ban- 
dage and slippers for rupture of the tendo 
Achillis, i. 493, 494; bandage for frac- 
tured clavicle, i. 551; on the rotation.of 
the foot outwards in fracture of the neck 
of the femur, i. 564; on incision of the 
hernial sac, etc., for its radical cure, ii. 
24; case of impending peritonitis from 
ligature of the hernial sac, ii. 29; on the 
operation of dilating the abdominal ring, 
the hernial sac being unopened, ii. 43 ; 
on the coagula in varicose veins, ii. 288 ; 
case of varices in the upper extremity, 
ii. 289; cases in which severe symptoms 
followed the application of the ligature 
for piles, ii. 8303; mode of amputating by 
the circular incision, ii. 890. 

Pryronir’s, M. La, case of abscess of the 
dura mater, i. 399. 

Phagedena, sloughing, See Mortification. 

Puiiip’s, Dr. WiILson, experiments on the 
condition of the vessels in inflammation, 
i, 28 ; on the treatment of uric acid gravel, 
li. 534. 

Puiuips’ case of fracture of the first ver- 
tebra, and pivot process of the second, i. 
532; post-mortem appearances, i. 534 ; 
case of prolapséd womb treated by caute- 
rization of the vaginal parietes, 11. 112 ; on 
the application of the actual cautery in 
treating prolapse, 11. 134; on acupuncture 
in aneurism, 11. 228; case of astick in the 
rectum, ii. 392; on the statistics of the 
operations for the extirpation of the ovary, 
ii. 490; on the results of amputation, 11. 
905. 
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Phimosis, ii. 343. 

PHLEBITIS, i. 77; causes, symptoms, and 

_ terminations, i. 77; Cruveilhier and South 
on phlebitis, i. 77, 78; Hunter on the 
coagulation of the blood in phlebitis, i, 
77; Hunter, Abernethy, Hodgson, Car- 
michael, Bouillaud, Travers, and Arnott 
on severe phlebitis, i. 78; Ribes’ cases of 
phlebitis, 1. 79; Arnott on the morbid 
appearances in phlebitis, i. 80; Dr. 
Robert Lee on inflammation of the femo- 
ral and iliac veins, an occasional cause of 
phlegmasia dolens, i. 80; Abernethy on the 
treatment of traumatic phlebitis, ii. 863. 

Phlebotomy, ii. 860. 

Phlegmasia dolens, Dr. R. Lee on inflam- 
mation of the femoral and iliac veins, an 
occasional cause of, i. 80. 

Phrenic rupture, ii. 92. 

Puysick, Dr., on the treatment of carbuncle, 
i. 138; guillotine instrument for ampu- 
tating the tonsils, i. 145; on the treat- 
ment of coxalgia, i. 263; on the animal 
ligature, i. 307; apparatus for fracture of 
the neck of the femur, i. 569 ; on the use 
of the seton in false joints, i. 593 3 Opera- 
tion for artificial anus, i. 723 ; on the 
mode of performing the Cesarian opera- 
tion, li. 443, 

PIEDAGNEL on the cause of death from the 
entrance of air into a vein, ii. 856. 

Picné on the changes which the substance 
of bone undergoes in advanced age, i. 
497; on sawing off the ends of the broken 
bone in false joints, i. 591; on the direc- 
tion and position of natural and acquired 
hare-lip, i. 595; on the solution of the 
chloride of lime in the treatment of foul, 
gangrenous, or torpid ulcers, i. 615; on 
the treatment of syphilitic phimosis, ii. 
348 ; on hydrocele caused by gonorrhea, 
li. 499; on the nature of corns, ii. 668 ; 
on the seat of exostosis, ii. 673. 

-Piore’s case in which he made an artificial 
anus on the right side by opening the 
cecum, ii. 328. 

PINEL’s opinions relative to the formation of 
pus, i. 35. 

Prorry on the physical characters of dropsy 
of the pericardium, ii. 479. 

Pitcairn, Dr., on immediate amputation in 
gun-shot wounds, i. 346; on gold and its 
preparations in primary and secondary 
syphilis, i. 669. 

PirscHart’s cases of suppurating protru- 
sion of the brain in children, ii. 102. 

PLANCcHoNn’s case of fatal punctured wound 
of the womb, i. 486. 

PLANTADE’s mode of amputating at the 
hip-joint with the flap-cut with a single 
flap, li. 936. 

_ PLarrner’s artery-compressor, i. 299. 

PLENCK on the lengthening of the limb in 
hip-disease, i, 257. 
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PLoucauet’s case of foreign body in the 
heart, i. 455. 


PockELs on the formation of new vessels, i. 


292. 

Poisoned Wounds, i. 348. See Wounds. 

POLLER on puncturing the bladder, ii. 436. 

Polypus, ii. 726; of the nostrils, ii. 729; 
of the throat, ii. 738; of the cesophagus, 
il. 738; in the maxillary sinus, ii. 739 : 
of the womb, ii. 746; of the vagina, ii. 
7543; of the rectum, ii, 754, 

Popliteal artery, ligature of, ii. 264. 

Portau’s case of inflammation of the aorta, 
consequent on the recession of measles, i. 
74; on the ossification of arteries in 
young children, i. 77; case of fatal 
hemorrhage consecutive to the Opening a 
tonsillar abscess, i. 142; on the lengthen- 
ing of the limb in hip-disease, i, 257 ; 
mode of amputating by the circular in- 
cision, ii. 891. 

PortTaLupr’ case of very large fatty tumor, 
ii. 691. 

Ports, Dr 1a, on the extirpation of the 
ovary, li. 487. 

Porter’s case of wound of the popliteal 
artery by a sequestrum, i. 696; on the 
passage of foreign bodies into the larynx, 
li, 394, 

Poscn’s apparatus for fractures of the leg, 
i, 583, 

Possett’s chemical analysis of the fluid 
contained in ranula, ii. 406. 

Post’s, Dr., case of ligature of the subcla- 
vian above the clavicle, ii. 243; on the 
ligature of the external iliac, ii. 261. 

Porr on the diseased condition of the spine 
in lumbar abscess, i. 186; on the symp- 
toms and progress of inflammation in the 
joints of the vertebrae, i. 277; on the so- 
called palsy of the limbs in Pott’s disease, 
i. 278; on the puffy, circumscribed, in- 
dolent tumour of the scalp, indicative of 
Suppuration between the dura mater and 
the skull, i. 385 ; on the symptoms accom- 
panying fracture of the skull, not depend- 
ing on the injury to the bone, but from 
injury to the brain, or of some of the parts 
contained in the cranium, i. 389; on 
puncturing the dura mater, when the ex- 
travasation lies beneath, i. 406; on extra- 
vasation between the meninges, or on the 
surface of the brain, i. 406; on the more 
general application of the trephine, i. 
413; on the bent position in fracture of 
the femur, i. 574; on effusion of blood 
into cellular tissue of the scrotum, ii. 455 ; 
on hematocele of the spermatic cord, ii, 
457; case of fusible calculus in a vesical 
rupture, ii. 547 ; on cancer of the scrotum, 
ii. 815; on the age at which chimney- 
sweep’s cancer generally occurs, ii. 816; 
mode of operating in amputation, ii, 
892. 
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Porrer on the results of amputation, 11. 905. 

PourEeavu recommends emetics in hospital 
gangrene, i. 97; on the application of 
caustic and the actual cautery in car- 
buncle, i. 139; on the arrest of heemor- 
rhage by nature, i, 297; objection to 
dressing the wound, after the operation 
for rectal fistula, 1. 731. 

PowELv’s, Dr., case of a hydrophobic patient 
biting another person, i. 369. 

PowELv’s case of rupture of the womb not 
fatal, i. 484. 

Pravaz on the reduction of congenital dis- 
location of the femur, i. 803; case of suc- 
cessful reduction, i. 804 ; on acupuncture 
of the aneurismal sac, and the application 
of galvanism, 11. 228. 

Preiss on the exhibition of purgatives in 
strangulated hernia, ii. 32; on the opera- 
tion of dilating the abdominal ring, the 
hernial sac being unopened, ii. 43. 

Prine’s case of operation for artificial anus 
at the lower end of the colon, ii. 329. 


Procuaska’s case of sympathetic abscess of | 


the brain, with irritation and suppuration 
of the dura mater, 1. 402. 

PROLAPSES :—definition, 1i. 102; causes, il. 
103; prolapse of the womb, ii. 103; va- 
rieties and complications, ii. 103 ; Sabatier 
and Blundell on prolapse of, ii. 103; 
symptoms of incomplete prolapse, ii. 104 ; 
Blundell on relaxation and incomplete 
prolapse, ii. 104 ; Ramsbotham on the ob- 
struction to the passage of the urine in 
prolapse of, ii. 104 ; South on the irrita- 
tion of the rectum in prolapse of, ii. 105 ; 
complete prolapse, symptoms and results, 
ii. 105; Blundell on the size of the pro- 
lapsed womb and vagina, ii. 105; Cru- 
veilhier and South on the contents of the 
sac formed by the prolapsed vagina, ii. 
105; Clarke on the length of time during 
which the prolapse is forming, ii. 106; 
Cruveilhier on incontinence of urine in 
prolapse of the womb, ii. 106 ; Clarke on 
the size and shape of the prolapsed organ, 
ii. 106; Cruveilhier on the altered form 
and direction of the os uteri in prolapse 
of that organ, ii. 106; Cruveilhier and 
Cloquet on the elongation of the womb in 
cases of prolapse, ii. 106; Ramsbotham 
on the general symptoms of prolapse and 
procidentia, ii. 106; Clarke or the con- 
secutive ulceration of the vagina, 11. 106; 
Cloquet and Cruveilhier on the existence 
of calculi in the displaced bladder conse- 
quent on prolapsus uteri, ii. 106; Cru- 
veilhier and Cloquet on consecutive dis- 
placement of the rectum, ii. 107; causes 
of prolapsus uteri, ii. 107; Blundell and 
Ramsbotham on the causes of prolapse, ii. 
107; Elliotson, S. Cooper, and Rams- 
botham’s cases of prolapse of the womb in 
virgins, ii, 107; Ullsamer on endemic 
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prolapse of the womb from the use of the 
labour-chair, ii. 108 ; Clarke’s case of pro- 
cidentia uteri, with separation of the 
bones of the pelvis, i. 108; prognosis, ii. 
108 ; treatment, ii. 108; mode of reducing 
the prolapse, ii. 108 ; Ruysch and Sabatier 
on the reduction of the prolapsed and 
ulcerated womb, ii. 109; Sabatier on the 
treatment of the prolapsed pregnant 
womb, ii. 109; after-treatment, ii. 109; 
Clarke on the after-treatment of proci- 
dentia uteri, ii. 109 ; Clarke on the appli- 
cation of injections, ii. 110; Clarke on the 
treatment of the ulcerated vagina, ii. 110 ; 
Clarke’s objections to sponge as a pessary, 
ii. 110; use of pessaries, ii. 110; the oval 
pessary and its application, ii. 110; 
Clarke’s pessary, ii. 111; inconvenience 
of pessaries, ii. 111; Hull’s utero-abdo- 
minal supporter, ii. 111; King’s bandage, 
ii. 112; Phillips’ case of prolapse treated 
by cauterization of the parietes of the va- 
gina, ii. 112; Clarke on the corrosion of 
pessaries in the passage, and on the de- 
posit of calculous matter on them, 11. 112; 
Hall, Ireland, Velpeau, and Beérard’s 
operation for prolapse, ii. 112; Dieffen- 
bach and Lawrie on the use of the actual 
cautery in prolapse, ii. 113; Ker’s case 
of procidentia treated with the secale cor- 
nutum, ii. 113; Bellini’s operation, ii. 
113; Fricke’s operation of episioraphy, 11. 
114; Gedding’s cases in which episio- 
raphy was performed, ii. 114; symptoms 
sometimes following the reduction of an 
old prolapse, ii. 115; removal of the pro- 
lapsed organ when scirrhous, by the 
ligature or by incision, ii. 115; imtroduc- 
tion of the catheter in cases of prolapse, ii. 
115; Recamier, Marjolin, Cruveilhier, 
and Langenbeck on excision of the pro- 
lapsed scirrhous womb, ii. 115 ; prolapse 
of the womb with inversion, ii. 115; defi- 
nition, ii. 115; varieties, ii. 116 ; Crosse 
on the characters of the respective va- 
rieties, ii. 116; Crosse on the successive 
steps of the inverting process, ii. 116; 
Crosse on the concavity formed in all 
cases of inversion, ii. 117; causes, ii. 
117; Hachmann on spontaneous inver- 
sion from spasm, ii. 117; Clarke and 
Crosse on polypus of the fundus uteri as 
a cause of inversion, ii. 117; Crosse on 
coagulated blood, hydatids and moles in. 
the womb as causes of inversion, ii. 118 ; 
symptoms of the quickly-formed inver- 
sion, ii. 118; Dailliez on strangulation of 
intestine in the concavity formed by the 
inverted womb, ii. 118; Clarke on the 
character of the discharge in inverted 
uterus, ii. 119; diagnosis of inversion 
from prolapse, ii. 119; reduction of the 
inverted womb, ii. 119; after-treatment, 
ii. 119; treatment when the reduction 
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cannot be effected, ii. 119; when the pla- 
centa is attached to the inverted organ, ii. 
120; in chronic inversion, ii. 120 ; Clarke 
on the treatment of chronic inversion, ii. 
120; Clarke on the treatment of recent 
inversion, ii. 120; Clarke on the diag- 
nosis between chronic inversion and poly- 
pus uteri, ii. 120; treatment when the re- 
duction of the inverted organ is impos- 
sible, ii. 120; removal of the inverted 
womb, if affected with cancer or other de- 
generation, il. 120; Clarke on the treat- 
ment of the inverted womb, complicated 
with procidentia, ii. 121; Clarke, Cheva- 
lier, Blundell, Dr. J. Clarke, and Dr. 
Symonds’ cases of removal of the inverted 
womb by ligature, ii. 121; prolapse of the 
vagina, ii. 122; definition and varieties, 
ii. 122; Clarke and John Burns on pro- 
lapse of the vagina, ii. 122 ; characters of 
complete prolapse, ii. 122; of imperfect 
prolapse, ii. 122; diagnosis between pro- 
lapse of the vagina and of the womb, ii. 
122; Clarke and Blundell on the symp- 
toms of prolapse of the vagina, il. 122 ; 
predisposing and occasional causes, ii. 
123; Clarke on the causes and symptoms 
of posterior prolapse of the vagina, ii. 
123; reduction of the prolapse, ii. 123; 
Clarke on the treatment of posterior pro- 
lapse, ii. 123; after-treatment, ii, 124; 
prolapse of the bladder, ii. 124; symp- 
toms, ii. 124; diagnosis between prolapse 
of the bladder and of the womb, ii. 125; 
treatment, ii. 125; South’s case of pro- 
lapse of the bladder relieved by opera- 
tion, ii. 126; Lightfoot’s case in which 
he performed the operation of episio- 
raphy, ii. 129; prolapse of the rectum, 
ii. 129; three forms of prolapse of the 
rectum, ii. 130; Copeland on prolapse 
of the internal membrane of the rectum, 
ii. 130; Syme on prolapsus ani, ii. 
130; Bushe describes two forms of pro- 
lapsed rectum, ii. 130; Bérard jun.’s 
case of invagination of the rectum 
through the anus, ii. 130; characters of 
prolapse of the internal coat of the rectum, 
1i. 130; of prolapse of all the coats, il. 
131; symptoms, ii. 131; Bushe on the 
characters of prolapse, i1. 131; Syme on 
the characters of prolapsus ani, 11. 131; 
Copeland, Syme, and Bushe on the diag- 
nosis between prolapsed rectum and 
hemorrhoids, and intus-susception, ii. 
131; causes, ii. 132; Bushe on_ the 
changes in the mucous membrane of the 
rectum in old prolapses, ii. 1325 treat- 
ment, ii. 132; reduction of the prolapse, 
ii. 132; Brodie and South on the treat- 
ment of prolapse in children, ii. 132; 
Dupuytren objects to scarifications or 
leeches in treating prolapse of the rectum, 
ii. 133; prevention of the return of the 
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prolapse, ii. 133; Klein and Schwarz on 
the treatment of prolapse, ii.183; Brodie 
on the treatment of prolapsed rectum with 
piles in the adult, ii. 184; Dupuytren’s 
operation for long-standing prolapse, ii. 
134; Phillips on the application of the 
actual cautery in treating prolapse, ii. 
134; Hey on the cause of the difficulty in 
reducing the bowel in old prolapses, ii. 
134 ; Hey’s operation, ii. 134 ; Velpeau’s 
modification, ii. 135; Copeland’s ope- 
ration, ii. 135; M‘Cormac on careful 
traction of the skin in prolapse of the rec- 
tum, il. 136; changes that take place in 
old prolapses, 11. 136 ; extirpation of the 
degenerated parts, 11. 136; Salmon’s ope- 
ration, li. 136; application of the actual 
cautery in irreducible prolapse, ii. 136; 
Ansiaux and Dupuytren on the actual 
cautery in irreducible prolapse, ii. 136; 
prolapse of an ensheathed upper intestine, 
11. 137; Bushe on relaxation of the anus, 
li. 1373; causes, signs, and results, ii. 137 ; 
Bushe on relaxation of the rectum with 
invagination of the mucous membrane, ii. 
137 ; causes, symptoms, and treatment, 11. 
137; Somme’s case, ii. 137; Salmon on 
the incautious use of enemata a cause of 
relaxed rectum, ii. 138. 


Prostate, retention of urine from inflam- 


mation of, ii. 419; suppuration and ab- 
scess of, ii. 419; swelling of, from vari- 
cose veins, ii, 421; induration of, il. 421; 
chronic enlargement of, ii. 422 ; retention 
of urine from, ii. 424; stones in the, li. 
633. 


Prout, Dr., on the origin of oxalic acid in 


the urine, ii. 519; on lithic or uric acid 
sediments, ii. 528; characters of yellow 
sediments, ii. 528; of red or lateritious 
sediments, ii. 528; of pink sediments, ii. 
528; white lithate or urate of soda sedi- 
ment, ii. 529 ; characters and accompany- 
ing symptoms of the phosphatic sedi- 
ments, il. 529; causes, 11. 530; oxalate of 
lime sediment, ii. 530; characters of the 
urine in cystic oxide calculus, ii. 530; 
characters and symptoms of crystallized 
uric acid gravel, ii. 531; on the crystal- 
lized phosphatic gravel, ii. 532; on the 
rarity of crystallized oxalate of lime 
gravel, ii. 532; on the treatment of a fit 
of the gravel, ii, 535; of cystic oxide 
gravel, ii. 537; of the oxalate of lime 
diathesis, ii. 537; of the phosphatic dia- 
thesis, ii. 538; on the formation of uric 
acid calculi in the kidneys, ii. 540; on 
renal calculi of oxalate of lime, ii. 540; 
on renal caleuli of cystic oxide, ii. 541; 
on the rarity of phosphatic renal calculi, 
ii. 541; on the treatment of nephritis 
complicating renal calculi, ii. 542; on 
the spontaneous breaking up of calculi in 
the bladder, ii. 548; on the symptoms of 
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vesical calculus, ii. 550; on the use of | RaMeEt’s case of displacement of the heart, 


stone-solvents, ii. 554. 

Psoitis. See Inflammation of the Lumbar 
Muscles. 

Psoas abscess, i. 185. 

Psora, i. 634. 5 

Pudic, common, ligature of, ii. 258. 

Punctured wounds, i. 531. See Wounds. 

Pus, the secretion of, i. 34; resorption of, i. 
36; Vogel and Bonnet on the effects of, 
i. 36; qualities of pure good pus, i. 38; 
formation of, i. 39 ; Travers on the pur- 
poses which the formation of pus serves 
in the economy, i. 39; Hunter on the 
qualities of pus and the pus globules, i. 
39; Hunter and Gulliver on the putre- 
faction of pus, i. 39; Senac on the globu- 
lar structure of, i. 39; Gueterbock on the 
composition and chemical analysis of, i. 
40; composition of the serum of, i. 40; 
fatty vesicles discovered by Henle in the 
serum of, i. 40; Gueterbock’s discovery 
of pyine. i. 40 ; characters of pus globules, 
i 40; Mandt on the pus globules, i. 40; 
discovery of the difference in size of the 
pus globules by Gueterbock, i. 41; Mayo 
describes the occasional occurrence of pus 
globules in healthy blood, i. 41; denied 
by Gulliver, i. 41; Gerber’s account of 
the formation of pus, and of the re- 
productive organization in suppurating 
wounds, i. 41; Travers on the constitu- 
tion of pus, i. 42; varieties of, i. 43; dis- 
tinguishing characters of laudable pus, 
and ichor or sanies, i. 43; the presence 
of globules in the serum proved by Bauer, 
Faraday, and Mandt, i. 43; characters of 
the albumen in pus, i. 44; Grassmeyer 
and Fischer on the distinguishing tests 
for pus and mucus, i. 44; Gruithuisen’s 
microscopic tests for pus and mucus, i. 
44; Gerber’s description of ichor, puri- 
form mucus, and serous exudation, i. 44; 
pus cannot be produced without inflam- 
mation, i. 44; diathesis purulenta, i. 45. 

Pustule, malignant. See Mortification. 

PuTHop’s mode of amputating at the hip- 
joint with the flap-cut with a single flap, 
ii. 935. 


Qvassoup on mortification from spurred 
rye; 1, Gt. 

QUESNAY’s opinion relative to the formation 
of pus, i. 35, on the more general appli- 
cation of the trephine, i. 413; on the 
stanching the bleeding in wound of the 
intercostal artery, i. 448, 

Quinsy. See Inflammation of the Tonsils, 


Radial artery, ligature of, ii. 253. 

Radius, fracture of, i. 557; dislocation of, i. 
791. 

Raney on a peculiar degeneration of the 
cartilage in disease of the knee, i. 273. 


ii. 96. 

RamMsBoTuHAmM, Dr., on the obstruction to the 
passage of the urine in prolapse of the 
womb, ii. 104; on the general symptoms of 
prolapse and procidentia, ii. 106; on the 
causes of the prolapse, ii. 107; cases of 
prolapse in a virgin, ii. 108. 

Ramspen’s case of lumbar abscess, i. 187 ; 
of fatal contraction and ulceration of the 
intestine, after strangulation, ii. 49; of 
ligature of the subclavian above the cla- 
vicle, ii. 243. 

RansBy on immediate amputation in gun- 
shot wounds, i. 345. 

Ranula, ii. 404, 

Rav’s mode of operating for stone, ii, 578. 

Ravaton’s slippers for rupture of the tendo 
Achillis, i. 494. 

Ravin on increased pressure and the supine 
posture in the radical cure for hernia, ii. 
23. 

RayYeER on erysipelas, i. 100; opinion that 

. earbuncle occurs most frequently in spring 
and summer, i. 137; on incisions. in car- 
bunele, i. 138. 

Raynavp’s operation for varicocele, ii. 297. 

REcAmrIeER on the excision of the prolapsed 
and scirrhous womb, ii. 115; fatal opera- 
tion for ovarian dropsy, ii. 488 ; on com- 
pression in scirrhus, ii. 770; operation 
when the neck of the womb is softened or 
destroyed, ii. 822; cases of removal of 
the womb by ligature, ii. 824; on extir- 
pation of the womb, ii. 827. 

Rectal fistula, i. 726. 

— rupture, ii. 91. 

Recto-urethral fistula, i. 747. 

— vaginal —, 1. 760. 

—- vesical =, 1. 747, 

Rectum, prolapse of, ii. 129 ; stricture of, ii. 
324; foreign bodies in the, ii. 392; poly- 
pus of, il. 754. 

REGAL DE GAILLAC on extirpation of bron- 
chocele by subcutaneous ligature, ii. 664. 

REGNAULT’sS case of re-union of divided 
parts, 11. 835. 

REGNOLI’s operation for the extirpation of 
the tongue, ii. 779. 

REINHARDT on the mode of reducing dislo- 
cations of the thumb from the metacarpal 
bone, i. 795. 

REIsINGER’s apparatus for ligaturing com- 
plete rectal fistule, i. 733; mode of apply- 
ing the apparatus, i. 733. 

Renal caleuli, ii. 539. 

ReNAUD’s apparatus for simultaneous frac- 
ture of both clavicles, i. 551. 

RENNERTH On the exhibition of purgatives, 
&c., in strangulated hernia, ii. 32, 

RENuccr on the existence of the acarus- 
seabiei, i. 636. 

REYBARD’s canula useless in wounds of the 
intercostal artery, i. 447 ; plan for stanch- 
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ing bleeding from the intercostal artery, 
i. 447; mode of practice in wounded jin- 
testine, i. 465; modification of Dupuy- 
tren’s operation for artificial anus, i. 723. 
REYNAUD on the treatment of buboes, i. 659. 
Resolution, a result of inflammation, i. 31; 
signs of resolution, i. 31; distinguished 
from the recession of inflammation, i. 
31; Dr. J. H. Bennett on the process of 
resolution, i. 31; Schdnlein and Zimmer- 
mann on the elimination of the molecu- 
lar fibrin, 1.32; resolution, an ordinary 
termination of orchitis, i. 179. 

Rheumatism, gonorrheal, i. 217. 

Rhinoplasty, ii. 833. 

Rrapore’s case of excision of part of the 
hand, ii. 965, 

Rises’ cases of phlebitis, i. 79; on the in- 
ternal opening of rectal fistula, i. 726; on 
the application of the taxis in strangulated 
hernia, ii. 32. 

Rrstert on local anodyne applications in 
strangulated hernia, ii, 32. 

Ribs, fracture of, i. 546; dislocation of, and of 
theircartilages,i.776; resection of, ii. 1005. 

RIcHERaND on the treatment of ingrowing of 
thenail, 1.199; of fractured clavicle, 1.551; 
of fracture of the neck of the humerus, i. 
554 ; of the neck of the femur, i. 570; on 
the primitive direction of dislocation of 
the humerus, i. 782; on puncturing the 
distended intestine, after the operation 
for strangulated hernia, ii. 39 ; on the ac- 
currence of aneurism in dissecting-room 
servants, 11. 202; on the application of 
pounded ice to aneurisms, li. 207; on 
compression in the treatment of aneurism, 
il. 210; on the respective origins of be- 
nignant and malignant nasal polypi, ii. 
7315 objections to the upper flap in par- 
tial amputation of the foot, ii. 948. 

RicuHon on the treatment of gonorrhea, i.175. 

RicuTrr on the extirpation of the tonsils 
by cutting, i. 145; on dry whitlow, i. 
194; on the lengthening of the limb in 
hip-disease, i. 257 ; on the resection of the 
carious head of the femur in hip disease, 
i. 270; only employs trepanning in inju- 
ries of the head when secondary symp- 
toms of irritation and pressure require it, 
i. 412; gutter-shaped piece of card-board 
useless in wounds of an intercostal artery, 
i. 447; bandage for fractured clavicle, i. 
551; on the treatment of salivary fistula, 
1. 713; objections to the use of the cathe- 
ter in urethral fistula, i. 745; on the re- 
duction en masse, ii. 16; on increased 
pressure and the supine posture for the 
radical cure of hernia, ii. 23; on the 
radical cure by incision and scarifications 
of the sac, ii. 24; on dilatation of the 
stricture in strangulated hernia, without 
cutting, ii. 38; case of yielding of the 
abdominal parietes, ii. 85; cauterizes 


ranula in children with lunar caustic, ii. 
407; mode of amputating by the circular 
Incision, ii. 891. 


Ricorp on acute urethritis in the female, i. 


159; on utero-vaginal gonorrhea, i. 159; 
regards ovaritis as a complication of 
gonorrhea, i. 159; on abscesses compli- 
cating gonorrhea, i. 160; experiments on 
the identity of gonorrhea and syphilis, i. 
162, 165; inferences from the results of 
the inoculation of gonorrheal matter, i. 
165 ; opinion that gonorrhea is unattended 
by ulceration controverted, i. 166; on the 
examination of public prostitutes, i. 167 : 
treatment of gonorrhea by the direct ap- 
plication of nitrate of silver, i. 170; on 
the remedies for chordee, i. 170; on the 
arrest of hemorrhage from the urethra, i. 
170; on the treatment of gonorrhea in 
women, i. 171; treatment of severe cases 
by the introduction of a plug of lint 
dipped in some emollient narcotic liquid, 
i. 172; treatment of obstinate cases by 
fillmg the vagina with dry lint, i. 172; 
ulcerations and papulous granulations to 
be cauterized, i. 172; on ulcerations of 
the mucous membrane of the womb, i. 
172; vegetations in the interior of the 
urethra to be destroyed by incision or 
cauterization, i. 172; on gonorrhea in the 
female urethra, i. 172; on inoculation 
with gonorrheal matter to cure gleet, i. 
74; on the treatment of balanitis, 1.176 ; 
on syphilitic swelling of the testicle, i, 
178 ; describes it as syphilitic sarcocele, i. 
178; on the period at which chancres 
appear after infection, i. 642; on inocula- 
tion for the purpose of distinguishing 
syphilitic sores, whether primary or se- 
condary, i. 644; on the seven kinds of 
buboes, i. 645; on the existence of sy- 
philitic buboes without primary sore, i. 
647; on the non-infectious character of 
the pus from a secondary syphilitic sore, 
i, 649 ; on the causes of the varied appear- 
ances of chancre or primary syphilitic 
sore, 1. 653; on the destruction of the 
ulcer by the nitrate of silver, i. 655; on 
the treatment of buboes, i. 659; on iodine 
in gonorrhea and bubo, i. 669; on the 
possibility of infection from secondary 
syphilis, 1. 675; on urethroplasty, i. 742; 
on the application of the ligature in the 
treatment of varix, li. 291. 


RreTceNn on the mode of performing the 


Ceesarian operation, ii. 443. 


Riesy, Dr., on puerperal abscess, following 


contagious or adynamic puerperal fever, 
i. 47 ; on wounds of the uterus, as predis- 
posing to rupture in subsequent labours, 
i. 484; on retroversion of the womb in 
the unimpregnated state, ii. 139 ; on exa- 
mination by the vagina and rectum, and 
by the uterine sound, in retroflexion of 
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the womb, ii. 141; on the symptoms of 
retroversion, ii. 142; on the mechanical 
support to the womb requisite after the 
reduction of the retroversion, ii. 145; on 
the circumstances authorizing the Cesar- 
ian operation, ii. 437 ; on the propriety of 
not operating until after labour has com- 
menced, ii. 439. 

RITGEN on the application of. the sutures 
in the operation for lacerated perineum, 
1. 611. 

RiTTer’s idea that boils depend on the re- 
tention of the animal refuse, i. 135. 

Rosertson, Dr., on bronchocele as a variety 
of scrofula, 11. 656. 

RoBERTSson’s case of ligature of the carotid, 
li. 233. 

Rosinson, Dr., recommends the removal of 
the acromion and glenoid cavity in am- 
putation at the shoulder-joint, ii. 960. 

Rosinson on the inhalation of ether prior 
to the extraction of teeth, ii. 1008. 

Rosison’s, Dr., case of tetanus, i. 377. 

Rocwovx on hydrocele caused by gonorrhea, 
ii, 498. 

Ropcers’, Dr., successful operation for the 
establishment of a false joint in a case of 
anchylosis, i. 248; mode of operating in 
exarticulation of the fore-arm at the 
elbow, ii. 962. 

RopriQuEs, Dr., on the effects of cupping- 
glasses in viper bites, i. 353. 

RoceErs’ case of trepanning the spine, 1. 538; 
on the treatment of branching aneurism, 
112275. 

RocGnerra on the treatment of vesico-va- 
ginal fistula by compression with an 
elastic oval pessary, i. 752; on dislocation 
of the astragalus inwards, i. 810; on the 
causes of splay-foot, ii. 186. 

ROKITANSKY on internal strangulation, ii. 
94. 

RoonwHUvUyYsEN on the use of the suture in 
vesico-vaginal fistula, i. 753. 

Roots’, Dr., case of human horns, ii. 670. 

Rose on the duration of syphilis under the 
non-mercurial treatment, and on the sub- 
sequent occurrence of secondary symp- 
toms, i. 671. 

Roser on dislocation of the thumb from the 
metacarpal bone, i. 794; on the cause of 
the difficulty experienced in reducing this 
dislocation, i. 795; on the mode of re- 
ducing this dislocation, i. 795. 

Rossi’s mode of amputating at the knee 
with the flap-cut, ii. 943. 

RoTHMUND on the treatment of umbilical 
rupture occurring after birth, ii. 81. 

ees mode of extirpating piles, ii. 
302. 

Roux on the introduction of a piece of 
bougie into an ossified artery after am- 
putation, i. 304; on the removal of the 
edges of the cleft in staphyloraphy, i. 
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604; plan for bringing the edges of the 
cleft together, i. 604; operation when the 
cleft is very large and complicated, i. 
606; fatal case from pneumonia, i. 607 ; 
on the operation for lacerated perineum, 
i. 611; on the application of the sutures, 
i. 611; case of artificial retention of feeces 
after the operation, 1. 612; on the suture 
in vesico-vaginal fistula, i. 755; cases of 
extirpation of the womb, ii. 828; on the 
excision of joints, ii. 969 ; mode of ope- 
rating in excision of the wrist, ii. 976 ; 
case of excision of the heads of metatarsal 
bones, ii. 985; case of resection of the 
clavicle, ii. 1003; case of resection of a 
rib, on account of necrosis, ii. 1006. 

Rovyer on dislocation of the upper end of 
the radius forwards, i. 791. 

Roy, Dr, on the making an artificial open- 
ing in the cheek in the operation for 
salivary fistula, i. 713. 

RUDOLPHI on the causes of club-foot, ii. 
176. 

RvupToRFFEr’s plan to prevent re-union after 
the operation for united fingers and toes, 
ii, 309. 

RUETENIcH’s apparatus for fracture of the 
lower jaw, 1. 529. 

Riuw’s artificial leg, ii. 846; wooden leg, 
ii, 847, 

Rupture (hernia), ii. 1. 

RUSSELL on the appearances of white swell- 
ing on dissection, 1.275; on the treatment 
of scrofulous ulcers, i. 624. 

RussE.x, Dr., confirms Celsus’ observations 
on the innocuous qualities of the poison 
of serpents, when introduced into the 
mouth, i. 354; on the symptoms produced 
by the bite of a cobra di capello, i. 357; 
cases of fatal snake-bite, i. 358; on the 
treatment of snake-bites in India, with 
the Tanjore pill, i. 359; on the physical 
qualities of snake-poison, i. 359. 

Rust’s opinion that the so-called lymph- 
swelling is an extravasation of lymph, i. 
48 ; on injecting boiling water into a cold 
abscess, i. 90; division of erysipelas into 
true and false, i.99; on the application 
of moist warmth in vesicular erysipelas 
and its varieties, 1.106; on incisions in 
pseudo-erysipelas, 1. 108; explanation of 
the shortening of the affected limb in 
hip-disease incorrect, 1. 256 ; explanation 
of the lengthening of the limb, 1. 257; 
objects to the use of issues in hip-disease, 
1. 265; on warm bathing in, i. 267; on 
the mercurial treatment in, i. 267; on 
the general treatment of coxalgy, i. 267; 
on the treatment of abscesses at the 
hip, i. 269; advises their being opened 
by the actual cautery, i. 269; advises 
passing a seton through the joint, i. 269 ; 
explanation of wounds from the wind of 
a ball, i. 839; case of simple dislocation 
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of the spine, i. 535; treatment of chronic 
ulcers of the foot by the hunger-cure, i. 
619; treatment of syphilitic ulceration of 
the throat and palate, i. 660; on the fric- 
tion-cure in syphilis, i. 663; on the treat- 
ment of caries, i. 686; mode of reducing 
dislocation of the humerus, i. 784 ; method 
of replacement of the dislocated femur, 
i. 798, 800; on the nature of strangulation 
in ruptures, ii. 11; on ligature of the ex- 
ternal iliac, ii. 261. 

Ruyer’s case of exarticulation of metatarsal 
bones, with the diseased bones of the 
tarsus, ii. 953. 

Ruyscu on the reduction of the prolapsed 
and ulcerated womb, ii. 109. 

Ryan’s, Dr., case of wound of the neck, 
involving the cesophagus, i. 436; on the 
treatment of hemorrhage consecutive to 
extraction of a tooth, i. 709. 


SABATIER advises the opening of abscesses 
at the hip with caustic, i. 269; more 
general application of the trephine, i. 
413; plan for arresting bleeding from 
the intercostal artery, i. 448; apparatus 
for fracture of the neck of the femur, i. 
569; internal opening of rectal fistula, 
1. 726; reduction en masse, ii. 16; case of 
rupture of the lungs, ii. 95; prolapse of 
the womb, ii. 103; reduction of the pro- 
lapsed and ulcerated womb, ii. 109; treat- 
ment of the prolapsed pregnant womb, ii. 
109; excision of joints, ii. 969; mode of 

_ operating in excision of the head of the 
humerus, ii. 974. 

Sacus on the operation for the treatment 
of ingrowing of the nail, i. 200. 

Sacrum, fracture of, i. 543. 

SALAMON’s treatment of fractured clavicle, 
i. 552; operation for ligature of the com- 
mon iliac, il. 256. 

SALEMy’s mode of amputating through the 
leg in its lower third, ii. 917. 

Salivary fistula, i. 712. 

— calculus, ii. 406. 

SALLE, Ds, on the treatment of gonorrhea, 
i. 175; on iodine in hard swellings of the 
testicle, 1. 669. 

SaLmon’s operation for the extirpation of 
the degenerated prolapse of the rectum, 
il. 136 ; incautious use of enemata a cause 
of relaxed rectum, ii. 138; seat of stric- 
ture in the rectum, li. 336. 

Sams’ case of cerebral irritation preceding 
orchitis, consequent on gonorrhea, i. 179. 

SancTortivs’ lithotritic instruments, ii. 558. 

SANDIFORT on congenital dislocation of the 
hip, i. 769. 

SANson on dressing the wound after the 
operation for rectal fistula, i. 731; on the 
reduction en masse, ii. 16; on the retrac- 
tion of the tendons of the fingers, 11. 193; 
modes of performing the recto-vesical 
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operation for stone, ii. 612; mode of am- 
putating at the hip-joint with two flaps, 
1. 940; at the shoulder-joint with the 
circular cut, ii. 958; mode of operating 
In excision of the knee-joint, ii. 981. 

Sarcocele, ii. 804; syphilitic, i. 178. 

Sarcomatous tumors, ii. 710. 

SaRTorRius on the section of the tendo 
Achillis in club-foot, ii. 182. 

SAUCEROTTE on the operation for lacerated 
perineum, i. 611; on the application of 
sutures, 1. 611; case of artificial retention 
of feeces after the operation, i. 612. 

SAUTER’s apparatus for fracture of the neck 
of the femur, i. 570; on permanent ex- 
tension in fracture of the femur, i. 574; 
apparatus for permanent extension in 
fractures of the leg, i. 583; plan of redu- 
cing dislocation of the humerus, i. 785; 
directions for the extirpation of the womb, 
ii. 824, | 

SAVIARD on mortification from spurred rye, 
i. 61; on the healing of wounds of arte- 
ries, 1. 298. 

Scabies, scabies spuria, i. 634, 635. 

Scapula, fracture of, i. 548; resection of, ii. 
1002; with the clavicle, ii. 1004. 

Scarification, ii. 867. 

Scarpa on the healing of wounds of arteries, 
1, 298; experiments on the ligature of 
arteries, i. 303; experiment with the liga- 
ture and cylinder of linen, i. 304; practice 
in wounded intestine, i. 464; on the pro- 
duction of callus, i. 501; on the appear- 
ances presented on post-mortem examina- 
tion, some time after the cure of an arti- 
ficial anus, i. 720; on the nature of 
strangulation in ruptures, ii. 1]; on the 
reduction en masse, ii. 16; on dilatation 
of the stricture in strangulated hernia 
without cutting, ii. 38; modification of 
the operation for femoral rupture, ii. 73; 
opposed to the radical cure of umbilical 
rupture by ligature, ii. 83 ; treats ischiatic 
rupture as enlarged pudic rupture in 
women, and enlarged perineal rupture in 
men, ii. 87; on the causes of club-foot, 
ii. 176; machine for club-foot, ii. 180; 
views respecting the non-expansion of all 
the arterial coats in aneurism not always 
correct, ii. 205 ; on the application of the 
ligature, ii. 218; on the effects produced 
by the ligature on the arterial coats, ii. 
219; on ligature of the external iliac, 
li. 261; on the division of the prostate, ii. 
585 ; on the diagnosis between scrofula and 
scirrhus, ii. 762 ; on the nature of scirrhus, 
il. 768 ; case of lacteal swelling, ii. 789. 

ScHAACK on tapping a cold abscess with the 
trocar, and injecting red wine, or a solu- 
tion of bichloride of mercury or nitrate 
of silver, i. 90. 

SCHALLEIN’S, von, prophylactic treatment 
of hydrophobia, i. 374. 
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ScHINDLER’s artery-compressor, i. 299; on 
the more general application of the tre- 
phine, i. 413; mode of operating in ex- 
cision of the lower jaw with the condyles, 
ii. 989; on the previous ligature of the 
carotid artery, li. 990. 

ScHMALKALDEN on the treatment of artificial 
anus, i. 723. 

ScHMALZ on the effects of electrifying pa- 
tients in doubtful cases of mercurial dis- 
ease, i. 680. 

Scumirt’s obturator for vesico-vaginal fis- 
tula, i. 751. 

ScHMUCKER’s case of concussion, i. 411; 
case of wound of the womb, i. 486; on 
ligature of the hernial sac for its radical 
cure, il. 24; case of spontaneous rupture 
of the ovarian cyst, ii. 491. 

ScHNEIDER’s case of reduction of the con- 
secutive dislocation in hip-disease, i. 268 ; 

* bandage for rupture of the tendo Achillis, 
i. 493. 

SCHONLEIN on the elimination of the mole- 
cular fibrin, 1. 32. 

ScHREGER on the lengthening of the limb 

. in hip-disease, i. 257; on dislocation of 
the head of the thigh-bone downwards 
and inwards in hip-disease, i. 258; case 
of reduction of the consecutive disloca- 
tion, i, 268 ; on the treatment of salivary 
fistula, i. 713; apparatus for ligaturing 
complete rectal fistule, 1. 733 ; on the use 
of the suture in vesico-vaginal fistula, i. 
753, 755; on congenital dislocation of the 
hip, 1. 769; on the causes of congenital 
dislocations, i. 769; on incision of the 
hernial sac and the introduction of lint- 
tents, to effect the radical cure, ii. 24; 
indications when the operation for the 
radical cure is admissible, ii. 28; opera- 
tion for cartilaginous bodies in the shoul- 
der-joint, ii. 710; on the complication of 
nasal polypus with teleangiectasy, ii. 731; 
mode of amputating the penis near the 
pubic bones, 1i. 801. 

ScHREINER’S mode of amputating, li. 892. 

Scuun’s case of partial dislocation of the 
vertebrae, 1. 536. 

ScHuMER never found any trace of inflam- 
mation in cartilage, i. 236. 

ScHURMAYER’s apparatus for fracture of the 
neck of the femur, i. 570. 

SCHWANN’s opinion on the formation of new 
vessels, 1. 292. 

Scuwarz on the treatment of prolapse of 
the rectum, ii. 133. 

ScHWENKE on the lengthening of the limb 
in hip-disease, i. 257. 

ScHWERDT’S cleft-needle for the introduction 
of the thread in staphyloraphy, i. 605. 

Scoliosis, ii. 158. 

Scorr’s case of abscesses of the hip-joint, 
i. 254; plan of treatment of hip-disease, 
i. 263; case of wounded stomach without 
protrusion, i. 475. 
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ScouTTETEN’s operation for the destruction 
of the matrix of the nail, i. 200; on the 
causes of club-foot, ii. 176; on the section 
of the tendo Achillis in club-foot, ii. 182 ; 
mode of operating in exarticulating a 
bone, ii. $31 ; mode of operating for am- 
putation at the hip-joint, 11. 940 ; oval cut 
in partial amputation of the foot, ii. 949; 
mode of operating in exarticulation of the 
metatarsal bones, 11. 950 ; in exarticulation 
of the metatarsal bone of the great toe, 
ii. 952; in exarticulation of the toes, ii. 
954; amputation at the shoulder-joint 
with the oval cut, 11. 958; mode of ope- 
rating in exarticulation of the metacarpal 
bones of the ring and little fingers, ii. 
964; oval cut in exarticulation of the 
middle metacarpal bone, ii. 964. 

Scrotum, frost-bitten, i. 126; sarcomatous, 
il. 805; cancer of, ii. 815. 

ScULTETus’ artery-compressor, i. 299. 

Sebaceous tumors, ii. 697. 

SEDILLOT’s oblique cut in amputations, ii. 
892. 

SEGALAS’ caustic-holder for stricture of the 

- urethra, ii. 370. 

SEILER’s modification of Dupuytren’s en- 
terotome, 1. 723; on the nature of stran- 
gulation in rupture, ii. 12; on the opera- 
tion for strangulated ischiatic rupture, ii. 
87; on the posterior labial rupture, ii. 91. 

SELwyn’s, Dr. CoNGREVE, case of recovery 
from wound of the brain, i. 397. 

Senac on the globular structure of pus, i. 39. © 

SENFF on ligature of the hernial sac for its 
radical cure, ii. 24. 

SENNERTUS On aneurismal varix, ii. 269. 

SERRES’ case of aneurism of the basilar 
artery, ii. 240. 

Seton, introduction of, ii. 870. 

SEUTIN on the treatment of compound frac- 
tures, i. 512; on the starch bandage in 
fractured ribs, i. 547 ; treatment of frac- 
ture of the humerus, i. 556; application 
of the permanent apparatus in fracture 
of the femur, i. 575; in fractures of the 
bones of the leg, i. 588; case of excision 
of the head of the femur, ii. 978; case of 
resection of the fibula, ii. 1007. 

SEVERINUS on cauterizing the tonsils with 
red-hot iron or caustic, i. 145. 

SHARP on tying the tonsils, i. 145; on the 
arrest of hemorrhage by nature, i. 297 ; 
on Cheselden’s operation for stone, ii. 
586; mode of amputating at the shoulder- 
joint by the circular cut, ii. 958. 

Suaw’s case of extirpation of the tonsil, 
followed by superficial slough, alarming 
hemorrhage, and ligature of the carotid, 
1. 146; on dissection-wounds and their 
treatment, 1. 349; case of fatal hamor- 
rhage during lithotomy from wound of 
dorsal artery of the penis, ii. 603. 

SHELDon’s treatment of fractured olecranon, 
i. 560. 
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SHIPTON’s experiments on wounded intes- 
tine, i. 465. 

Shoulder, curvature of, ii. 191; exarticula- 
tion of the arm at, ii. 954; excision of the 
head of the humerus at, ii. 974. 

SHOVAL’s case of gastrotomy for the removal 
of a knife from the stomach, ii. 391. 

SIEBOLD, Von, on tying the tonsils, i. 145; 
case of yielding of the abdominal parietes, 
li, 85; of extirpation of the womb, ii. 
825 ; mode of amputating, ii. 892. 

SIGEBERT on mortification from spurred 
rye, i. 61, 

Srcnoronr’s modification of Gerdy’s opera- 
tion for the radical cure of rupture, ii. 25. 

Simpson, Dr. on cauliflower excrescence of 
the os uteri, ii, 818; on the mode of using 
the speculum vagine, ii. 820. 

SIMPSON, opinions of, relative to the forma- 
tion of pus, i. 35 ; adaptation of Thorbern’s 
staphylotome to the extirpation of the 
tonsils, 1. 145. 

Sinocovirz on the nature of strangulation 
in rupture, ii. 12. 

Skin, cancer of, ii. 763. 

Skopa on the formation of new vessels, i. 292. 

Skull, fractures of the, i. 389; fungus of, 
ii. 683. 

SMEE’S experiments on substances adapted 
for the immoveable apparatus for frac- 
tures, 1. 505. 

SMELLTIE, Dr. on the operation for lacerated 
perineum, i. 611; on the application of 
the sutures, i. 611. 

SmrrH on morbus coxe senilis, i. 260; on 

colchicum in tetanus, i. 381; case of tre- 

panning the spine, i. 538; on some of the 
signs of fracture of the neck of the femur, 

i. 564; fracture-bed, i. 571; on the reduc- 

tion of old dislocations, i. 767; case of 

congenital dislocation of the lower jaw, 

i. 772; on the post-mortem appearances 

in congenital subacromial dislocation, i. 

787; on the resemblance between the 

congenital subcoracoid dislocation, and 

the partial dislocation of the humerus, 
and that caused by rheumatic affection of 
the shoulder-joint, or by unusual atrophy 
of the upper-arm, i. 788 ; on the treatment 
of teleangiectasy by inserting threads 

dipped in solution of nitrate of silver, il, 

285; on the statistics of lithotomy, ii. 

545 ; case of large calculus, ii. 546. 

SOEMMERING’s preparation of fracture of the 
neck of the femur within the capsular liga- 
ment united by callus, i. 567; case of spon- 
taneous cure of umbilical rupture, 11. 82, 

Softening, i. 53. 

SoLANnDEr’s, Dr. sufferings from exposure 
to cold, 1. 126. : 
Soxera’s operation for varix by cutting 

through the vein above and below, ii. 292. 

SOLINGEN on amputating just above the 

ancle, ii. 921, 
VOL. I. 
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Sotty’s case of gangrene, i. 60; case of 
frost-bite, i. 127; case of recto-vesical 
operation for stone, ii. 612. 

Somme’s case of relaxed rectum, with inva- 
oka ha of the mucous membrane, ii. 
37. 

Sourn’s case of cold abscess, i. 45; of 
lymph-abscess, i. 49 ; on vesications filled 
with a blueish or blueish black fluid in 
cases of severe bruise,or when the bandages 
used in fracture are too tight, i. 55; ease 
of mortification of the lower extremity 
from effusion of blood causing distension 
of the limb, i. 55; cases of mortification 
after fever, i. 56; of dry gangrene conse- 
quent on abdominal typhus, i. 59; of dry 
gangrene from organic disease of the 
heart, 1. 59; of arteritis without gangrene, 
i. 60; of noma in the adult, i. 62; on the 
sloughing state of stumps from want of 
power, i. 70; on inflammation of the cel- 
lular tissue, i. 72; on the tendency of 
serous membranes to adhesive inflamma- 
tion, i. 73; case of arteritis, i. 75; on 
phlebitis, i. 77,78; on the causes of in- 
flammation of the absorbents, i. 80; on 
earthy deposits in the absorbents, i. 81; 
recommends the early opening of abscesses 
just beneath the skin, and in glandular 
structures, 1. 87; condemnation of pres- 
sure and squeezing an abscess, i. 88; on 
opening an abscess, i. 89; amputation 
should never be performed while gangrene 
is in progress, i. 95; on erysipelas and 
erythema, i. 99, 100; case of degenera- 
tion of the cellular tissue of the forehead 
and face, i. 104; the constitutional and 
local treatment of simple erysipelas, i. 
106, 107; on the treatment of erythema 
symptomaticum by incisions, i. 108; on 
the application of the nitrate of silver in 
erysipelas, i. 108 ; on burns, i. 111; burns 
generally more dangerous than scalds, i. 
111; complete immersion of a person in 
boiling water, fatal in ten or fifteen mi- 
nutes, 1, 111 ; persons whose entire surface 
has been charred by fire may live several 
hours, i. 111; danger of burns and scalds 
the greater, in reference to the part in- 
jured, i, 111; use of flour in the treat- 
ment of burns, i. 116; treatment of burns 
and scalds, i. 118; internal treatment of 
burns and scalds, i. 120; effects of the 
contraction of cicatrices, 1.121; case in 
which the cicatrix was dissected out, i, 
122; parallelism of the effects of great 
degrees of heat and cold on the animal 
body, i. 125; mustard liniment in the 
treatment of chilblains, i. 131; treatment 
of boils by free incision, i, 134 ; recom- 
mends the employment of general treat- 
ment in cases of boils, i. 135; rarity of 
carbuncle on the head i. 137; treatment 
of carbuncle, i, 188; recommends. the 
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actual cautery in cases in which an arte- 
rial branch has been wounded in scarify- 
ing the tonsils, i, 141; directions for 
opening a tonsillar abscess, i. 142; treat- 
ment of enlarged tonsils, i. 143; amputa- 
tion of the tonsils, i. 146 ; opinion against 
excision of the uvula, i. 147; on the arrest 
of the secretion of milk, and its absorp- 
tion, i. 151; recommends abscess of the 
breast to be opened freely and early, i. 
151; advantages of the proceeding, i. 152 ; 
condemns Langenbeck’s plan of treating 
the fistula, i. 152; treatment of fistule, 
i, 152; case of chronic abscess of the 
breast, operated on by mistake for scir- 
rhus, i, 153; on retention of urine in se- 
vere gonorrhea, i. 158; on gonorrhea viru- 
lenta, a constitutional disease in certain 
persons, i.. 162; frequency of the co-occur- 
rence of chancre and gonorrhea, 1. 164 ; 
gonorrheal sore throat, i. 166; treatment 
of gonorrhea, i. 169 ; of painful erections 
and chordee, i. 170; arrest of hemor- 
rhage from the urethra, i. 170; treat- 
ment of gonorrhea in women, i. 171; on 
gleet, i. 173; on the infectious nature of, 
1,173; condemnation of the practice of 
inoculating with gonorrhea to cure gleet, 
i. 174: on cubebs and copaiba in gonor- 
rhea, i. 176; on balanitis, i. 176; treat- 
ment of balanitis, i. 176 ; doubts swelling 
of the testicle being ever dependent on a 
syphilitic origin, 1. 178; on congestion of 
the semen in the seminal tubes, as a cause 
of orchitis, i. 178; wasting of the tes- 
ticle, caused by inflammation, i, 180; 
treatment of orchitis, i. 181; of fungus 
of the testicle, consecutive to abscess, i. 
181; of orchitis by compression, i. 182; 
on the application of compression, 1, 183 ; 
results of compression, i. 183; case of 
metastasis of gonorrhea and inflamma- 
tion of the testicle to the brain, i. 183; 
origin of lumbar abscess from external 
violence, i. 187; distinctive character of 
psoas abscess from femoral hernia, i. 187 ; 
insidious progress of the disease, i. 188 ; 
controverts Astley Cooper’s opinion that 
the abscess should be allowed to take its 
course, i. 188; on issues in the treatment 
of lumbar or psoas abscess, i. 188; con- 
demns the practice of passing a seton 
through a lumbar abscess, and prefers 
puncturing it with a lancet, i, 189; treat- 
ment of the abscess, 1. 190; paronychia 
cellulosa, 1.193; on the tendency of the 
tendinous and cellular whitlows to run 
into each other, i. 194; on the free inci- 
sion and subsequent treatment of whitlow, 
i. 196; directions for the treatment of the 
second variety of whitlow, i. 197; of the 
third variety of whitlow, and the neces- 
sity for free and deep incisions, i. 197; 
contravenes Cooper's statement that the 


ANALYTICAL INDEX. 


application of a blister will often bring 
away the nail in cases of ingrowing, i. 
200; condemns Cooper’s operations for 
the removal of the diseased nail, i. 201; 
on the evulsion of the nail in onychia 
maligna, i. 203; treatment of onychia by 
the. destruction of the nail-gland with 
nitric acid, i. 204; absence of  discrimi- 
nating signs between simple acute inflam- 
mation of the ligaments and rheumatism, 
i, 207; relaxation of the ligaments, i. 
209; cases of abscesses external to the 
joint, i. 210; position of the limb during 
disease of the knee-joint, i, 211; non- 
malignancy of pulpy degeneration of the 
synovial membrane, i. 218; local treat- 
ment of synovial inflammation, i. 219; 
if suppuration ensue, the swelling should 
be punctured early, i. 220; use of blisters 
in promoting the absorption of the effused 
fluid, i, 220 ; on irritant applications in the 
treatment of chronic synovial inflamma- 
tion, i. 221; case of disease of the synovial 
membrane of the knee, attended with 
evidence of fluctuation, in which the 
swelling was punctured without benefit, i, 
222 ; considers that ulceration of cartilages 
differs from common inflammation of the 
synovial membranes, and of the spongy 
ends of bones, i. 236; opinion that the oc- 
currence of scrofulous disease in the joints 
has suspended the progress of some other 
and perhaps more serious disease else- 
where, i. 240; has seen the connecting 
medium in anchylosis composed partly of 
ligamento-fibrous, and partly of bony mat- 
ter, i. 240; on the ivory-like covering: of 
the joint-surfaces of bones. i. 240; re- 
moval of the articular cartilages in old 
age, as the result of previous ulceration, 
i. 241; views on anchylosis differ some- 
what from those of Hunter, i. 242; on 
soft anchylosis from granulations, 1. 242 ; 
cases of fibrous anchy losis, i. 243; of the 
complication of bony and fibrous anchy- 
losis, i. 245; on the constitutional treat- 
ment of hysterical affections of the joints, 
i, 250; on the pain on the inside of the 
knee in hip disease, i. 252; on the short- 
ening of the limb, i. 256; explanation of 
the lengthening of the limb, i. 257; on 
the appearances after death in hip-disease, 
i. 258; on the sympathetic pain in the 
hip from disordered bowels, i. 260; on 
the morbus coxe senilis, i. 260 ; the use of 
issues approved of, i. 265; the actual. cau- 
tery or burning cylinders preferable in all 
cases where the limb is much lengthened, 
the muscles relaxed, and where there is 
great swelling from collection of fluid, i. 
265; Brodie’s plan of treating issues ap- 
proved of, i. 265; management of abscesses 
at the hip, i. 269; diagnostic symptoms 
of the diseases of the knee, i, 272; diag- 
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nostic sign for vertebral caries, i. 281; 
diagnosis between curvature of the spine 
from caries and that from rickets, i. 281 ; 
meaning of “ quick union,” i. 290; appli- 
cation of the tourniquet, i. 299; treatment 
of protracted oozing of blood, i, 301; of 
epistaxis, i, 302; wounds of the pudic 
artery and artery of the bulb during the 
lateral operation for the stone, i. 302; 
treatment of wounded arteries in the thick 
fleshy parts of the hand or foot, i. 302; 
experiment on the carotid of a dog, i. 803 ; 
on the application of the ligature, i. 304; 
ligature of large arteries above and below 
the wound, i. 305; necessity for cutting 
down upon a wounded vessel on the sound 
side of a limb, if nearer the artery than 
is the part wounded, i. 305; after-manage- 
ment of the ligature, i. 306; opinion that 
the ligature should be allowed to come 
away, as the result of the suppurating 
process, i. 308; management of a long- 
retained ligature, i. 308; on torsion, i. 
311; treatment of bleeding ossified ves- 
sels, 1. 318; on venous bleeding in opera- 
tions, i, 319; case of fatal venous bleed- 
ing during amputation of the breast, i. 
319; use of bandages for wounds, i. 324; 
advantages and disadvantages of sutures, 
i, 326 ; number of sutures to be used, and 
the mode of their application, i. 326; ob- 
jections to stuffing a wound which must 
heal by granulation, i. 329; regeneration 
of the nerves, and the recovery of their 
function after division, i 330; on the 
tearing or stripping down of large pieces 
of skin, i. 333; on torn wounds of the 
scalp, i. 334; on the sloughing which ge- 
nerally follows extensive laceration of the 
skin of the limbs, i. 334; on extensive 
ecchymosis, and the means of diagnosis, 
when an artery of any material size is 
wounded, i. 334; treatment of the swell- 
ing, i. 334; danger of gangrene when a 
large artery has been wounded, from the 
distension of the soft parts, 1.334; cases 
of severe injury from small shot, i. 336; 
objects to the application of caustic in dis- 
section-wounds, 1. 349, 350 ; absorption of 
poisonous matter in dissection-wounds, i. 
349; the most dangerous punctures those 
received in the examination of cases of 
simple or puerperal peritonitis, i. 350; con- 
sequences of dissection-wounds, 1. 350 ; on 
viper-bites, and the requisite treatment, i. 
353 ; doubts the disposition of hydrophobic 
patients to bite, i. 369; excision of the 
bitten parts in hydrophobia, i. 373 ; ex- 
cision of the scar, i. 374; on the proxi- 
mate cause of tetanus, i. 378; on the 
favourable termination of cases of tetanus 
which pass over the seventh day, i. 380; 
on long and free incisions on either side 
of the spine, and cauterizing the wounds 
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In tetanus, 1. 381; on the treatment of 
tetanus, i. 382; on the non-necessity for 
sutures in wounds of the scalp, i. 384; on 
bruises of the coverings of the skull, fol- 
lowed by collections of fluid blood, i. 
384; on poultices in bruises of the scalp, 
1. 387 ; treatment of injuries of the head 
when inflammation of the dura mater has 
setin, i. 387; bleeding at the ear, a sign 
of fracture at the base of the cranium, i. 
390; non-necessity for the trephine in 
general, i. 391; on fracture of the frontal 
sinuses, i. 392 ; on apparent fracture and 
depression of the skull, i. 392; treatment 
of simple fracture with depression with- 
out the trephine, i. 392: importance of 
caution in the prognosis of wounds of the 
orbit, i. 397 ; propriety of opening abscess 
of the brain, i. 399; consequences of fo- 
reign bodies remaining in the brain, i, 
399; chronic inflammation of the dura 
mater, i. 401; mercury in the treatment of 
inflammation of the brain, i. 403 ; mercury 
in compression, i. 405; removal of the ex- 
travasated blood after trepanning, i. 406; 
puncturing the dura mater, when the ex- 
travasation lies beneath, i. 406 ; the opera- 
tion of trepanning to remove effused blood, 
1. 408; state of the pulse in concussion, i, 
409; treatment of concussion, i. 411; in- 
frequency of fungus of the brain after 
trephining, i. 413; trepanning in caries 
and necrosis of the skull, i. 415; distine- 
tion between the trepan and the trephine, 
i, 420; operation of trephining, i. 420; 
trepanning the frontal sinuses, i. 422; re- 
moval of the depressed and detached bone, 
and of any points on the edge of the frac- 
ture. 1.422; bleeding from the middle 
meningeal artery, or from a sinus, i. 
423; after-treatment, i. 424; the twisted 
suture or thin pins in wounds of the face, 
i, 427; wounds of: the gristly passage of 
the ear, i. 430; on position in the treat- 
ment of wounds of the windpipe, i. 433 ; 
on the treatment of such wounds, i. 433, 
434; case of fistulous wound between the 
thyroid and cricoid cartilages, i. 434; on 
secondary hemorrhage in cut-throat, i. 
434; management of fistule resulting 
from gun-shot wounds of the windpipe, 
with loss of substance, i. 435; examina- 
tion with the probe, ete., in penetrating 
wounds of the chest, i. 439 ; condition of 
the lungs when the chest is opened, i. 
439 ; on emphysema, i. 451; on the prac- 
tice of sucking or pumping, to extract the 
air in the cavity of the chest, i. 452; case 
of wounded intestine, i. 462; treatment of 
wounded intestine without feculent dis- 
charge or prolapse, 1.471; rupture of the 
liver, i. 478; rupture or laceration of the 
bladder in fracture of the pelvis, i. 481; 


_ rupture of the perineum, i. 486; incising 
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the spongy body of the penis, not always 


a cause of loss of the power of erection, 1. |: 


487 ; objection to amputation of the penis, 
in lacerations of the cavernous bodies, i. 
488; treatment of rupture of the urethra, 
i. 488; case of hydrocele, which was 
tapped, and the testicle supposed to be 
wounded, i. 489 ; commends Abernethy’s 
practice in wounds of joints, 1. 490 ; cases 
of torn muscles, i. 495; causes of want of 
bony union in fractures of the neck of the 
femur, olecranon, patella, and os calcis, 1. 
503; non-necessity for bandages in frac- 
tures, i. 504; immoveable apparatus for 
fractures, i. 505; on the position ofthe limb 
when stiffness of a joint is anticipated, 1. 
506; after-treatment of the fracture. 1. 
507; impropriety of setting a fracture 
before the lapse of a few days; i. 507 ; 1m- 
_ mediate management of fractured cla- 

vicle, and of oblique fractures, 1. 508 ; on 
the antiphlogistic treatment in compound 
fracture, i. 510; exhibition of opium in 
compound fracture, i. 510; enlargement 
of the wound, and sawing off the project- 
ing portion ‘of bone, i. 510; removal of 
- splinters, i. 510; formation and treatment 
of abscesses during the progress of com- 
pound fractures, 1. 511; treatment of 
- wounded vessels, i. 511; mortification, 
and its treatment, general and local, i. 
511; principal points to be considered in 
determining on the necessity for imme- 
diate amputation, i. 519; immediate and 
remote consequences of compound fracture, 
i. 521; sympathetic, symptomatic or irri- 
tative fever, 1.521; almost invariably sub- 
sides as suppuration is established, 1. 521 ; 
occurrence of secondary, constitutional, or 
nervous symptoms, i. 522; amputation 
must not be performed while the symp- 
tomatic fever continues, i. 522; the ad- 
vantages hoped for by the immediate 
removal of the injured parts. in prefer- 
ence to attempting to save them, i. 528 ; 
objects and occasional results of imme- 
diate amputation, i. 523; bending of 
bones, i. 526; case of extensive fracture 
of the bones of the face, i. 528; fracture 
of the lower jaw, i. 528; fracture of the 
os hyoides in persons who have been 
hung, i. 530; signs and rarity of occur- 
rence of fracture of the spinous process 
of the vertebre alone, 1. 53153 occurrence 
of fracture of the vertebra, without any 
great violence, i. 532; causes of fractured 
vertebrae, and on the injury the spinal 
cord sustains from the accident, 1. 533; 
case of separation of the under surface 
of the second cervical vertebra from the 
inter-vertebral substance, without dis- 


. placement, i, 535; treatment of fracture |: 


of the spinous processes, i. 588; on the 


attempt to set a fracture through the body 
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of a vertebra, 1. 538 ; treatment of frac- 
tured spine, i. 538; operation for trepan- 
ning the spine, i. 542; after-treatment, 1. 
542; fracture of the coccyx, i. 543; frac- 
tures of the hip-bone, and their danger 
from rupture of the bladder, i. 544; dia- 
gnosis of fracture of the hip-bone, 1. 544; 
impropriety of any operation to raise the 
depressed portions of bone, in fractures 
of the sternum, i. 546; case of wound of 
the heart caused by a fractured rib, i. 
546; treatment of fractured ribs, 1. 547; 
causes of fracture of the scapula, i. 548; 
symptoms of fracture of the acromion, i. 
548; doubts the occurrence of fracture 
of the neck of the scapula, i. 549; case 
ef fracture of the coracoid process, i. 
549; fracture of the body, spine, and 
angle of the scapula, i. 549; treatment 
of fractured clavicle, i. 552; fracture of 
the greater tubercle of the humerus, i. 
553; cases of fracture of the anatomical 
neck, i. 554; fracture of the surgical neck, 
i. 554; treatment of fracture of the hu- 
merus, i. 556; fracture of the condyles, 
1.557; treatment of compound fracture 
of the humerus, i. 557; fracture of the 
neck of the radius, i. 558; treatment of 
fractures of the fore-arm, 1. 560; of frac- 
tures of the olecranon, i. 561; inlocking 
of the broken ends of the bone, i. 564; 
case of separation of the head of the fe- 
mur from its neck by external violence, 
i. 565; preparation of fracture within the 
capsular ligament united by callus, i. 567 ; 
simple and compound fractures of the 
femur, i. 573; treatment of fracture of 
the femur, i. 573; of fractured patella, 
i. 578; means to be adopted for the adap- 
tation of the rectus muscle to the new 
condition of the patella, 1.579 ; compound 
fracture of the patella, i. 580 ; treatment 
of fracture of the bones of the leg, i. 583 ; 
‘case of compound fracture of the os calcis, 
1.585; fracture of the phalanges of the 
toes, and treatment, 1. 586; causes of the 
non-union of fractured bones, 1. 588; rub- 
bing the ends of the broken bone together, 
i. 589; application of pressure in false 


joints, i. 590; objects to external irrita- 


tion i. 590; remarks on Green’s operation 
for an uuunited fracture, i. 592; uncer- 
tainty attending all operations on false 
joints, i, 594; period at which the opera- 
tion for hare-lip should be performed, i. 
596; removal of the projecting teeth 
prior to the operation, i. 596; position of 
the child’s head during the operation, i, 
597; preference of the bistoury to scis- 
sors, i. 597; the time the pms should be 
left, and their removal, i. 599; on tear-. 
ing out of the needles, i. 599; use of ob- 
taurators in cleft of the hard palate, i. 
6003 application of strips of plaster in 
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' the freatment of ulcers, i. 619; iodide of 
potassium and cod-liver oil in scrofula, i. 
624; treatment of sloughing chancre, i. 
658; of suppurating bubo, and of the sub- 
sequent ulcer, i. 659; secondary syphilitic 
sores, and their treatment, i. 661; treat- 
ment of nodes, i. 662; the friction-cure, 
i. 664; proper mode of exhibiting mer- 
cury in the treatment of syphilis, i. 671; 
possibility of infection from secondary 
syphilis, 1. 675; absorption of part of the 
dead bone in the process of exfoliation, i. 
693; consequences of caries or necrosis 
in the mastoid process, i. 698; necrosis of 
the vault of the skull, i. 699; case of ex- 
tensive destruction of the vault of the 
skull, 1.699 ; caries of the bones of the 
face, i. 699; disease in bones from mer- 
cury and syphilis, i. 699; inflammation 
and suppuration in the _ tooth-socket 
without caries, i. 701; symptoms and 
treatment of sympathetic disease of 
the antrum, i. 701; epulis, i. 702; 
stopping a carious tooth, i. 703; treat- 
ment of toothache, i. 704; hemorrhage 
consecutive to extraction of a tooth in 
cases of hemorrhagic diathesis, and its 
treatment by the actual cautery, i. 707; 
case of consecutive hemorrhage, i. 707; 
necessity for adopting preventive mea- 
sures immediately after the extraction of 
a tooth, when the hemorrhagic diathesis 
is known to exist, i. 709; treatment of 
fistula of the parotid duct, i. 7155 biliary 
fistule, i. 716; case’ of artificial anus at 
the navel, i. 722; of flow of colourless 
fluid from the navel, i. 722; operation 
for rectal fistula, i. 730; ligature of rec- 
tal fistula, i. 752; incomplete internal 
urinary fistula,i. 738; operation for the 
division of the stricture in great narrow- 
ing of the urethra, 1. 747; for recto-vesi- 
cal fistula, i. 748; diagnosis of disloca- 
tions i. 763; dislocations from muscular 
action, i. 763; reduction of dislocations, 
1. 765; of old dislocations, and on the 
necessity of caution in practising exten- 
sion, i. 766; recurrence of dislocations 
after reduction from exhaustion of the 
muscular power, i. 767; auxiliary treat- 
ment in the reduction of dislocations, i. 
768; reduction of dislocation of the lower 
jaw, i. 771; difficulty of keeping the dis- 
located scapular end of the clavicle re- 
duced, i. 780; repeated dislocation of the 
femur in the same person, i. 795 ; English 
practice in compound dislocations of the 
ankle, i. 809 ; reducing the dislocation of 
the astragalus, i. 811; case of dislocation 
of the os calcis, i. 812; on certain forms 
of ruptures, ii. 2; presence of the sac in 
vesical and cecal ruptures, 11. 2; causes 
of stricture in the body of the sac, il. 3; 
hour-glass contraction of the hernial sac, 
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ii, 4; occasional rupturé of one side of 
the sac in femoral hernia, ii. 5; difficulty 
of distinguishing between intestinal and 
omental ruptures, ii. 8; the gurgling noise 
in the rupture, ii. 8; thickening of the 
Intestine in the sac, ii. 10; incarceration 
and strangulation, ii. 12 ; costiveness as a 
symptom of strangulation, ii. 13; dilata- 
tion of a strangulated rupture on cough- 
ing, li. 13; application of the taxis, ii. 15 ; 
danger attending violence in the applica- 
tion of the taxis, ii. 15; reduction en masse, 
ii. 15; objections to the use of tobacco 
enemata, ii. 30; case of mortified intes- 
tine from strangulation, ii. 32 ; the proper 
time for the performance of the operation 
for strangulated hernia, ii 54 ; objection 
to lifting up a fold of the skin, and incising 
it, ii. 35; length of the first incision in 
scrotal and femoral hernia, ii. 35; divi- 
sion of the coverings, and opening the 
hernial sac, ii. 36; cases of internal stran- 
gulation by bands from the mesentery or 
by diverticula of the ileum, ii. 37; divi- 
sion of the stricture, ii. 37; objections to 
dilatation without cutting, ii. 38; return 
of the intestines after the division of the 
stricture, ii. 38; occasional effusion of 
fluid from the abdomen after the return 
of the intestines, ii. 39; treatment of ad- 
hesions between the intestine or omentum 
and the sac, ii. 39; objections to punc- 
turing or incising the intestine, unless dis- 
tended with solid matter, ii. 40; cases of 
removal of degenerated omentum, ii. 40 ; 
mode of treating the protruded omentum, 
ii. 41; secondary hemorrhage from the 
omentum, il. 42; dark colour of the in- 
testine caused by venous congestion, ii. 
42; consequences of protracted constric- 
tion of the intestine, and of violence in 
the application of the taxis, ii. 45; signs 
indicative of gangrene of the intestine, 
11.45; case of gangrenous intestine, in 
which a fetid smell was perceptible before 
the sac was opened, ii. 46; division of the 
stricture external to the sac, il. 47; treat- 
ment after the operation, ii. 47 ; suppura- 
tion of the sac, ii. 49; case of extensive 
sloughing of the abdominal and lumbar 
cellular tissue after the operation, ii. 49 ; 
occurrence of gangrene in the intestine 
some days after the operation in persons 
of an enfeebled constitution, ii. 50; de- 
scription of the fascia transversalis, ii. 55 ; 
coverings of imperfect inguinal rupture, 
ii. 57; difficulty of diagnosis between 
rupture and hydrocele of the cord, ii, 60; 
cases of hydrocele of the cord mistaken 
for rupture, ii. 60; direction of the cut in 
dividing the stricture in inguinal rupture, 
ii. 64; anatomy of femoral rupture, ii. 
67; diagnosis of femoral from inguinal 
rupture in women, ii. 70; + presence of 


exlvi 


other tumors in the femoral region likely 
to be mistaken for femoral rupture, ii. 
70; coverings of femoral rupture, ii. 70; 
cases of femoral rupture with two sacs, ii. 
75; ligature of the umbilical cord, ii. 
79; case of double umbilical rupture, ii. 
80; opposed to the radical cure of umbi- 
lical rupture by ligature, ii. 83; cases of 
rupture of the linea alba, ii. 84; cerebral 
rupture, ii. 97; accidental cerebral rup- 
ture, ii. 100; irritation of the rectum in 
prolapsus uteri, ii. 105; contents of the 
sac formed by the prolapsed vagina, ii. 
105; case of prolapse of the bladder re- 
lieved by operation, ii. 126 ; treatment of 
prolapse of the rectum in children, ii. 
132; causes of high shoulder, ii. 159; 
ease of hysterical club foot, i1. 177; cases 
of club foot from palsy of the muscles of 
the leg, ii. 179; treatment of club foot in 
early infancy, ii. 180; section of the 
tendo Achillis in club foot, ii. 182; appli- 
cation of the extending power after the 
operation and healing of the wound, ii. 
183; division of the plantar fascia ii. 
184 ; section of the tendon of the tibialis 
posticus, and danger of wounding the 
posterior tibial artery, ii. 184; cause of 
the mischief in splay foot, ii. 187 ; ulcera- 
tion of the calfa cause of horse foot, ii. 
189; case of horse foot from palsy, ii, 
189; apparatus for horse foot, ii. 189; 
distinguishing characters of circumscribed 
true and false aneurism, ii. 201; case of 
aneurism mistaken for abscess, ii. 202 ; 
relative frequency of aneurism in the 
sexes, ii. 203 ; spontaneous cure of aneu- 
rism, ii. 206; size of the aneurism best 
fitted for operation, ii. 217 ; importance 
of opening the sheath to the least possible 
extent in applying a ligature round an 
artery, ii, 221; return of pulsation in the 
aneurism for a short time, after the liga- 
ture of the artery, ii. 223; treatment of 
secondary hemorrhage, ii. 225; objec- 
tions to the operatious for ligatures of the 
axillary artery, ii. 241; ligature of the 
subclavian, ii. 243; aneurisms of the 
aorta and origin of the carotid and sub- 
clavian liable to be mistaken for aneurism 
of the subclavian, ii. 245; results of 
injury to the axillary nerves, ii. 249; 
compensating collateral branches after 
ligature of the brachial, ii. 254; com- 
ments on Perry’s case of aneurism burst- 
ing into a vein, ii. 272; application of the 
ligature in teleangiectasy, li. 283 ; caustic 
in teleangiectasy, ii. 284; case of varix 
of a deep-seated vein, ii. 289; ligature 
of the saphena vein for varix, ii. 291; 
spermatocele, ii. 295; adhesion of the 
tongue to the cheek, ii. 315; objections 
to protrusion of the tongue prior to the 
passage of the esophagus bougie, ii. 323 ; 
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case of adhesion of the two portions of 
the ileo-colic valve, causing obstruction 
to the passage of the meconium, ii. 326 ; 
of imperforate anus opening under the 
glans penis, ii. 329; Jewish operation of 
circumcision, ii. 345; reduction of para- 
phimosis, ii. 350 ; danger of using plaster 
bougies in stricture, ii. 361; introduction 
of the bougie, ii. 362; general treatment 
of stricture, ii. 363; practice to be adopted 
when laceration of the urethra by the 
bougie is suspected, ii. 365; use of the 
armed bougie, ii. 372; treatment of false 
passages, ii. 373; of closure of the vagina 
in infants, ii. 375; case ofa piece of 
tobacco-pipe lodged in the cheek, ii. 380; 
cases of foreign bodies in the cesophagus, 
ii. 381; case of a fish-bone in the ceso- 
phagus, ii. 382; preference of trache- 
otomy to esophagotomy, il. 385; inserting 
a tube in the larynx after laryngotomy, 
ii. 400; case of fistulous opening in the 
larynx after an attempt at suicide, ii. 
400; necessity of probing the larynx and 
rima glottidis after an operation for the 
extraction of foreign bodies, ii. 403 ; mode 
of operating for ranula, ii 407; case of 
adhesion between, and ulceration of the 
gall-bladder into the duodenum, ii. 408 ; 
bursting and gangrene of the bladder, 
rare terminations of ischuria. ii. 411 ; rare 
occurrence of re-opening of the urachus, 
ii. 412; obstruction to the urine by cal- 
culi in the urethra, ii. 416; removal 
of calculi from the urethra, il. 418; case 
of retention of urine from the pressure of 
an hydatid, ii. 419; catheterism in in- 
flammation of the prostate, ii. 420; in 
enlarged prostate, ii. 425; treatment of 
complete retention in stricture, ii. 425; 
operation of cutting into the urethra in 
the perineum, ii. 428; shape and thick- 
ness of the catheter, ii. 430; puncturing 
the bladder, ii. 436; hematocele follow- 
ing the operation for hydrocele, ii. 456 ; 
dispersing the blood in hematocele of the 
vaginal tunic, ii 456; occurrence of sup- 
puration if the effused blood be not soon 
absorbed, ii. 457; formation of bursee from 
pressure, ii, 458; partial enlargements 
of the sheaths of tendons, ii. 459; house- 
maid’s knee, ii. 459; treatment of drop- 
sical burs, ii. 4615; objection to ope- 
rating in hydrarthrus, ii. 4623; objects to 
injections of iodine in hydrarthrus, 11, 
462; to opening abscess of the lung, ii. 
475; suppuration of the pericardium, il. 
479; propriety of passing the catheter 
before tapping for dropsy, ii. 484; of as- 
certaining the condition of the womb 
before tapping, ii. 484; operation of tap- 
ping, ii. 484; case of wound of the epi- 
gastric artery in tapping, li. 485; of 
venous hemorrhage during tapping, ii. 
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485 ; relative value of the small and large 
operations for ovarian dropsy, ii. 490; 
characters of hydrocele, ii. 497. situation 
of the testicle in hydrocele, ii. 498; cha- 
. racters of the serum in hydrocele, ii, 498 ; 
complications of hydrocele, ii. 498; the 
Spontaneous cure of, ii. 499 ; treatment of 
by punctures, ii. 500; impropriety of any 
other operation than tapping in hydrocele 
of old people, ii. 501; iodine injection in 
hydrocele, ii. 504; suppuration of the | 
tunica vaginalis after the operation by 
Injection, ii, 504; treatment when the 
cellular tissue of the scrotum is injected 
by mistake instead of the tunica vaginalis, 
li, 504; of hydrocele by seton, ii. 505 ; 
cutting away the vaginal tunic, ii. 506; 
treatment of hydrocele complicated with 
rupture, 11. 511; foreign bodies the nuclei 
of stones, ii. 524 ; treatment of renal cal- 
culi, ii, 542; sounding, ii. 550; exist- 
ence of calculous symptoms without the 
presence of a stone in the bladder, ii. 551; 
simulation of calculus by vesical polypus, 
li. 551; measuring the calculus. ii. 551; 
case of stone undetected by the sound 
during eight years, ii. 581; external in- 
cision in lithotomy, ii. 582; use of the 
cutting gorget, ii. 593; contraction of 
the bladder during lithotumy, ii. 600; 
- treatment of hemorrhage during and after 
the operation for stone, ii. 603; secondary 
hemorrhage, ii. 604; case of secondary 
hemorrhage, ii. 604; wounding the rec- 
‘tum, ii. 606; treatment to be adopted 
after the operation, ii. 607 ; incontinence 
of urine consequent on lithotomy in wo- 
men, li, 622; dilatation of the female 
urethra for the extraction of calculi, ii, 
622; cases in which lithotrity should be 
performed, and those in which lithotomy 
should be preferred, ii. 628; treatment of 
. Stone in the urethra, ii. 631; extraction 
of calculi in the urethra in front of the 
scrotum, without incising the canal, ii. 
632; lymphatic bronchocele and serous 
_ cysts in the neck, ii. 654; employment 
of iodide of potassium, ii. 661; in the 
_ form of ointment, ii. 662; enlargement of 
the nymphe, ii. 665; removal of the en- 
larged nymphe by operation, ii. 666; ve- 
nereal and malignant warts ii. 666 ; treat- 
ment of common, venereal, and malignant 
warts, ii. 667; case of human horns, ii. 
670; fatty tumours, ii. 690; lipoma 
diffusum, ii. 690; extirpation of fatty 
tumours, ii. 693 ; removal of the roots of 
the tumour, and after-dressing, ii. 694; 
. cysts forming around foreign substances, 
ii. 694; atheromatous cysts, and their 
contents, i. 696; cause of sebaceous tu- 
mours, ii. 698; removal of by operation, 
ii. 701; condemns the extirpation of 
ganglions, ii. 703; cases of acephalocysts, 
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ii. 704; composition of foreign bodies in 
joints, ii. 708; mode of operating for 
foreign bodies in joints, ii. 709 ; two kinds 
of sarcomatous tumours, ii. 710 ; enlarge- 
ment of the prepuce and scrotum, ii. 711 ‘ 
removal of sarcomatous tumours by ope- 
ration, ii. 712; plugging the nostrils, ii. 
734; opening the maxillary sinus, ii, 
742; after-treatment, ii. 743; tumours of 
nerves in stumps, ii. 765; case of long- 
standing scirrhus, ii. 768; compression 
of scirrhus, ii. 770; operation for cancer 
of the lip, when the disease does not extend 
beyond the red part, ii. 774; scirrhus of 
the breast, ii. 784; case of lacteal swel- 
ling, 11. 789 ; question as to the propriety 
of removing a scirrhous breast, ii, 796 ; 
case of fatal venous hemorrhage from 
extirpation of the breast, ii. 798; after- 
treatment, ii. 798; opinion that amputa- 
tion is not preferable to extirpation of the 
breast, ii. 799 ; recurrence of cancer after 
amputation of the penis, ii. 801 ; relative 
value of the two operations for amputa- 
tion of the penis, ii. 803; retraction of 
the cord during extirpation of the testicle, 
li. 812; ligature of the spermatic cord, ii. 
813; treatment of undescended testicle, 
li. 814; extension of chimney-sweep’s 
cancer to the neighbouring parts, ii. 816 ; 
cause of chimney-sweep’s cancer, ii. 816; 
case of recurrence of the disease after-its 
extirpation, ii. 816; case of reunion. of 
divided parts, ii. 835 ; exhibition of opium 
and dietetic stimulants prior to and after 
au operation, ii. 854; condemns Ward- 
rop’s proposal to bleed a patient to faint- 
ing, and operate during the syncope, ii. 
855; directions for blood-letting from a 
vein, li. 862; arteriotomy, ii. 864; treat- 
ment of the after-bleeding from leech- 
bites, ii. 866 ; substitute for cupping, ii. 
868; dangerous hemorrhage from cup- 
ping, ii. 868; relative value of leeches 
and cupping, ii. 868; preference of cup- 
ping, li. 868; use of glass beads for 
issues, ii. 869; of India rubber tape for 
setons, ii. 870; application of blisters, ii. 
871; inconveniences resulting from keep- 
ing a blister too long on the part, ii. 871; 
on the length of time during which a 
blister should be applied, ii. 871; on 
children, ii. 871; use of mustard poul- 
tices, li. 872; vesicating by friction with 
croton oil, il. 872; relative value of the 
tourniquet, and of compression of the prin- 
cipal artery by a capable assistant in am- 
putation, ii. 889 ; retraction of the divided 
muscles by the hand in amputation, ii. 
893; use of the saw, ii. 893; duties of 
the assistant when the bone is being sawn 
through, li. 894; venous hemorrhage, 
and the ligature of the veins after ampu- 
tation, ii, 894; exposure of the stump, ii. 
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895; bringing the edges of the wound 
together in the horizontal direction, ii. 
896; application of the strips of plaster 
after amputation, ii. 896; use of cradles, 
and a substitute for them, after amputa- 
tion, ii. 897; of sutures after flap-ampu- 
tations, ii. 897 ; objects to the practice of 
dressing the amputation-wound to heal 
by suppuration and granulation, ii. 897; 
treatment of ligatures after amputation, 1i. 
898; of after-bleeding, ii. 899; impro- 


priety of tying the main arterial trunk for | 


consecutive hemorrhage after amputa- 
tion, ii. 899; use of the actual cautery in 
after-bleeding, ii. 899; causes and treat- 
ment of protrusion of the bone, 11. 901; 
exfoliation of the bone after amputation, 
ii. 901; fungous growth from the me- 
dullary cavity, ii. 901; relative value of 
the flap and circular operations, 11. 903 ; 
objects to flap operations on the leg, ii. 
903; union of an amputation-wound, 11. 
904 ; results.of amputation, ii. 905 ; posi- 
tion of the limb in amputation of the 
thigh, ii. 906 ; position and duties of the 
assistants, ii. 906; circular cut, and ver- 
tical division of the skin laterally, ii. 
907; mode of using the knife in ampu- 
tating, ii. 908; retraction of the soft parts 
with the hand while sawing through the 
bone, ii. 908 ; bandaging and dressing the 
wound, ii. 908; reason why in Liston’s 
flap-operation the hind flap should be 
longer than the front, 11. 909 ; comments 
on Syme’s objections to amputation 
through the shaft of the femur, and re- 
commendation to amputate through the 
trochanters, or condyles, ii. 910; forma- 
tion of conical stumps in flap-amputations 
of the thigh, ii. 914; application of the 
tourniquet in amputations of the leg, ii. 
916; seat of amputation through the leg, 
ii. 917; ligature of the retracted anterior 
tibial artery in amputation high up 
through the leg, ii. 918; treatment of 
hemorrhage from the nutritious artery 
of the tibia, ii. 918; causes of subsequent 
sloughing of the integuments, ii. 918 ; 
objections to flap amputations of the leg, 
ii. 919; case of amputation just above the 
ancle, ii. 922; tabular report of amputa- 
tions through the leg, ii. 922; propriety 
of having a long stump, if possible, in 
amputation through the upper arm, ii. 
923; tabular report of, ii. 925; flap-am- 
putations through the fore-arm, 11. 926 ; 
tabular report of, ii. 927 ; consequences 
of amputation through the metatarsal 
bone of the great toe, ii. 929 ; amputation 
through the metacarpal bones, ii. 930; 
amputation at the hip-joint, ii. 933; ex- 
cision of the acromion, glenoid cavity, and 
coracoid process in amputation at the 
shoulder-joint, 11. 961; case of amputa- 
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tion at the shoulder-joint, ii. 961; precau- 
tions to be taken in the flap-operations at 
the wrist, ii. 963; comparative danger of 
primary and secondary amputation in 
severe injuries of the thigh, ii. 967; con- 
clusion in favour of primary amputation, 
ii. 967; minor danger in injuries of the 
leg or upper extremities, and consequent 
propriety of immediate amputation, ii. 
967; excision of the ancle-joint, 11. 984 ; 
injurious effects produced by the inhala- 
tion of ether, ii. 1008; impropriety of 
inhaling ether prior to the operation for 
cataract, li. 1009. 

SouTHAM on paracentesis in ovarian dropsy, 
ii. 488 ; nature of ovarian disease, ii, 491; 
extirpation of ovarian cysts, ii. 493. 

SPENCE on the effects of the scorpion sting, 
i. 351. 

Spermatic artery, ligature of, ii. 811. 

—— cord, wounds of, 488 ; degeneration of, 
ii. 812. 

Spermatocele, ii. 295. 

SPEYER on the peculiar causes of death at 
different periods in wounds of the heart, 
i. 454. 

Spina bifida, ii. 464; ventosa, ii. 678. 

Spine, fracture and dislocations of, i. 531, 
772; curvatures of, ii, 157. 

Splay-foot, 11. 185. 

SPLEEN, WOUNDS OF THE, i. 79; are gene- 
rally fatal, i. 479; Astley Cooper’s case 
of wound of, i. 479; Astley Cooper’s 
cases of separation of from its attach- 
ments, i. 480; rupture of, i. 480; protru- 
sion of, 1.480; Ferguson’s case, i. 480. 

STANLEY on inversion of the foot in fracture 
of the neck of the femur, i. 565; case of 
fracture of the neck of the femur within 
the capsular ligament united by bone, i. 
567; of dislocation of the astragalus out- 
wards, i. 810; of contracted knees cured 
by the subcutaneous section of the ham- 
string tendons, ii. 174; pulsating tumors 
of bones, ii. 277. 

Staphyloraphy, i. 602—607. 

STARK’s case of wound of the larynx and 
pharynx, 1. 435. 

STARKE on the phosphor. hydrarg. in the 
treatment of syphilis, i. 662. 

Steno’s duct, fistula of, i. 712. 

Sternum, fracture of, 1. 545. 

Stevens’, Dr., operation for the ligature 
of the internal iliac, ii. 257. 

STEWART’s opinions relative to the forma- 
tion of pus, 1. 35. 

STIEBEL’s diagnostic sign for vertebral 
caries, i. 281. 

STILLING on the interweaving of arteries, i. 
311. 

Strokes’, Dr. case of displacement of the 
heart from external violence, ii. 96 ; cases 
of foreign bodies in the cesophagus in- 
ducing laryngeal symptoms, ii. 398. 
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SToeEss on the section of the tendo Achillis 
in club-foot, ii. 182. 

STOMACH, WOUNDS OF THE, i. 475; symp- 
toms, 1.475; danger of such wounds, i. 
475; treatment, i. 475; use of the suture if 
the external wound be large, the wound 
of the stomach directly opposite, or if the 
wounded part protrude, 1. 475; Scott's 
case of wounded stomach without pro- 
trusion, 1.475; Travers’ case in which he 
applied a ligature round the wound of a 
protruded stomach, i. 476; Dr. Cook’s 
case of fistulous opening in the stomach, 
1. 477; foreign bodies in the, ii. 388. 

Stricture of the esophagus, ii. 317; of the 
rectum, li. 324; of the urethra, ii. 351. 

STROMEYER on the causes of congenital dis- 
locations, i. 769; of wry neck, ii. 153; 
treatment of wry neck after the section 
of the sterno-cleido-mastoideus, ii. 156 ; 
palsy of the serratus magnus a cause of 
scoliosis or lateral curvature of the spine, 
ii. 161; case of curvature of the hip, in 
which the pectineus and sartorius were 
divided, ii. 172; section of the tendo 
Achillis in club-foot, ii. 182; causes of 
splay-foot, ii. 186; treatment of aneu- 
Tismal varix, il. 271. 

STRUVE on extirpation of the wound, ii. 
823. 

Subclavian aneurism, ii. 240. 

—— artery, ligature of, ii. 242. 

Sur's case of a foreign body remaining a 
long while in the windpipe, ii. 396. 

SUPPURATION :—a natural result of severe 
inflammation, i. 34; secretion of pus, 
i. 34; formation of abscess, i. 34, 36; 
opinions of Simpson, De Haen, Morgan, 
Hunter, Brugmans, Pinel, Boerhaave, 
Bell, Gotter, Quesnay, Hoffman, Gras- 
huis; Stewart, Pearson, Hewson, E. 
Home, Berzelius, Gruithuisen, Fischer, 
Donné, Gluge, Valentin, Gueterbock, 
Wood, Bonnet, Mandt, Vogel, and von 
Bibra, relative to the formation of pus, i. 
35; symptoms of approaching suppura- 
tion, 1. 35 ; occurrence and signs of fluc- 
tuation, i. 836; symptoms of deep-seated 
suppuration, i. 36; hectic fever accom- 
panies every considerable suppuration, i. 
36; formation of the walls of an abscess, 
and circumscription of the pus, i. 36; 
circumscription of pus does not take place 
unless the inflammation be connected 
with plastic exudation, i. 36; walls of an 
abscess are secreting and absorbing sur- 
faces, i. 36; resorption of pus, i. 56; 
metastatic abscesses, i. 36; Vogel and 
Bonnet on the effects of the resorption of 
pus, i. 36; Hunter on the cause and results 
of suppuration, i. 36; Valentin on the 
microscopic results of suppuration, 1. 37 ; 
Hunter on suppurative inflammation, 1. 
37; Travers on the lining membrane of 
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. an abscess, i. 38 ; Hunter and Travers on 


the circumstances which determine an 
abscess to the surface, i. 38; qualities of 
pure good pus, i. 38; formation of pus, i. 
39; Travers on the purpose which the 
formation of pus serves in the economy, i. 
39; Hunter on the qualities of pus and 
the pus-globules, i. 39; Hunter and Gul- 
liver on the putrefaction of pus, i. 39; 
Senac on the globular structure of pus, is 
39; Gueterbock on the composition and 
chemical analysis of pus, i. 40, 41 ; com- 
position of the serum of pus, i. 40; fatty 
vesicles discovered by Henle in the serum 
of pus, i. 40; Gueterbock’s discovery of 
pyine, i. 40; characters of pus-globules, i. 
40; Mandt on the pus-globules, i. 40 ; 
discovery of the difference in size of the 
pus-globules, i. 41; Mayo describes pus- 
globules as occasionally seen in health 

blood, i. 41; denied by Gulliver, i. 41; 
Gerber’s account of the formation of pus, 
and of the reproductive organization in 
suppurating wounds, i. 41; Travers on 
the constitution of pus, i. 42; varieties of 
pus, i. 43; distinguishing characters of 
laudable pus, and ichor or sanies, i. 43; 
presence of globules in the serum proved 
by Bauer, Faraday, and Mandt, i. 43; 
characters of the albumen in pus, i. 44; 
Grassmeyer and Fischer on the distin- 
guishing tests for pus and mucus, i. 44; 
Gruithuisen’s microscopic tests for pus 
and mucus, i. 44; Gerber’s description 
of ichor, puriform mucus, and serous exu- 
dations, i. 44; pus cannot be produced 
without inflammation, i. 44; cold or 
lymph abscess, i. 45; the diathesis puru- 
lenta, i. 45; abscess of congestion, i. 45; 
symptoms of cold abscess, i. 45; cold ab- 
scess not to be confounded with Hunter’s 
collections of matter without inflamma- 
tion, nor with the cold abscess of the 
surgeons of the Saracen school, the chro- 
nic abscess of modern surgeons, i. 45; 
South’s case of cold abscess, i. 45; Dr. 
Rigby on puerperal abscess following con- 
tagious or adynamic puerperal fever, i. 
47; Beinl, Rust, and others regard the 
so-called lymph-swelling as being an 
extravasation of lymph, i. 48; Beinl’s 
Opinion that the strongest and most 
healthy are more subject to lymph-abscess 
than the weak, and men than women, and 
that it does not occur without external 
injury disproved by Rust, i. 48; Nasse’s 
case of lymph-swelling from external 
injury, i. 48 ; such cases exceedingly rare, 
i. 48; opinions of Langenbeck, Ekl, and 
Zembsch on the lymph-swelling, i. 48 ; 
South’s case of lymph-abscess, i. 49; 
treatment during and after suppuration, i. 
87 ; attention to the general health requi- 
site during suppuration, i. 93; suppura- 
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tion of the testicle to be feared when the 
inflammation is active and the pain throb- 
bing, i. 179; suppuration of the testicle 
rare when the swelling is sympathetic, i. 
180; Astley Cooper on suppuration of the 
testicle, i. 180; bursting of the abscess 
sometimes followed by a fungous growth, 
i. 180; treatment of suppuration and ab- 
scess of the testicle, i. 181; treatment of 
suppuration external to the joints, 1. 209 ; 
of suppuration internal to the joints, i. 
209; South’s cases of abscesses external 
to the joint, i. 210; suppuration of the 
synovial membrane, i. 214; symptoms 
of suppuration of the hip-joint, i. 251 ; 
Astley Cooper and Coulson on the burst- 
ing of abscesses of the hip-joint, 1. 253 ; 
Mackenzie and Scott's cases of abscesses 
of the hip-joint, i. 254; Key and South on 
suppuration of the sac, after the operation 
for strangulated hernia, ii. 49. 


Surgery, definition of, i. 1; division of, i. 3 ; 


historical sketch of, i. 5; literature of, 
i. 9. 


SureicaL OPERATIONS :—elementary pro- 


ceedings, ii. 852; steps of an operation, 
ii. 852; method of operating, ii. 852; 
circumstances to be attended to in giving 
the preference to the various. methods of 
operating, ii. 852 ; many operations subject 
to certain and general rules, ii. 852 ; those 
operations most difficult which are not 
subject to rules, ii. 853; cases requiring 
operations, ii. 853; circumstances neces- 
sary to be attended to in order to obtain 
the successful result of the operation, ii. 
853; the patient’s condition relative to 
the success of the operation ii. 853; pro- 
ceedings preparatory to an operation, ii. 
854; South on the exhibition of opium 
and dietetic stimulants prior to, and after 
an operation, ii. 854; time of the year at 
which operations should be performed, ii. 
855; Wardrop’s proposal to bleed the pa- 
tient to fainting, and operate during the 
syncope, ii. 855; condemned by South, 
i. 855; the most serious occurrences 
during an operation, ii. 855; faintings and 
convulsions, ii. 856; sudden death and 
its causes during operations, 11. 856 ; en- 
trance of air into veins, ii. 856; treat- 
ment of such an accident, according to 
Amussat and Magendie, ii. 856; Bichat, 
Nysten, Magendie, and Piedagnel on the 
cause of death from the entrance of air 
into the veins, ii, 856 ; Amussat, Warren, 
Mussey, and Mercier on the treatment of 
the accident, ii, 856 ; B. Cooper’s case, ii, 
856: division of organized parts, ii. 857 ; 
by mechanical or chemical means, ii. 
857; four modes of effecting division by 


. mechanical means, ii. 857 ; two classes of 


instruments for the division of soft parts 
by cutting, 11. 857; knives, bistouries, 


and scalpels, ii. 857; varieties of the bis- 
toury, ii. 857; description of a regular 
cut, and mode of making it, ii. 857 5 va- 
rieties of incisions, ii. 858; use of the 
convex and button-ended bistoury, ii. 
858; mode of holding the knife, ii. 858 ; 
mode of action of scissors in effecting 
the division of parts, ii. 858; circum- 
stances under which scissors are used, 
ii. 859; varieties of scissors, 11. 859; 
mode of using scissors, ii. 859; division 
of soft parts by stabbing, ii. 859; instru- 
ments used for that purpose, ii. 859; de- 
scription of the trocar and lancet, li. 
859; division of parts by tearing, 11. 859 ; 
specially used for polypi, ii. 859; divi- 
sion of parts by tying or the ligature, ii, 
860; cases in which this mode of divi- 
sion should be employed, ii. 860; division 
of a bone, ii. 860; instruments used for 
the purpose, ii. 860; separation of divided 
parts, ti. 860; dilutation of parts, ii. 
860 ; general surgical operations, ii. 860 ; 
blood letting, ii. 860 ; modes of operating, 
ii. 860; opening veins, phlebotomy, ii. 860 ; 
situation where performed, ii. 861; choice 
of a vein at the bend of the elbow, 
ii. 861; mode of opening a vein, il. 861; 
South’s directions for blood letting from 
a vein, ii. 862; dressing the wound, 
and applying the bandage, ii. 862; acci- 
dents which occur during the operation, 
ii. 862; faulty stab, ii. 862; formation 
of too small an opening, ii. 862 ; stoppage 
of the flow of blood, ii. 862; severe 
pain from wounding a nerve, ii. 862; 
wounding an artery, ii. 862; wound of a 
lymphatic vessel, tendon, or aponeurotic 
expansion, ii, 862; accidents which may 
occur after the operation, ii. 863 ; bleeding, 
ii. 863; inflammation and suppuration, 
ii. 863; inflammation of the veins or 
lymphatics, ii. 863; Abernethy on the 
treatment of traumatic phlebitis, ii. 863 ; 
severe pain and even convulsions from 
partial division of a nervous twig, 11. 863 ; 
Abernethy on the complete section of the 
nervous twig in such cases, ii. 863 ;. use of 
the snapper dangerous, ii. 863; opening 
the veins of the fore-arm and hand, ii. 
863; blood-letting in the foot, ii. 863; 
blood-letting in the neck, ii. 863; direc- 
tions for opening the external jugular 
vein, ii. 863; opening arteries, li. 864; 
only performed on the temporal, ii. 864 ; 
mode of operating, ii. 864; South and 
Cline jun. on arteriotomy, ii. 864; appli- 
cation of leeches, ii. 864; mode of apply- 
ing them, ii. 864; description of the 
blood-leech, ii. 864; of the horse-leech 
aud common.leech, ii. 865 ; means to in- 
duce leeches to bite, ii. 865; application 
of leeches to the mouth, or near the anus, 
ii, 865; Crampton and Osborne on the 
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application of leeches to the mucous sur- 
faces, ii. 865; treatment after the leeches 
have dropped off, ii. 865; of the after- 
bleeding in children, ii. 865; Bricheteau, 
Lisfrane, Green, and Oliver’s cases of 
fatal hemorrhage from leech-bites, ii. 
866 ; South on the treatment of the after- 
bleeding, ii, 866; treatment of ecchy- 
mosis, inflammation and suppuration of 
leech-bites, ii. 867; scarification, ii, 867 ; 
definition and employment of, ii. 867; 
cupping, ii. 867; mode of operating, ii. 
867; dry cupping, ii. 868; South on a 
substitute for cupping, ii. 858; Dr. Os- 
borne’s polytome, ii. 868 ; South on dan- 
gerous hemorrhage from cupping, ii. 
868; relative value of leeches and cup- 
ping, ii. 868; Junod’s apparatus to cause 
derivation of blood, ii. 868 ; South on the 
relative value of leeches and cupping, ii 
868 ; South’s preference of cupping, ii. 868. 
putting in issues, ii. 869; definition, ii. 
869; situation in which issues should be 
made, ii. 869; making an issue with the 
bistoury, ii. 869; South on the use of 
glass beads for issues, ii. 869; making an 
issue by a blister, ii. 869 ; after-treatment 
of the issue, ii. 869; introducing a seton, 
ii. 870; definition, ii. 870; mode of ope- 
rating, ii. 870; South on the use of In- 
dia-rubber tape for setons, ii. 870; pass- 
ing a seton into a cavity containing finid, 
ii. 870; into a swelling not containing 
fluid, ii, 870; after-treatment of the seton, 
ii. 870; application of blister plaster and 
mezereon bark, ii. 871; mode of applica- 
tion of blister plaster, ii. 871; South on 
the application of blisters, ii. 871 ; blisters 
raised by boiling water, ii. 871; Southon 
the inconveniences resulting from keep- 
ing a blister too ong on the part, ii. 871 ; 
South on the length of time during which 
a blister should be applied, ii. 871; on 
children, ii. 871; South on the use of 
mustard poultices, ii. 872; treatment of 
the blister, ii. 872; treatment of severe 
inflammation from a blister, ii. 872; of 
strangury, ii. 872; employment of meze- 
reon bark as a blister, ii. 872; South on ve- 
sicating by friction with croton oil, ii. 872; 
vaccination or inoculation with cow pock, ii. 
873; definition, ii. 873 ; use of the lymph, 
ii. 873; Dr. Gregory on the origin of vac- 
cination, ii 873; Dr. Jenner’s discovery, 
ii. 873; Cline the first experimenter, 11. 
873; Dr. Gregory on the preservation of 
vaccine lymph for transmission, 11. 874, 
Gregory on the period at which lymph 
should be taken for vaccination, 11. 874 ; 
vaccination an operation without danger, 
ii. 874; mode of vaccinating from a fresh 
pustule, ii. 874; Dr. Gregory on the ope- 
ration of vaccination, ii. 874; vaccination 
with dry matter, 11. 874; appearances 


after effectual vaccination, ii. 874; Gre- 
gory on the appearances after effectual 
vaccination, ii. 875; irregularities in the 
course of the vaccine vesicle, ii. 875; 
Gregory on the insusceptibility of some 
Constitutions to the vaccine virus, ii. 876; 
after-treatment, ii. 876; Gregory on the 
appearance of vaccine lichen, ii, 876; 
infusion and transfusion, ii. 87 6; de- 
finition and use of infusion, ii. 877 ; 
effects of infusion, ii. 877; of simple 
warm water used by Magendie in hydro- 
phobia, ii. 877; use of infusion in tetanus, 
cholera, and foreign bodies in the thrvat, - 
ii. 878; mode of Operating, li. 878; de- 
finition of transfusion, ii. 873; cases in 
which it is applicable, ii. 878; imme- 
diate and mediate transfusion, ii. 879; 
apparatus and operation for immediate 
transfusion, ii. 879; possible dangers of 
transfusion, ii. 879; mode of operating 
in mediate transfusion, ii. 880; Blun- 
dell’s apparatus, ii. 880; Miiller’s pro- 
posal to separate the fibrous parts of the 
blood prior to transfusion, ii. 880; cau- 
terization, ii. 880; employment of escha- 
rotics, ii. 881; of fire by the actual cau- 
tery and by moxas, ii. 881; the object of 
cauterization, 11.881; the effect of cauteri- 
zation by escharotics and by fire, ii. 881 ; 
various degrees of heat at which the ac- 
tual cautery is applied, ii. 881 ; the vari- 
ous forms of cautery irons, ii. 881 ; appli- 
cation of the actual cautery, ii. 882 ; parts 
to which the actual cautery should not be 
applied, ii. 882; after-treatment, ii. 882; 
description and application of the moxa, 
ii. 882 ; Larrey’s moxa of rotten phosphor- 
escent wood, ii. 882; Percy’s moxa made 
with the pith of the sun-flower, ii. 883 ; 
moxas made with English blotting-paper 
and chromate of potash, 11. 883 ; treatment 
of the slough from a moxa, ii. 883; dif- 
ference between the effect of a moxa and 
of the actual cautery, ii. 883 ; division of 
nerves in neuralgia, ii. 883; cases in 
which the operation is required, ii. 884; 
the result of the operation doubtful, ii. 
884; excision of a portion of the nerve, 
and cauterization recommended, when the 
disease returns after the section, ii. 884; 
subcutaneous division of nerves, ii. 884 ; 
symptoms of frontal neuralgia, ii, 884; 
division of the nerve aud subsequent treat- 
ment, li. 884; the operation for the sub- 
cutaneous division of the inner and 
outer branches of the frontal nerve, 
ii. 884; the operation for infra-orbitar 
neuralgia, il. 884; the operation for 
the subcutaneous division of the infra- 
orbitar nerve, li. 884; Klein’s ope- 
ration for the division of the middle 
branches of the facial and of the infra- 
orbitar nerves, ii. 884; Klein’s operation 
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for dividing the facial nerve, ii. 885; 
Klein’s operation for dividing the inferior 
maxillary nerve, ii, 885; Dieffenbach’s 
operation for the subcutaneous division of 
the nerves of the cheek. ii. 885 ; Bonnet’s 
operation for the subcutaneous division of 
the nerve in mental neuralgia, ii. 885; 
Klein’s operation for destroying the trunk 
of the facial nerve at its exit from the 
stylo-mastoid foramen, ii. 885; the opera- 
tion performed in two cases, without a 
permanent cure, ii. 886; Klein considers 
the operation to be entirely free from 
danger, ii. 886; Langenbeck’s operation 
for the division or excision of the facial 
nerve at the stylo-mastoid foramen, li. 
886 ; comparison of the subcutaneous di- 
vision of nerves with the ordinary opera- 
' tion, ii. 886: Bonnet on the nature of the 
uniting medium between the two ends of 
the divided nerve, ii. 886; Delpech, 
Farle, Astley Cooper, Abernethy, Wilson, 
Malagodi, Swan, Manovy, and_ Bu- 
jalsky’s cases of nerves divided for 
neuralgia, ii. 887; Lentin on neural- 
gia of the heel, ii. 887; amputation 
of the limbs, ii. 887; amputations divided 
into those which are performed in the 
continuity of limbs and those at joints, 
ii. 888; points to be considered in per- 
_ forming amputations, ii. 888 ; precautions 
against hemorrhage, ii. 889; inconve- 
‘ miences of the application of the tour- 
niquet, ii. 889; compression of the prin- 
cipal artery by a capable assistant prefer- 
able, ii. 889 ; Briinninghausen’s recommen- 
dation to swathe the limb in flannel, 
to diminish the loss of blood, ii. 889 ; 
South on the relative value of the 
tourniquet, and of compression of the 
principal artery by a capable assistant 
in amputation, li. 889 ; formation of such 
wound that the bone can be properly 
covered by soft parts, ii. 890; by the cir- 
cular incision, ii. 890; the Celsian ope- 
ration, ii. 890; objections to this opera- 
tion, ii. 890 ; Petit, Mynors, Briinning- 
hausen, Louis, Alanson, Gooch, Bell, 
Desault, Richter, Boyer, Graefe, Dupuy- 
tren, Wilhelm, Valentin, and Portal’s 
modes of operating, ii. 890; flap amputa- 
tions, 11.891; Pott, Siebold, and Schreiner’s 
operations, ii. 892; Langenbeck and Scout- 
- etten’s operations for disarticulations, 11. 
892; the oblique cut of Sedillot and 
Baudens, ii. 892; the sloping cut of 
Blasius, ii. 892; retraction of the divided 
muscles and sawing of the bone, ii. 893 ; 
scraping off the periosteum superfluous, ii. 
893; Walther and Briinninghausen’s ma- 
nagement of the periosteum, ii. 893 ; 
South on the retraction of the divided 
muscles by the hand, ii. 893; South and 
Liston on the use of the saw, ii. 893; 
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South on the duties of the assistant, 
when the bone is being sawn through, 
ii. 894; ligature of the divided vessels, 
ii. 894; historical sketch of the treat- 
ment of hemorrhage after amputation, 
ii. 894; South on venous hemorrhage, 
and the ligature of the veins after amputa- 
tion, ii. 894; subsequent dressing of the 
wound, ii. 895; leaving the wound open 
for some hours after the operation, to 
guard -against after-bleeding, ii. 895; 
Dupuytren’s practice, ii. 895; South on 
the exposure of the stump, 11. 895; mode 
of dressing to promote quick union, ii. 
895; South on the bringing the edges of 
the wound together in the horizontal 
direction, ii. 896; South on the applica- 
tion of the plaster straps after amputation, 
ii. 896 ; use of cradles after amputation, 1i. 
897; South on the use of cradles, and of 
a substitute for them, after amputation, 11. 
897; dressing after flap-amputations, ii. 
897; South on the use of sutures after 
flap-amputations, ii. 897; dressing the 
stump, when intended to heal by sup- 
puration and granulation, 1). 897; South’s 
objections to the practice, ii. 897 ; accidents 
which may ensue after amputation, 11. 897 ; 
renewal of the dressing under ordinary cir- 
cumstances, ii. 897; mode of changing the 
dressings, ii. 898 ; withdrawal of the liga- 
ture, ii. 898 ; general treatment after ampu- 
tation, ii. 898 ; Benedict’s stimulant treat- 
ment of stumps, ii. 898; South on the 
treatment of ligatures after amputation, 
ii. 898 ; after-bleeding, and its treatment, 
ii. 898; ligature of the principal arterial 
trunk for consecutive hemorrhage, ii. 
898; causes and treatment of parenchy- 


matous bleeding, ii. 899 ; treatment ofcon- . 


secutive hemorrhage, from ossification or 
cartilaginous thickening of the arteries, 


71. 899; South on the treatment of after- 


bleeding, ii. 899; South on the impro- 
priety of tying the main arterial trunk 
for consecutive hemorrhage after ampu- 
tation, ii. §99; South on the use of the 
actual cautery in after-bleeding, 11. 899 ; 
violent inflammation of the stump, and its 
treatment, ii. 899; erythetic condition of 
the stump, ii. 899; inflammation of the 
arteries or veins, a not infrequent cause of 
death after amputation, ii, 900 ; symptoms 
and treatment, ii. 900; insufficient degree 
of inflammation, or torpid condition of the 
stump, ii. 900; treatment of sloughing, ii. 
900; of too copious suppuration, li. 900 ; 
causes and treatment of protrusion of the 
bone, ii. 900; South on the causes and 
treatment of protrusion of the bone, ii. 901 ; 
necrosis of the bone, ii. 901; South on the 
exfoliation of bone after amputation, ii. 
901; ulceration of the bone or soft parts, 
ii. 901; South on the fungous growth 
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from the medullary cavity, ii. 901; the 
relative value of the several modes of 
proceeding in amputation of the limbs in 
their continuity, 11. 901; objections to 
the flap-operation, ii. 902; cases in which 
the flap-operation is suitable, ii. 902; 
Liston’s preference of the flap-operation, 
and objections to the circular operation, 
ii. 902; South and Fergusson on the rela- 
tive value of the flap and circular opera- 
tions, ii. 903; Fergusson on amputation 
through the calf of the leg and at the 
shoulder-joint, 11. 903; South’s objections 
to flap-operations on the leg, ii. 903; 
the propriety of quick union of stumps, 
or of the cure by suppuration and granu- 
lation, ii. 904; Dupuytren’s mode of 
dressing stumps, ii. 904; South on the 
union of an amputation-wound, ii. 904; 
results of amputation, ii. 905; Phillips, 
Lawrie, Potter, and South on the results 
of amputation, ii. 905. Amputation in 
the continuity of the several limbs :—am- 
putation through the thigh, ii. 906; pre- 
paratory steps of the operation, ii. 906; 
compression of the artery, ii. 906 ; South 
on the position of the limb, ii. 906; 
South on the position and duties of the 
~ assistants, ii. 906; the circular operation, 
li. 907; division and retraction of the 
skin and cellular tissue, ii. 907; Sonth 
on the circular cut and vertical division 
of the skin laterally, ii. 907; section of 
the muscles, ii. 907; of the periosteum, 
‘11. 907; sawing the bone, ii. 907; cutting 
through the muscles on the outside of the 
thigh, ii. 907; South on the mode of 
using the knife in amputating, ii. 908 ; 
South on the retraction of the soft parts 
with the hand, while sawing through the 
bone, 11. 908 ; bandaging and dressing the 
wound, ii. 908; South on bandaging and 
dressing the wound, ii. 908; amputation 
through the thigh, with two flaps, ii. 908 ; 
mode of operating, i1. 908; Langenbeck’s 
mode of amputating, ii. 908 ; Liston’s mode 
of amputating the thigh by the flap-opera- 
tion, li. 909; preferred by Syme and 
Fergusson, ii. 909 ; Fergusson and South’s 
reasons why the hind flap should be 
longer than the front, ii. 909; amputation 
through the thigh with a single flap, ii. 
909; Benedict, Textor, and Jaeger’s plan 
of amputating with a flap from the outer 
side, ii. 909; Zang and Textor’s plan with 
a flap from the inner side, ii. 909 ; Hey’s 


- mode with the flap from behind, ii. 909 ; | 


B. Bell, Le Gras, and Foulliay’s plan 
with a flap from before, 11. 909; mode of 
operating, ii. 909; Dr. Little’s case of 
amputation with a flap from behind, ii. 
909; Fergusson’s recommendation to ex- 
cise a considerable portion of the sciatic 
nerve in that operation, ii, 909; Syme’s 


objections to amputation through the shaft 
of the thigh-bone, and recommendation 
to amputate through the condyles or tro- 
chanters, ii. 910; commented on by 
South, ji, 910; Liston’s account of 
eighteen amputations through the thigh, 
11, 910; report of twenty-eight amputa- 
tions through the thigh, ii. 911; Syme 
and South on the formation of conical 
stumps, li. 914 ; Syme on. amputation 
through the epiphyses, ii. 915; amputa- 
tion through the leg, ii. 915; directions 
for the operation, ii. 916 ; application of 
the tourniquet, ii. 916; South on the 
application of the tourniquet, ii. 916; 
modes of operating in amputation with 
the circular. cut, ii. 916; amputation 
through the leg in its lower third, ii. 917; 
Salemi, Lenoir, and Baudens’ modes of 
operating, ii. 917; disjointing the head of 
the fibula, ii. 917; Larrey’s amputation 


_ through the head of the tibia, ii. 917; 


South on the seat of amputation through 
the leg, 11. 917; ligature of the vessels, 
ii. 918; after-dressing, ii. 918; South 
on the ligature of the retracted anterior 
tibial artery, in amputation high up 
through the leg, ii. 918; South on the 
treatment of hemorrhage from the nutri- 
tious artery of the tibia, ii. 918; South on 
the bringing the edges of the wound to- 
gether horizontally, ii. 918; South on 
the causes of subsequent sloughing of the 
integuments, ii. 918; amputation through 
the leg with a single flap, ii. 919; mode 
of operating, ii. 919; South’s objections 
to flap operations on the leg, ii. 919 ; am- 
putation through the leg with two flaps, 
ii. 919; mode of operating, ii. 920; Lis- 
ton and Fergusson’s mode of operating, 
ii. 920; amputation just above the ancle, 
ii. 921; Solingen, Dionis, White, Brom- 
field, Wright, Alanscn, and Hey on this 
operation, ii. 921; Lawrence and South’s 
cases, 11, 922; Liston’s statistics of ampu- 
tation through the leg, ii. 922; Lawrie’s 
objection to amputation below the knee, 
ii, 922; South’s tabular report of ampu- 
tations through the leg, iil. 922; ampu- 
tation through the upper arm, ii. 924; 
steps preliminary to the operation, ii. 924 ; 
Liston’s statistics of the operation, ii. 
925; South on the propriety of having a 
long stump if possible, ii. 925; South’s 
tabular report of amputations through 
the upper arm, ii. 925; amputation 
through the fore-arm, ii. 926; directions 
for the operation, ii. 926; amputation 
with a single flap, ii. 926 ; with two flaps, 
ii, 926 ; South on flap amputations through 
the fore-arm, ii. 926; South’s tabular 
report of amputations through the fore- 
arm, il, 927; Liston’s cases, 11. 927; am- 
putation through the metatarsal and me- 
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tacarpal bones, ii. 927; application of the 
tourniquet, ii. 927; amputation through 
the metatarsal bone of the great toe, ii. 
927; mode of operating when the flap is 
formed from the sole, ii. 927; when the 
flap is made from the inner side of the 
metatarsal bone, ii. 928; the bone best 
sawn through obliquely from within out- 
wards, ii. 929; mode of operating when 
the flap is made from the dorsal surface 
of the metatarsal bone, ii. 929; South on 
the consequences of amputation through 
the metatarsal bone of the great toe, ii. 
929; amputation through the interme- 
diate metatarsal bones, il. 929; mode of 
operating, li. 929; amputation through 
the metacarpal bones, li. 930; amputa- 
tion through the metacarpal bone of the 
thumb, ii. 930; South and Liston on 
amputation through the metacarpal bones, 
i. 930; amputation through the fingers 
and toes, il. 930; amputation through 
the phalanges of the fingers, ii. 930; 
mode of operating, ii. 930; cutting off 
the finger with a chisel, ii. 931; Mayor 
on the amputation of the phalanges with 
the tachytome, ii. 931; exarticulation or 
amputation through the joints, ii, 981; 
cases in which exarticulation is required, 
li. 931; Scoutetten’s mode of operating, 
li. 931; general directions, il. 932: con- 
dition of the parts around the joint, ii. 
932; exarticulation of the thigh at the 
hip, ii. 932; danger and statistics of the 
operation, ii. 932; Jaeger, Krimer, 
and South on the operation, il. 933; 
cases requiring the operation, lil. 933; 
La Croix d’Orléans, Perrault, and H. 
Thomson’s cases, ii. 933; the modes of 
operating, 1. 938; by the circular cut, ii. 
934: Abernethy, Veitch, Cole, Jaeger, 
Kerr, and Graefe’s modes of operating, 
ii. 934; by the flap-cut with a single flap, 
ii. 935; Puthod, Hunczorsky, Bryce, 
L’ Alouette, Langenbeck, Delpech, Le- 
noir, Plantade, and Manec’s modes of 
operating, li. 935 ; with two flaps, 11. 937 ; 
Blandin, Larrey, Mott, Dupuytren, Lis- 
franc, von Walther, Vohler, Bell, Bé- 
clard, Liston, Begin, and Sanson’s modes 
of operating, ii. 937; the oval cut, il. 
940; Sanson, Guthrie, Scoutetten, and 
Cornuau’s modes of operating, ii. 940; 
the preference given to Larrey’s opera- 
tion, 11. 940 ; after dressing, il. 942 ; exar- 
iiculation of the leg at the knee, ii, 942 ; 
opinions respecting the propriety of the 
operation, li. 943; Jaeger’s statistics of 
the operation, ii. 943; modes of operating, 
ii. 943; amputation with the flap-cut, ii. 
943; Blandin, Rossi, Maingault, and 
Kern’s operations, ii. 943; the circular 
cut, 11.944; Velpeau, Cornuau, and Bau- 
dens’ operations, ii. 944; the operation 
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when the knee-cap is diseased, ii. 944; 
exarticulation at the ancle-joint an infe- 
rior operation to amputation through the 
leg, ii. 944; exarticulation of the foot at 
the ancle, ii. 944; Velpeau, Baudens, 
Syme, and Handyside’s modes of operat- 
ing, li. 944; Syme on the advantages of 
this operation, ii. 946; exarticulation of 
the tarsal bones, ii. 946 ; the operation re- 
stricted to the removal of the astragalus 
and navicular bones, ii. 946 ; Hammond’s 
case of exarticulation of the astragalus, 11. 
946; Green’s case, ii. 946; general di- 
rections for the operation, il. 946; am- 
putation of the foot between the astragalus 
and navicular bones, and the heel and 
cuboid bones, ii. 947 ; Chopart’s operation, 


11. 947 ; cases requiring the operation, ii. - 


947; mode of operating, 1. 947; when 
an under flap only is formed, ii. 947; 
when an under and upper flap are formed, 
ii. 948; Maingault’s operation, ii. 948; 
Langenbeck, Klein, and Richerand’s ob- 
jections to the upper flap, ii. 948; Wal- 
ther’s operation preferred, ii. 948; Scou- 
tetten’s oval cut, ii. 949 ; Blasius’ oblique 
cut, 11. 949; exarticulation of the meta- 
tarsal bones, ii. 949 ; advantages and dis- 
advantages of the operation, ii. 949; Hey, 
Scoutetten, Lisfrane, and Miinzenthaler’s 
modes of operating, ii. 949 ; exarticulation 
of single metatarsal bones, ii. 951; pre- 
servation of the great toe important, ii. 
952; mode of operating, ii. 952; exarti- 
culation of the metatarsal bone of the great 
toe, 11, 952; mode of operating, ii. 952 ; 
Langenbeck and Scoutetten’s operations, 
il. 952; exarticulation of the metatarsal 
bone of the little toe, ii. 953 ; of the middle 
metatarsal bones, ii. 953; consentaneous 
removal of the diseased tarsal bones, ii. 
953; Key, Dieffenbach, and Ruyer’s 
cases, li. 953; exarticulation of the toes, 
ii. 953 ; mode of operating with an under 
flap, ii. 953; with a flap on the dorsal 
surface, ii. 953; with an outer or inner 
flap, 11. 953; exarticulation of the second 
from the first phalanx, ii, 954; of all the 
toes at once, 11. 954; Scoutetten’s opera- 
tion, 11. 954; exarticulation of the arm at 
the shoulder, ii. 954; various modes of 
operating, ii. $55; compression of the 
subclavian artery by an assistant safer 
than with an instrument, ii. 955; Wal- 
ther’s operation by an upper and an under 
flap. ii, 955; dressing the wound, ii. 
956; Le Dran, Garengeot, Dupuytren, 
Onsenoort, Lisfranc, and Champesme’s 
modes of operating, ii. 956 ; the operation 
on the left arm, ii. 956 ; Astley Cooper’s 
amputation at the shoulder-joint with a 
single flap, ii. 956; Hesselbach, Desault, 
Larrey, Langenbeck, and Dupuytren’s 
modes of operating. 11. 957; exarticula- 
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tion with the circular cut. ii. 958; Mo- 
rand, Sharp, Nannoni, Bertrandi, Alan- 
son, Graefe, Cornuau, Sanson, and B. 
Bell’s operations, ii. 958; Scoutetten’s 
operation with the oval cut, ii. 958; Du- 
puytren, Béclard, Bonfils, and Blasius’ 
operations, ii. 959; circumstances which 
guide the choice of either of these 
methods, ii. 959 ; removal of the injured 
acromion or glenoid cavity, ii. 960; prac- 
tised by Brown, ii. 960; recommended 
by Robinson and Fraser, ii. 960; Lis- 
franc’s modification of the operation when 
performed prior to the age of fifteen, ii. 
960; gun-shot wounds of the head of the 
humerus, ii. 960 ; excision of the head of 
the bone, or removal of the broken pieces 
requisite, ii. 960; Larrey’s operation for 
the excision of the head of the humerus 
in such eases, ii. 960; Guthrie on gun- 
shot wounds causing fracture of the hu- 
merus beneath and exterior to the cap- 
sular ligament, ii. 960; South on the 
excision of the acromion, glenoid cavity, 
or coracoid process in amputation at the 
shoulder-joint, ii. 961; Liston, South, 
and Astley Cooper’s cases, ii. 961; exar- 
ticulation of the fore-arm at the elbow, ii. 
961; mode of operating according to 
Textor, ii. 961; Brasdor, Jaeger, Hager, 
Rodgers, Dupuytren, Velpeau, Cornuanu, 
Textor, and Baudens’ modes of operating, 
ii. 962; exarticulation of the hand at the 
wrist, 11. 963; modes of operating, ii. 
963; Lisfrane’s mode, ii. 963; South on 
the precautions to be taken in the flap- 
amputation at the wrist, ii. 963; ezxarti- 
culation of the metacarpal bones at their 
junction with the carpus, ii. 963; mode of 
operating in exarticulating the metacar- 
pal bone of the thumb, ii. 964 ; formation 
of the upper or under flap, ii. 964; exar- 
ticulation of the metacarpal bones of the 
ring and middle fingers, 11. 964 ; Langen- 
beck and Scoutetten’s modes of operating, 
li. 964; Scoutetten’s oval cut in exarti- 
culation of the middle metacarpal bone, 
ii. 964; mode of operating, ii. 964; in 
the exarticulation of both middle meta- 
carpal bones, 11. 964; von Walther and 
Astley Cooper’s modes of operating, ii. 
965; Riadore, Guthrie, von Graefe, von 
Walther, Jaeger, Astley Cooper, Larrey, 
Tyrrell, and Bennaben’s cases of excision 
of part of the hand, ii. 965 ; mode of ope- 
rating in exarticulation of the four meta- 
carpal bones, ii. 965; Troccon’s mode of 
operating, ii. 965; when one metacarpal 
or metatarsal bone is diseased alone, it 
should be alone removed, ii. 965; exci- 
sion of the first metacarpal bone, il. 965 ; 
of the other metacarpal bones, il. 965 ; of 
the first metatarsal bone, ii. 966; of the 
other metatarsal bones, ii. 966; exarticu- 
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lation of the fingers, ut their junction with 
the metacarpal bones, and at their own 
Joints, ii. 966; Dupuytren and Lisfrane 
on exarticulation of the middle and ring 
fingers, ii. 966; Barthelemy on the sec- 
tion of the palmar aponeurosis after exar- 
ticulation of the fingers from the meta- 
carpal bones, ii. 966; mode of operating 
in exarticulation of the joints of the fin- 
gers from each other, ii. 966; with two 
flaps, li. 966; Lisfranc’s flap operation, 
ll, 966; statistics of amputations, ii. 967 ; 
IMMEDIATE AMPUTATION, ji. 967; im- 
portance of the question, ii. 967; South 
on the comparative danger of primary 
and secondary amputation in severe in- 
juries of the thigh, ii. 967; South’s con- 
clusion in favour of primary amputation, 
ii. 967; South on the minor danger in 
injuries of the leg or upper extremities, 
and the consequent propriety of imme- 
diate amputation, ii. 967; John Hunter’s 
preference of secondary amputation, ii. 
967; John Hunter’s objections to primary 
amputation in severe injuries of the ex- 
tremities, ii. 967 ; Astley Cooper’s opinion 
in favour of immediate amputation in 
such cases, the constitution then having 
but one shock to sustain, ii. 967 ; Ruther- 
ford Alcock on the difference of the shock 
to the constitution in such cases, when 
occurring in civil life, and on the field 
of battle, ii. 967; excision of the joints, 
ii. 968; first performed on the knee- 
joint, ii. 968; afterwards extended to the 
other joints, ii. 968; Filkin, Vigaroux, 
David, White, Bent, Orred, Park, Mo- 
reau, Graefe, and Davie’s cases, ii. 968; 
Sabatier, Perey, Roux, Moreau, Larrey, 
Guthrie, Syme, Textor, and Jaeger on 
the excision of joints, ii. 969; Wachter, 
Vermandois, Kohler, and Chaussier’s ex- 
periments, ii. 969; objections to this 
Operation as compared with amputation, 
li. 969; advantages of the operation 
principally referable to the joints of the 
upper extremities, ii. 969; not so great 
in operations on the other joints, ii. 969; 
statistics of Jaeger, Syme, and Moreau’s 
cases, ii. 970; Crampton on the ex- 
cision of joints, ii. 970; cases in which 
excision of the ends of bones is pre- 
ferable to amputation, ii. 970; contra- 
indications to the operation, ii. 971; mode 
of operating, ii. 971; direction and extent 
of the incision in the skin, ii. 971; ex- 
cision of the diseased bone, ii. 971; ex- 
tent of bone required to be removed, ii. 
972; instruments for excising the ends of 
bones, ii. 972; arrest of the subsequent 
hemorrhage, ii. 972; dressing the wound, 
il. 972; after-treatment, ii, 972 ; untoward 
occurrences during the after-treatment, ii. 
973; after-bleeding, ii. 973; abscesses, ii. 
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973; fistulous passages, ii. 973; necrosis 
of rare occurrence after this operation, 1i. 
973; after-treatment of the sawn ends of 
the bone, 11.973; excision at the shoulder- 
joint, ii. 974; mode of operating in ex- 
cision of the head of the humerus, ii. 974. 
C. White, Orred, Bent, Sabatier, Moreau, 
and Syme’s modes of operating, ii. 974 ; 
motions of the arm subsequent to the ope- 
ration, li. 974; excision of the elbow-joint, 
ii. 975; Moreau’s mode of operating, ii. 
975; Dupuytren and Syme'’s modes of 
operating, ii. 975; Moreau on the division 
of the ulnar nerve in this operation, ii. 
975; Dupuytren, Crampton, Jaeger, and 
Syme recommend its preservation, ii. 
975; Jaeger’s mode of operating, i. 976 ; 
condition of the arm after excision of the 
elbow: joint, ii. 976; Crampton and Syme’s 
cases, li. 976; excision of the wrist-joint, 
11.976; Roux and Jaeger’s modes of ope- 
rating in excision of the lower ends of 
the radius and ulna, ii. 976; dressing the 
wound and after-treatment, 11.977; Du- 


bled and Velpeau’s operations, ii. 977; 


Butt’s case of excision of part of the ne- 
crosed ulna, ii. 977; excision of the hip- 
joint, ii. 977; mode of operating, 11. 977 ; 
by a simple longitudinal cut, i1. 977; by 
the formation of a flap, ii. 977; by Tex- 
tor’s oval cut, 11.978 ; dressing the wound, 
ii. 978; White, Carmichael, Oppenheim, 
Hewson, Seutin, and Textor’s cases, ii. 
978; C. White on excision of the head of 
the femur, ii. 979; A. White and Fer- 
gusson’s cases of excision of the head of 
the femur, 11. 979; excision of the knee- 
joint, ii. 981; Moreau, Park, Miilder, 
Sanson, Bégin, Jaeger, and Syme’s modes 
of operating, 11. 981; Jaeger’s operation 
preferred, il. 981; Moreau, Park, and 
Jaeger on the mode of union after the 
operation, li. 982; Syme on the treatment 
after the operation, ii. 982; A. White’s 
case of compound dislocation of the femur 
behind the leg, ii. 982; excision of the 
ancle-joint, ii. 983; Moreau, Jaeger, 
Miilder, and Kerst’s modes of operating, 
ii. 983; South on excision of the ancle- 
joint, 11.984; dressing the wound, and 
after-treatment, 11. 985; excision of the 
joints of the metacarpus and meiatarsus, 
11.985; mode of operating, 11.985; after- 
treatment, ii. 985; Textor, Kramer, 
Roux, and Fricke’s cases, ii. 985 ; excision 
of the lower jaw, ii. 986; cases requiring 
the operation, ii. 986; circumstances 
admitting a favourable result, ii. 986; 
priority of claim as originator of the 
operation, il. 986 ; Tyrrell’s case of 
necrosis of the lower jaw, ii. 9863; exci- 
sion of the middle of the lower jaw, ii. 987 ; 
mode of operating, ii. 987; retraction of 
the tongue, 11. 987; Dupuytren, Graefe, 
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and Astley Cooper's cases, ii. 9875 ‘re- 
moving a portion of the side of the lower 
jaw without the condyle, ii. 988: mode of 
operating, ii. 988; Deadrick, Mott and 
Wardrop’s cases, ii. 988; excision of the 
lower jaw with its condyles, ii. 989; Mott, 
Schindler, von Graefe, Syme, Jaeger, and 
Cusack’s modes of operating, il. 989; 
Mott, von Graefe, Dzondi, Jaeger, and 
Schindler on the previous ligature of the 
carotid artery, 11.990; White’s case of 
excision of the lower jaw, ii. 991; Graefe 
and Mott’s cases of exarticulation of one 
side of the lower jaw, ii. 992; Cusack on 
the non-necessity of tying the carotid 
artery prior to the operation, il. 993; - 
Cusack’s cases of exarticulation of the 
lower jaw, ii. 993; Liston’s mode of ope- 
rating, ii. 993; Perry’s case of necrosis of 
the lower jaw, ii. 994; resection of the 
upper jaw, ii. 994; cases in which the 
operation is indicated, 11. 994; Dupuy- 
tren’s cases of extirpation of the upper 
jaw doubted by Gensoul, ii. 994; Ako- 
luthus’ case, 11.994; Dr. T. White's case of 
almost complete extirpation of the upper 
jaw, ii. 994; mode of operating, ii. 995; 
section of the skin and muscles, ac- 
cording to Gensoul and Dieffenbach, 11. 
995; Lizars the first to recommend the 
entire removal of the upper jaw, li. 996 ; 
his description of the proposed operation, 
ii. 996; Lizars’ cases in which he at- 
tempted to perform the operation, but 
failed on account of the hemorrhage, li. 
996; Lizars’ cases in which he performed 
the operation, ii. 996; Gensoul’s case of 
extirpation of the superior maxillary 
bone, ii. 997; cutting away the diseased 
jaw, ii. 997; Heyfelder’s operation for the 
resection of both jaws, ii. 998; Syme, 
Liston, and Fergusson’s modes of ope- 
rating, 11. 998; O’Shaugnessy’s case of 
removal of the upper jaw, ii. 999 ; Het- 
ling’s case of osteosarcoma of the jaws, in 
which he removed part of the upper, and 
part of the lower jaw, ii. 1000; Liston 
on the prospect of ultimate success in this 
operation in cases of malignant disease, 
ii. 1001; dressing the wound, and after- 
treatment, ii. 1001 ; dangerous symptoms 
which may occur after the operation, ii. 
1001; recurrence of the disease, ii. 1001 ; 
resection of the scapula (blade-bone), ii. 
1002 ; von Walther’s mode of operating, 
ii. 1002 ; Haymann’s operation, ii. 1002 ; 
Liston, Janson, Luke, Syme, and Travers’ 
cases, in which resection of the scapula was 
performed, ii. 1002; James’ case of tear- 
ing away the arm and scapula by ma- 
chinery, ii. 1003; resection of clavicle 
(collar-bone), ii. 1003 ; cases requiring the 
operation, ii. 1003; mode of operating, 11. 
1003; Cuming, Meyer, Roux, Warren, 
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Mott, Travers, and Chaumet’s cases in 
which resection of the clavicle was per- 
formed, ii. 1003 ; resection of the scapula 
and clavicle together, ii. 1004; Mussey, 
M‘Clellan, Gilbert, and Fergusson’s cases 
ii. 1004 ; Fergusson’s mode of operating, 
ii. 1005; Gaetani Bey’s case of resection 
of the scapula, and of the acromial end of 
the clavicle, ii. 1005 ; resection of the ribs, 
ii. 1005; mode of operating, ii. 1006; 
in compound comminuted fracture, ii. 
1006; Textor and Warren's cases of re- 
section of arib, ii. 1006; Dixon’s resec- 
tion of the cartilage of a rib, ii. 1006; 
Roux’ case of resection of rib on account 
of necrosis, ii. 1006; resection of the 
Jibula, ii. 1007; Seutin and Malgaigne’s 
cases, li. 1007; resection of other bones, 
ii. 1007. 

SUTCLIFFE’s performance of the Taliacotian 
operation, ii. 831. 

Sutton’s, Dr. case of a foreign body re- 
maining a long while in the windpipe, ii. 
396; case of ovarian dropsy, with dis- 
charge of hair by the wound made in tap- 
ping, li. 492. 

Swan’s case of fracture of the neck of the 
femur within the capsule united by bone, 
i. 567; case of division of the peroneal 
nerve, il. 887. 

SWEDIAUR proposes the word blenorrhagia 


in lieu of gonorrhea, i. 155. objections to | 


the use of corrosive sublimate in cases of 
syphilis in infants, i. 674. 

Synovial membrane, inflammation of. See 
Inflammation of the Joints. 

SYME on inversion of the foot in fracture of 
the neck of the femur, i. 565; distinguish- 
ing character of caries, i. 682; characters of 
caries,i. 684; treatment of caries, i. 686 ; 
case of destruction of the bones of the face, 
i. 699; salivary calculi, i. 715 ; prolapsus 
ani, ii. 130; characters of prolapsus ani, 
ii. 131; diagnosis between prolapsed rec- 
tum, and hemorrhoids and intus-suscep- 
tion, ii. 131; case of wry-neck, ii. 153; 
distorted position of the head caused 
by caries between the occiput and atlas 
liable to be mistaken for wry-neck from 
muscular contraction, ii. 153; wry-neck 
a cause of lateral curvature, ii. 161; sec- 
tion of muscles in spinal curvature, ii. 
169; carotid aneurism, ii. 232; removal 
of internal piles by ligature, ii. 302 ; seat 
of stricture in the rectum, ii. 336; case of 
subcutaneous section for foreign bodies in 
joints, ii. 710; prefers Liston’s flap-opera- 
tion for the thigh, ii. 909 ; objects to am- 
putation through the shaft of the femur, 
and recommends amputation through 
the condyles, or trochanters, ii. 910; 
formation of conical stumps in flap-amputa- 
tions of the thigh; ii. 914; amputation 
through the epiphyses of the femur, 11. 
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915; mode of amputating at the ankle- 
Joint, ii, 945; advantages of this opera- 
tion, ii, 946; excision of joints, ii. 969; 
Statistics of cases, ii. 970; mode of ope- 
rating in excision of the head of the hu- 
merus, ii. 974; in excision of the elbow- 
Joint, 11. 975; recommends the non-divi- 
sion of the ulnar nerve in that operation, 
li. 975; cases of excision of the elbow. 
joint, ii. 976; mode of operating in ex- 
cision of the knee-joint, li, 981; treat- 
ment after the operation, ii. 982 ; mode of 
operating in excision of the lower jaw 
with the condyles, ii. 989; in resection of 
the upper jaw, ii. 998; case of resection 
of the scapula, ii. 1003. 

Symonv’s, Dr. case of removal of the in- 
verted womb by ligature, ii. 121. 

Symphysiotomy, ii. 445. 

SYPHILIS ; —question of its identity with g0- 
norrhea, i. 162; observations and experi- 
ments of Hernandez and Ricord, i. 162; 
Hunter on the identity of the two poisons, 
i. 163; accounts for the different effects 
of the same poison by the gonorrhea pro- 
ceeding from a secreting surface, and the 
chancre being formed on a non-secreting 
surface, i. 163 ; South on the frequency of 
the co-occurrence of chanere and gonor- 
rhea, i. 164; Benjamin Bell denies the 
identity of gonorrhea and syphilis, i. 
164; Hernandez’ experiments on the 
subject, i. 164; uleers produced by in- 
oculating with gonorrheal virus not 
syphilitic, i. 165; Ricord’s observations 
and experiments, i. 165; Ricord’s in- 
ferences from the results of the inocula- 
lation with gonorrheal matter, i. 165; 
venereal ulcers, i. 640; distinguished as 
primary and secondary, i. 641; causes, i. 
641; South on the inappropriate use of the 
terms ‘venereal ulcer” and ‘ chancre” 
as synonymous, 1. 641; John Hunter on 
the two modes in which the venereal 
poison affects the system, i. 641; Law- 
rence on the progress of syphilis from one 
part of the body to another, i. 642 ; the ope- 
ration of the venereal contagion requires a 
peculiar delicate structure of the part af- 
fected, or a deprivationof its cuticle, i. 642; 
symptoms of chancre, 1. 642 ; characters of 
thepussecreted by venereal ulcers, i. 642 ; 
John Hunter and Ricord on the period: at 
which chancres appear after infection, i. 
642; John Hunter on the symptoms of 
chancre, i. 642; Lawrence on the pro- 
gress of ulceration in a syphilitic sore, 
i. 643; Lawrence on the five kinds of 
syphilitic sores, i. 643; the pus of the 
ulcer the special vehicle of the venereal 
contagion, i. 644; Hunter’s experiments 
by inoculating with the matter of gonor- 
rhea and chancre, i. 644; Ricord on 
inoculation for the purpose of distin- 
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guishing syphilitic sores, whether pri- 
mary or secondary, i. 644; buboes the 
first symptoms of general syphilis, i. 
645; may be idiopathic, or sympathetic, 
i. 645; symptoms, progress, and termina- 
tions, i. 645; John Hunter on the true 
venereal buboes, i. 645; Ricord on the 
seven kinds of buboes, i. 645; Hunter 
and Ricord on the existence of syphilitic 
buboes, without primary sore, i. 646, 
647; general syphilis attacks specially 
either the skin, mucous membranes, or 
bones, i. 647; John Hunter on the con- 
tinuance of the constitutional irritation 
from lues, independent of continued ab- 
sorption i, 647; inflammation of the mu- 
cous membrane of the throat, i. 647; 
symptoms, appearances, and results, i. 
i. 647; venereal eruptions, 1. 648; symp- 
toms, i. 648; Lawrence on the four 
kinds of syphilitic eruptions, i. 648 ; her- 
petic eruptions, rhagades, verruce, and 
condylomata, i. 649; John Hunter and 
Ricord on the non-infectious character of 
the pus from a secondary syphilitic sore, 
649; symptoms and results of syphilis 
in the bones, i. 650; modifications of the 
symptoms of syphilis, i. 650; primary 
syphilitic ulcers no decided external 
character, i. 651; Abernethy on pseudo- 
syphilis, i. 651; Abernethy on the means 
of distinguishing between true and false 
syphilis, i. 651; Carmichael’s objections 
to the terms syphilis, syphiloidal, and 
pseudo-syphilis, i. 652 ; Carmichael bases 
his arrangement of venereal complaints 
on the character of the eruption, 1. 652; 
Ricord on the causes of the varied ap- 
pearances of chancre or primary syphi- 
litic sore, i. 653; differences in secon- 
dary syphilis, i. 654; prugnosis,i. 654; 
John Hunter on the relative rapidity of 
cure of gonorrhea, chancre, and lues ve- 
nerea, i. 654; Abernethy on the occa- 
sional spontaneous healing of chancre, 
i. 655; John Hunter on the relapse 
of ulcers after chancres have cicatrized, 
i. 655; treatment of syphilis with mercury, 
i. 655; in treating chancre, an especial 
indication to prevent general syphilis, i. 
655; local treatment, 1. 655; Ricord on 
the destruction of the ulcer by the nitrate 
of silver i. 655; internal exhibition of 
mercury, i. 655; Lawrence on the exhi- 
bition of mercury in cases of chancre, 
and on the rarity of the occurrence of 
secondary symptoms when mercury has 
been used, i. 656; Lawrence on the ex- 
tent to which the use of mercury may be 
pushed, i. 656; Green on the use of mer- 
cury in syphilis, and on the forms in 
which it should be employed, i. 656 ; cir- 
cumstances requiring the local exhibition 
of corrosive sublimate, i. 658; Delpech 
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on frictions with the ung. hyd. cin, in 
primary syphilis, i. 658; South on the 
treatment of sloughing chancre, i. 658 ; 
mercury not to be used either internally 
or externally under such circumstances, 
i. 658; mercury should be exhibited for 
some time in smaller doses after the 
chancre has cicatrized, 1. 659; treatment 
of buboes, i. 659; tendency of idiopathic 
buboes to suppurate, i. 659; treatment of 
the remaining ulcer, i. 659; treatment of 
the indurated bubo i. 659 ; mode of open- 
ing suppurating buboes, i. 659; Fer- 
guson, Fricke, Reynaud, and Ricord on 
the treatment of buboes, i. 659 ; South on 
the treatment of suppurating bubo, and of 
the subsequent ulcer, i. 659; treatment of 
general syphilis by mercury, 1. 660; ex- 
ternal employment of mercury, when re- 
quired, i. 660; sublimate baths, 1. 660 ; 
the internal exhibition of mercury pre- 
ferable in ordinary syphilis, i. 660 ; local 
symptoms require special treatment, 1. 
660; Rust’s treatment of syphilitic ulce- 
ration of the throat and palate, i. 660; 
treatment of syphilitic eruptions, i. 660; 
treatment of the granulations by caustic 
or the knife, i. 661; of syphilitic diseases 
of the bones, i. 661; mercurial fumiga- 
tion in syphilitic ulceration of the tonsils 
and pharynx, i. 661; South on secon- 
dary syphilitic sores and their treat- 
ment, i. 661; South on the treatment of 
nodes, i. 662; necessary to vary the mer- 
curial preparations in use according to 
constitution and other circumstances, i. 
662; Starke on the phosphor. hydrarg. 
von Graefe on the iodide and bromide of 
mercury, and Mendaga and Parent on 
the hydrarg. cyan., i. 662; salivation not 
necessary for the cure of the venereal 
disease, i. 662; treatment of salivation, 
i, 663; treatment of old cases of vene- 
real disease, 1. 663; Louvrier and Rust 
on the friction-cure, i. 663 ; cases in which 
the friction-cure is indicated, i. 663; 
cases in which it is contra-indicated, 1.663 ; 
South on the friction-cure, i. 664; mode 
of employing it, 1.664; Wedemeyer, Rust, 
and South on the number of times the 
frictions may require to be practised, i. 
664; the order in which the rubbings-in 
are to be conducted, i. 665; symptoms 
which occur during this treatment, 1. 
665; the Montpellier modification of the 
friction-cure condemned, i. 666; treat- 
ment to be adopted, if the salivation or 
critical sweating be suddenly suspended, 


i, 666 ; occurrence of spasmodic or ner- 


vous symptoms, i. 666 ; subsequent treat- 
ment, 1. 666 ; Weinhold’s mercurial cure, 
i. 666; mode of employing it, i. 666; 
Zittmann’s decoction, i. 667; mode of 
exhibiting it, i. 667; formula for Zitt- 
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mann’s decoction, i. 667; the Arabian 
treatment, i. 668; Dzondi’s treatment, 
i. 668; the preference given to the use of 
Zittmann’s decoction, 1. 668; treatment 
of syphilis without mercury, i. 669; 
various modes of treating secondary 
symptoms without mercury, i. 669; Pit- 
cairn, Chréstien, and Niel on gold and 
its preparations in primary and secondary 
syphilis, i. 669; Ricord, Euseébe de Salle, 
Lallemand, Biett, Pailland, Wallace, Dr. 
Williams, Judd, Tyrrell, Ebers, von 
Hasselberg, and Hacker on iodine and hy- 
driodate of potash in gonorrhea and 
general syphilis, i. 669; Forster on the 
cure of syphilis by the chloride of gold 
and soda, i. 670; treatment of syphilis 
without mercury in England, i. 670; 
Hill, Hennen, Rose, Guthrie, and Thom- 
son on the duration of the disease under 
this treatment, and on the subsequent 
occurrence of secondary symptoms, i. 
671; South on the proper mode of exhi- 
biting mercury in the treatment of sy- 
philis, i. 671; objections to the treatment 
without and with mercury i. 671; syphilis 
in infants, i. 673; causes of infection, i. 
. 673; Evanson and Maunsell on the com- 
munication of syphilis to the foetus in the 
womb, i. 673; Huguier on the period at 
which syphilis shews itself after birth, i. 
673; infection of the child by a syphi- 
litic nurse, i. 673; Dyckman’s assertion 
_that the child may be infected by the milk 
of a diseased nurse, i. 673 ; Hunter, Law- 
rence, and Todd’s cases of diseased chil- 
dren infecting the nurses, i. 673; Colles 
doubts whether the child can infect the 
nurse, unless she have ulceration of the 
nipple, i. 673 ; Evanson and Maunsell on 
the symptoms of syphilis in infants, i. 
673; Lawrence on syphilitic iritis, and 
ulceration about the anus in infants, i. 
674; prognosis, i. 674; Evanson and 
Maunsell on the treatment of syphilis in 
infants, i. 674; Swediaur and Bacot ob- 
ject to the use of corrosive sublimate in 
such cases, i. 674; Hey, Lawrence, 
Hunter, Ricord, and South on the possibi- 
lity of infection from secondary syphilis, 
1. 675. 


Tart’s case of ligature of both the external 
iliaes, ii. 259. 

Taliacotian operation, ii. 831. 

TANcHoU’s caustic-holder for stricture of 
the urethra, ii. 370. ; 
TARAMELLI’s case of hernia of the verm!- 
form appendix, ii. 3. 

Tarsal bones, exarticulation of, ii. 946. 
Tarsus, fracture of, i. 584; dislocation of 
the bones of, i. 809. 

TavicnoT on the use of oil varnish on 
starch bandages in fractures in young 


children, i. 505 ; subcutaneous ligature of 
the superficial arteries, ii. 228; treatment 
of spina bifida by closure of the sae, ii. 469. 


Taytor on the rarity of carbonate of lime 


calculi, ii. 518; on calculi of children, ii, 
523 ; hour-glass calculi, ii. 546. 


Teeth, caries of, i. 700; extraction of, i. 


704; replacement of, ii, 849; supernu- 
merary, ii. 850. 


TELANGIECTASY, ii. 280; congenital, ii. 


280 ; characters, ii. 280; fungous growths 
after rupture of the swelling, ii. 280; na- 
ture of the disease, ii. 280; complications, 
li, 2815; telangiectasis lipomatodes, ii. 
281; causes, li, 281; always a local 
disease, ii. 281; prognosis, ii. 281; treat- 
ment, ii, 281; by compression, ii. 282; 
Abernethy on compression, ii, 282; by 
extirpation with the knife, ii. 282 ; with 
the ligature, ii. 282; advantages of the 
ligature, ii. 282; Lawrence, Brodie, and 
South on the application of the ligature, 
li. 282; destruction of teleangiectasy by 
caustic, li. 283; South on caustic in te- 
leangiectasy, ii. 284; various remedies to 
induce inflammation and suppuration in 
the diseased growth, ii. 284; Pattison, 
Smith, and Tyrrell’s cases, ii. 285; tying 
the principal trunk supplying the diseased 
growth, il. 285; if the teleangiectasy be 
seated on the extremities, and incurable, 
amputation must be performed, ii. 286 ; 
Pauli on the tattooing of moles on the 
skin, ii. 286. i 


Temporal artery, ligature of, ii. 239. 
TESSIER proves that animals are subject to 


gangrene from the use of spurred rye, i. 
61. 


TESTICLE, INFLAMMATION OF, ORCHITIS, 


HERNIA HUMORALIS :—-Benjamin Bell on 
alternate swelling of the testicles, 1. 177 ; 
causes—gonorrhea as a cause, 1. 177; 
epididymitis, i. 177; Hunter on the 
period when swelled testicle supervenes, 
1,177; may be a symptom of general 
syphilis, i. 177; Hunter says swelling of 
the testicles is from sympathy, and not 
from syphilis, i. 177; Astley Cooper and 
Ricord describe syphilitic swelling of the 
testicle, 1.178; external injury, cold, and 
violent exertions may induce orchitis, i. 
178; Hunter on gout as a cause, 1. 178; 
Astley Cooper mentions enlargement of 
the prostate in old age, inflammation of 
the neck of the bladder, a stone passing 
through the ureter, or pressing on the 
commencement of the urethra, as causes 
of swelled testicle, i. 178; South on con- 
gestion of semen in the seminal tubes as 
a cause of orchitis, 1.178; symptoms and 
terminations of orchitis, i. 178 ; suppura- 
tion to be feared when the pain is throb- 
bing, 1. 179; induration not an uncom- 
mon termination, i, 179; gangrene rare, 
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i. 179; Astley Cooper on the symptoms 
and progress of orchitis, i. 179; occa- 
sionally preceded by great irritation of 
the brain, i. 179; Sams’ case of cerebral 
irritation preceding an attack of orchitis, 
consequent on gonorrhea, i. 179; subsi- 
dence of orchitis generally followed by a 
return of gonorrhea, i. 179; Astley 
Cooper on adhesion and thickening of the 
tunica vaginalis, i. 179; suppuration rare 
when the inflammation is sympathetic, i. 
180; Astley Cooper on suppuration of the 
testicle, i. 180; bursting of the abscess 
sometimes followed by a fungous growth, 
i. 180; symptoms and progress of orchitis 
serve to distinguish it from any other 
disease, i. 180; S. Cooper’s case of or- 
chitis, simulating strangulated rupture, 1. 
180; swelling of the testicle from blows 
takes place very rapidly, i. 180; Astley 
Cooper and South on wasting of the tes- 
ticle, caused by inflammation, i. 180; 
Astley Cooper on the more frequent seat 
of the disease in the globus major, 1. 180; 
treatment of orchitis, 1.180; South on the 
treatment, i. 181; treatment of suppura- 
tion and abscess of the testicle, i. 181; 
South on the treatment of fungus of the 
testicle, consecutive to abscess, 1. 181; 
treatment of induration, 1. 181; occasional 
termination of induration in sarcoma and 
scirrhus, i. 181; treatment of orchitis 
from cold or external injury, i. 182; 
Fricke on compression in orchitis, 1. 182 ; 
South on the treatment by compression, 
i. 182; mode of application of compres- 
sion, i. 182; South on the application of 
compression, i. 1833; subsequent treat- 
ment, i.183; South on the results of com- 
pression, i. 183; South’s case of metastasis 
of gonorrhea and inflammation of the tes- 
ticle to the brain, 1. 183; great care re- 
quired in the application of the plasters for 
compression, i. 184; the advantages of 
compression, according to Fricke, 1, 184; 
wounds of, and of the spermatic cord, i.488 ; 
treatment of the accompanying inflamma- 
tion, 1. 488; if the testicle be destroyed, 
either by the injury or the subsequent 
suppuration, it must be removed, i. 488 ; 
wounds of the cord, involving the nerves 
and vessels of the testicle, cause its 
shrivelling or decay, 1.488 ; South’s case 
of tapping a hydrocele, with supposed 
wound of the testicle, i. 489. 

Testicle, cancer of, ii. 803; sarcocele, ii. 
804 ; cystic swelling of, 11. 809; hydatids 
of, ii. 809 ; fungus of, ii. 810; scrofulous 
swellings of, ii. 810; syphilitic swellings 
of, ii. 810; medullary fungus of, ii. 810; 
extirpation of, ii. 812; undescended tes- 
ticle, and its treatment, ii. 813. 

TETANUS, i. 376; varieties, 1.377; Travers 
on traumatic tetanus, 1.377; Travers on 
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the period of accession of the disease after 
the receipt of the injury, 1.377; Dr. Ro- 
bison’s case, i. 877; Brodie, Sir James 
M‘Grigor, and Blane on the period of 
accession of tetanus after the receipt of 
the injury, i.377; three stages of tetanus, 
i.377; symptoms, i. 377; Lawrence and 
Abernethy on a costive state of the system 
preceding tetanus, i. 378; Hunter on the 
cause of death in, i. 378; state of the intel- 
lect in, i. 378; Samuel Cooper’s case of 
chronic tetanus of five weeks’ duration, i. 
378; proximate cause, i. 378; Froriep, 
Friedrich, Curling, South, and Lawrence 
on the proximate cause, i. 8378; remote 
causes, i. 379; John Hunter, Travers, 
and Samuel Cooper on the causes, i. 3879 ; 
Dr. Bardsley on the diagnosis of tetanus 
from hydrophobia, i. 380; prognosis 
always extremely unfavourable, i. 380; 
Dr. O’Beirne and Hennen on its fatal 
character, 1.380; South on the favourable 
termination of cases which pass over the 
seventh day, i. 380; treatment, i. 380; 
Larrey and Dupuytren on amputation in, 
i. 380; general treatment, i. 380, 3815. 
Klein and Treswart on the use of prussic 
acid in, i. 381; Smith on colchicum in, 
i. 381; South on long and free incisions 
on either side of the spine, and caute- 
rizing the wounds, i. 381; exhibition of 
opium in, i. 381; South on the treatment 
of, 1. 382. 

TExToR on dislocation of the head of the 
thigh-bone downwards and inwards in 
hip-disease, i. 258; case of reduction of 
the consecutive dislocation, i. 268; on the 
arrest of hemorrhage by nature, i. 297; 
effects of torsion, i. 511; dressing the 
wound after the operation for rectal fistula, 
i. 731; ligature of the femoral below 
Poupart’s ligament, ii. 262; cutting away 
the tunica vaginalis, ii. 506; mode of 
amputating the thigh with a flap from the 
outer side, 11. 909; from the inner side, 
li. 909 ; mode of operating in exarticu- 
lation of the fore-arm at the elbow, ii. 
961, 962; excision of joints, li. 969; case 
of excision of the head of the femur, ii. 
978; of excision of the head of a meta- 
carpal bone, and of the os magnum, ji. 
985; of resection ofa rib, ii. 1006. 

THEDEN’s apparatus for fracture of the neck 
of the femur, i. 569; ligature of the her- 
nial sac for its radical cure, ii. 24. 

THEVENIN on dilatation of the stricture in 
strangulated hernia without cutting, ii. 
38. 

THIERRY on torsion of arteries, i. 308, ii. 
227; mode of practising torsion, i. 309. 

Thigh, artificial, ii, 847; amputating 
through, ii. 906; exarticulation of at the 
hip-joint, ii, 932. 

THILENIvs’ case of reduction of the con- 
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' Secutive dislocation in hip disease, i. 268 ; 
division of the tendo Achillis in club- 
foot, ii. 186. 

THomson’s, Dr., observations on the varia- 
tion of the current of the blood through 
the capillaries, resulting from the appli- 
cation of different substances, i. 27 ; mor- 
tification from the use of spurred rye, i. 
615; objections to John Hunter’s views on 
“quick union,” i. 288; splitting of the 
ball in gun-shot wounds by the sharp ed ge 
of a bone, i. 339; sabre-wounds of the 
head, i. 388; sabre-cuts of the head and 
neck, and the infrequency of hernia cere- 
bri, i. 389 ; amaurosis and inflammation 
of the eye caused by the passage of a ball 
through or near the organ, i. 428; dura- 
tion of syphilis under the non-mercurial 
treatment, and subsequent occurrence of 
secondary symptoms, i. 671. 

THomson, H., on the protraction of the 
period of incubation in hydrophobia, i. 
366; case of amputation at the hip-joint, 
1938; 

Throat, polypus of, ii. 738. 

‘Thumb, exarticulation of the metacarpal 
bone of, ii. 964. 

THUNE on the causes of splay-foot, ii. 186 ; 
primitive and secondary valgus, ii. 186, 

Thyroid rupture, ii. 87. 

—— gland, inflammation of, ii. 652. 

—— artery, superior, ligature of, ii. 656. 

inferior, ligature of, ii. 659. 

Tibia, fracture of, i. 581. 

Tibial artery, anterior, aneurism of, 11, 265 ; 
ligature of, ii. 266; posterior, aneurism 
of, ii. 265; ligature of, ii. 266. 

TIEDEMANN on the high bifurcation of the 
brachial artery, ii. 252. 

Tinea capitis and its varieties, i. 631. 

Titiey's, Dr. case of sarcomatous tumor 
of the scrotum, ii. 711. 

Topp, Dr. considers there is a difference 
between temporary and articular carti- 
lage, i. 224, 

Topp’s case of a syphilitic child infecting 
its grandmother, i. 673. : 

Toes, union of, ii. 308 ; supernumerary, li. 
850; amputation of, ii. 930; exarticula- 
tion of, ii. 953. 

Tongue, unnatural adherence of, ii. 814; 
enlargement of, ii. 649; cancer of, ii. 
776 ; removal of by ligature, ii.778; ex- 
tirpation of, ii. 779. 

Tooth-ache, i. 700. 

TONSILS, INFLAMMATION OF—QUINSY !— 
symptoms, i. 139; causes and termina- 
tions, i. 140; abscess, i. 140; Dr. Tweedie 
on enlargement of, i. 140; Guersent’s 
cases of gangrene of, 1.140; treatment, i. 
140; Dr. Watson on the local treatment, 
i. 140; Hercy’s inhaler, i, 141; scarifica- 


tions, i. 141; danger of wounding the’ 


carotid, or a branch, i. 141; Watson’s 


cases, 1. 141; South’s recommendation of 
the actual cautery in case an arterial 
branch were wounded, i. 141; astringent 
gargles to be used on the subsidence of the 
inflammation, i. 141 ; opening the abscess 
with a guarded bistoury or the pharyn- 
gotome, i. 141; treatment after the pus 
has been evacuated, i. 141 ; IM rare cases 
the abscess becomes external under the 
jaw, i. 141; Allan Burns on the sponta- 
neous bursting of the abscess, i. 141; 
attended with much danger, i. 142; de- 
tails of a case in which the trachea was 
deluged with purulent matter, and death 
by suffocation ensued, i. 142; Burns’ 
advice in such cases to tap the abscess 
with trocar and canula, i. 142; in most 
cases of tonsillar abscess the action of 
emetics will cause its rupture; if not, it 
must be opened, i. 142; Burns’ directions 
for opening a tonsillar abscess, i. 142; 
South’s, i. 142; cases of fatal hemorrhage 
consecutive to opening a tonsillar abscess, 
mentioned by Portal, Allan Burns, Tyr- 
rell, and Brodie, i. 142; Lawrence's case 
of alarming hemorrhage from puncturing 
an immature tonsillar abscess, i. 142; 
hardening of the tonsils, i. 145; Else 
denies the existence of the so-called 
scirrhus of the throat, i.143; Dr. Tweedie 
ascribes such cases to hypertrophy and 
induration alone, i. 143; roughness of the 
voice and deafness caused by enlarged 
tonsils, i. 143; South on the treatment of 
enlarged tonsils, i. 143; Allan Burns on 
the formation of calculi in the tonsils, i. 
143; partial extirpation of enlarged ton- 
sils, i. 144; description of the operation, 
1. 144; ligature of the tonsils, or the ap- 
plication of caustic not to be preferred to 
their removal by the knife, i. 145 ; various 
modes of effecting their removal by cut- 
ting, tearing out, tying, or by destroying 
with caustic, i. 145; the operation by 
cutting performed by Celsus, Richter, 
and Moscati, i. 145; that of tearing out 
the tonsils by Celsus and Fabricius ab 
Aquapendente, i. 145; tying the tonsils 
by Guillemeau, Sharp, Cheselden, Bi- 
brach, Siebold, Bell, Chevalier, and Hard, 
i, 145; cauterizing the tonsils with red- 
hot iron or caustic by Severinus and 
Wieseman, 1.145 ; Else’s objection to ex- 
cision, especially in children, on account 
of the haemorrhage, i. 145; prefers Che- 
selden’s operation, i. 145; Physick’s 
guillotine instrument for amputating the 
tonsils, i. 145; Simpson’s adaptation of 
Thorbern’s staphylotome for the same 
operation, i. 145 ; the operation performed 
in the United States with scissors in pre- 
ference to the knife, i. 146; Gibson’s 
forceps, i. 146; South on this operation, 
i. 146; means of stopping the hemor- 
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rhage, i. 146; Lawrence and Callaway 
on the hemorrhage following extirpation, 


i. 146; Shaw’s case of extirpation followed | 


by superficial slough, alarming hemor- 
rhage, and ligature of the carotid, 1. 146 ; 
relaxation of the uvula, i. 147; extirpa- 
tion of the uvula, i. 147; Bennati recom- 
mends cauterization with nitrate of silver, 
i. 147; Paulus Agineta cauterizing it with 
the aid of the staphylokauston, 1. 147; 
Paré used the ligature, i. 147; Astley 
Cooper and South’s opinions against the 
operation, i. 147. 

Torsion of arteries, 1. 308. 

TouRNEL’s case of dislocation of the scapu- 
gar end of the clavicle downwards, i. 780. 

TOYNBEE on the synovial membrane, i. 
212; non-vascularity of cartilage, 1. 225, 
227; development of, i. 225; supply of 
nutrient fluid to articular cartilages, 1. 
225; vessels by which articular carti- 
lages are nourished, i, 226; description 
of the canals in adult cartilage, i. 226; 
removal of the articular cartilages in old 
age, 1. 241. 

Trachea, foreign bodies in, 11. 394. 

Tracheotomy, ii. 401. 

Transfusion, ii. 878. 

TRAVERS on the cause of pain in inflamma- 
tion, i. 25; remarks that pain is not neces- 
sarily an attendant on inflammation, i. 
26; redness in inflammation, i. 26; in- 
crease of heat in inflammation, 1. 27; 
experiments of Dr. John Thomson re- 
peated by, i. 29; oscillation attending the 
recovery of the circulation in inflamma- 
tion, 1. 29; effusion of serum, 1. 33; 
lining membrane of an abscess, i. 38 ; 
the circumstances which determine an 
abscess to the surface, i. 38; purpose 
which the formation of pus serves in the 
economy, i. 39; constitution of pus, i. 42 ; 
process of ulceration, i. 52; objection to 
the terms mortification and sphacelus, i. 
53; acute gangrene, i. 54; deep and ex- 
tensive effusions and injuries of nerves 
causes of mortification, i. 55; chronic 
gangrene, i. 5&8; severe phlebitis, 1. 78; 
primary symptoms of gonorrhea, i. 156 ; 
gonorrheal sores, and their consequences, 
i. 166; secondary symptoms of gonorrheal 
sores, i. 166; paronychia affecting the 
tendons, i. 193; the blood as a medium 
of organized adhesion in wounds, 1. 289 ; 
formation of new vessels, i. 292; filling 
up a gaping wound, i. 293 ; case of wound 
of the posterior tibial artery, 1.305; trau- 
matic tetanus, 1. 377; period of the ac- 
cession of the disease after the receipt of 
the injury, i. 377; causes of tetanus, i. 
379; case of suicidal wound of the lingual 
or facial artery near its origin, with un- 


successful ligature of the common carotid, } 


i. 432; effects of injury of the abdomen, 
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i. 457; wounds of the abdomen, 17458 ¢ 
case of wounded intestine, i. 462 ; wounds 
of the intestines communicating directly 
with the surface, i. 463; varieties of 
wounds of the intestines, i. 463; experi- 
ments on wounded intestine, 1. 465, 467 ; 
objections to returning a wounded intes- 
tine without suture into the abdomen, i. 
468 ; withdrawal of the suture after union 
has taken place, i. 468; directions for 
stitching a wounded intestine, 1. 468; 
reparation by artificial connexion of the 
divided parts of a wounded intestine, 1. 
470; treatment of wounded intestine, 
without feculent discharge or prolapse, i. 
4715; spontaneous reparation in wounded 
intestine, i. 471; effusion into the cavity 
of the abdomen ir cases of penetrating 
wounds, i. 472; impediments to effusion 
of the intestinal contents in wounds of the 
bowels, i. 472 ; case in which he applied 
a ligature round the wound of a protruded 
stomach, i. 476; combined effects of mer- 
cury and syphilis in the production of the 
mercurial disease, i. 677 ; cachexia mer- 
curialis, i. 678 ; nature of strangulation in 
ruptures, ii. 11; effects produced by the 
ligature on the arterial coats, 11.219; case 
of ligature of the carotid, ii. 233; treat- 
ment of branching aneurism, 11. 275 ; case 
of suppuration of the bursa of the knee- 
cap, il. 461; treatment of hydrocele by 
punctures, ii. 500; case of impaction of 
calculus in the ureter, 11.544; of secondary 
hemorrhage after lithotomy, ii. 604; of 
calculus in the urethra, ii. 630; of stone 
broken up under the use of a constitu- 
tional stone-solvent, ii. 634; on the genus 
carcinoma, ii. 716 ; occasional inertness of 
scirrhus during life, ii. 768; resemblance 
of chimney-sweep’s cancer to lupus, 11. 
816; case of resection of the scapula, ii. 
1003; of resection of the clavicle, i. 
1004. 

TRAVERS’, jun. case of dislocation into the 
ischiatic notch in a boy five years old, i. 
764; case of a foreign body in the wind- 

- pipe for a long time, 11. 396. 

Trepanning, he operations of, 1.419. See 

Trephining, f Wounds of the Head. 

TrEswanrtT on the exhibition of prussic acid 
in tetanus, i. 381. 

Troccon’s mode of operating in exarticu- 
lation of the four metacarpal bones, il. 
965. 

Troga on incipient production of new bone 
after necrosis, 1. 693. 

TROLLIET considers the mucus from the 
inflamed mucous membrane of the bronchi 
in hydrophobia to be the vehicle of the 
poison, i. 364. 

TroussEau on tracheotomy in croup, ii. 
399. 

Tubercle in bone, ii. 681, 
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Tumours, adipose, ii. 690; encysted, ii. 
694; atheromatous, ii. 696; sebaceous, ii. 
697; sarcomatous, ii. 710; lardaceous, ii. 
71 2. 

TUNALEY’s case of a bristle in the cesopha- 
gus, li. 884. 


‘Turcuerti'’s cases of malignant pustule, | 


described by him as anthrax, i. 66. 

TWEEDIE, Dr. on enlargement of the ton- 
sils, i. 140; ascribes cases of the so-called 
scirrhus of the tonsils to hypertrophy and 
induration alone, i. 143. 

Tympanitis, ii. 495. 

TyRRELL’s case of fatal hemorrhage con- 
secutive to opening a tonsillar abscess, i. 
142; of protracted gleet, i. 173; distinc- 
tion between gonorrheal gleet, and gleet 
from stricture, i. 173 ; diagnosis between 
inflammation and hysterical affections of 
the joints, i. 249 ; adhesive plaster, i. 325 ; 
case of wounded intestine, i. 462; of tre- 
panning the spine, i. 538; hydriodate of 
potash in general syphilis, i. 669; case of 
compound dislocation of the sternal end 
of the clavicle backwards, i. 778 ; of hook- 
foot, arising from an accident, ii.190; of 
the existence of several aneurisms in the 
same person, ii. 204; of teleangiectasy 
treated by injecting a solution of alum, ii. 
285; of a broken piece of catheter in the 
bladder, ii. 417; section of the prostate 
in the operation for stone, ii. 590; case of 
inhealing of a metallic frame to remedy a 
sunken nose, ii. 845; of excision of part 
of the hand, ii. 965; of necrosis of the 
lower jaw, ii. 986. 


ULCERATION :—causes, i. 49; Hunter on 
ulcerative inflammation, i. 49; ulcerative 
absorption, or absorption with suppura- 
tion, 1. 50, 51; progressive absorption, i. 
51; Travers ou the process of ulcera- 
tion, i. 52; ulceration of the synovial 
membrane, i. 214. 

ULcErs IN GENERAL :—definition of, i. 613 ; 
causes, internal and external, i. 613; 
division of ulcers into simple and com- 
plicated, i. 613; subdivisions of compli- 
cated ulcers, i. 613; reaction of ulcers on 
the organism, i. 613; prognosis, i. 614; 
treatment, i. 614; three stages of the pro- 
gress of ulcers towards healing, i. 614; 
symptoms and treatment of an inflamed 
ulcer, i. 614; of the erethetic ulcer, i. 
615; of the torpid ulcer, i. 615; symp- 
toms, appearances, and treatment of the 
foul or gangrenous ulcer, i. 615; Percy, 
Labarraque, Lisfranc, Lemaire, Ekl, Kli- 
matis, Biett, Cloquet, Cullerier, Boulay, 
and Pigné on the solution of the chloride 
of lime in foul, gangrenous, and torpid 
ulcers, i. 615, 616; symptoms and treat- 

. ment of the callous ulcer, i. 616; of the 


edematous ulcer, i. 616; of the fungous | 


- ulcer, i. 616; of varicose ulcer, i. 617; 


issues required if the ulcers are of long 
Standing, i. 617; atonic ulcers, i. 618: 
causes, situation, and symptoms, i. 618; 
prognosis, i. 618; treatment, i. 618; ap- 
plication of sticking-plaster, i. 619; Un- 
derwood and Boyer allow the patient to 
walk while wearing the sticking-plaster, 
1. 619 ; local application of aromatic and 
astringent remedies, i. 619; Rust’s treat- 
ment of chronic ulcers of the foot by the 
hunger-cure, i, 619; South on the appli- 
cations of strips of plaster in the treat- 
ment of ulcers, i. 619; general treatment, 
i. 620; prevention of relapses, i. 620; 
scorbutic ulcers, i. 620; causes and symp- 
toms, i. 620; characters, i. 621; occasi- 
onal causes of scurvy, i. 621; Bateman 
on purpura hemorrhagica, or land scurvy, 
i. 621; general and local treatment, 3, 
621; scrofulous ulcers, i. 622; causes, i. 
622; indications of the scrofulous dispo- 
sition, i. 622; diseases dependant on scro- 
fula, i. 622; characters of scrofulous 
sores, 1. 622; treatment of the sores must 
be constitutional, i. 622; occasional dis- 
appearance of scrofula at puberty, or 
during the first pregnancy, i. 622 ; gene- 
ral treatment of scrofula, i. 623; local 
treatment of glandular swellings and 
scrofulous ulcers, i. 623; local treatment 
of the ulcers when torpid, i. 623; use of 
iodine and cod-liver oil, i. 623; Lugol on 
iodine in scrofula, i. 623; Lugol’s formule 
for the exhibition of iodine, i. 623 3 exhi- 
bition of cod-liver oil, i. 624; Negrier on 
fresh walnut leaves and their decoction 
in scrofula, i. 624; Pollini’s decoction, i, 
624; Russell and Burns on the treatment 
of scrofulous ulcers, i. 624; South on the 
iodide of potassium and cod-liver oil in 
scrofula, i. 624; scrofulous inflammation 
of the upper lip, nose, and cheeks, and its 
treatment, i. 625; gouty ulcers, i. 625; 
causes and characters, i. 625; situation 
and diagnosis, i. 625; the treatment of 
these ulcers requires great care, for fear of 
metastasis, i. 626; general treatment, i. 
626; wine of colchicum seeds the most 
efficacious remedy in gouty and rheumatic 
affections, i. 626; Lewin’s experiments 
on colchicum as a cause of an increased 
production of uric acid in the urine, i, 
626 ; local treatment, 1. 626; earthy mat- 
ters deposited in gout, i. 626; impeti- 
ginous ulcers, i. 627; varieties, i. 627; to 
be considered as symptoms of chronic 
eruption of the skin, 1. 627; causes of 
chronic eruptions, i. 627; subdivisions of 
impetiginous ulcers, i. 627; treatment, 
general and local, i. 627; herpetic ulcers, 
i, 628; characters, i. 628; varieties of 
herpes, i. 628; characters of herpes exe- 
dens or lupus, i. 628; proximate cause, i. 
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629 ; hereditary disposition to herpes, i. 
629; remote causes, i. 629; complications 
with scrofula, syphilis and gout, i. 629; 
danger of the repulsion or imperfect 
development of herpes, i. 629; Veiel’s 
division of herpes, i. 629; treatment of 
herpetic ulcers, i, 630; anti-herpetic 
medicines, i. 630; external treatment, i. 
630; scalled head or tinea capitis, i. 631; 
symptoms and characters of scalled head, 
i. 631; characters of tinea favosa, i. 631; 
of tinea granulata, i. 632; of tinea fur- 
furacea, i. 632 ; of tinea asbestina, i. 632; 
of tinea muciflua, i, 632; consequences 
of long-continued scalled head, i. 632; 
proximate and occasional causes, i. 632; 
sudden suppression of scalled head some- 
times dangerous, i. 632; treatment, i. 
632; local treatment, i. 633; milk crust 
or crusta lactea,i. 633; characters, i. 633; 
of crusta serpiginosa, i. 633; causes of 
crusta lactea, i. 633; crusta serpiginosa 
always consequent on complication of 
crusta lactea with syphilis or herpes, 
i. 634; Autenrieth’s opinion that crusta 
serpiginosa is connected with itch, i. 
634; local and general treatment of 
crusta lactea, 1. 634; of crusta serpi- 
ginosa, i. 634; von Wedekind on the 
treatment of crusta lactea, i. 634; itch, 
scabies, or psora, i. 634; characters, i. 
635; characters and causes of itch ulcers, 
1.635; Krause on the existence of itch 
without eruption, i. 635; cause of itch, 
i. 635; the itch-mite, i. 635; symptoms 
of scabies spuria, i. 635; Wichmann, 
Bateman, Baker, Canton, Alibert, Lugol, 
Renucci, Albin Gras, and Eble on the ex- 
istence of the itch-mite or acarus scabiei, 
i. 636; Eble’s observation on the acarus, 
i. 636 ; Emery and Aube on the contagion 
of itch, dependent on the itch-mite, i. 
636; the inoculation of itch by trans- 
planting the acarus, i. 636; Mouffet, 
Avenzoar, Joubert, Linneus, Dr. Adams, 
and Hyacinth Cestoni on the acarus sca- 
biei, i. 636; Gale’s experiment with the 
itch-mite, 1. 637; consequences of neglected 
itch, i. 637; simple and complicated itch, 
i. 637; treatment of simple itch, i. 637 ; 
objections to greasy applications in the 
treatment of itch, i. 637; Horn’s lini- 
ment, i. 638; Fischer on the applica- 
tion of smear, black, or green soap, i. 
638; mode of using it, i. 638; symptoms 
which occur during this treatment, i. 
638; treatment of itch by Graf, Vézin, 
and Pentzlin, i. 639; treatment of itch 
by liquid sulphuret of lime in the Bel- 
gian army, i. 639; treatment of com- 
plicated itch, i. 640; of itch ulcers, i. 
640; of suppressed itch, i. 640; venereal 
ulcers, i. 640; distinguished as primary 
and secondary, i. 641; causes, i. 641; 
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South on the inappropriate use of the 
terms ‘‘ venereal ulcer” and “ chancre” 
as synonymous, i. 641; John Hunter on 
the two modes in which the venereal 
poison affects the system, i. 641; Law- 
rence on the progress of syphilis from 
one part of the body to another, 1. 642; 
the operation of the venereal contagion 
requires a peculiar delicate structure of 
the part affected, or a deprivation of its 
euticle, i. 642; symptoms of chancre, i. 
642; characters of the pus secreted by 
venereal ulcers, i. 642; John Hunter and 
Ricord on the period at which chancres 
appear after infection, i. 642; John 
Hunter on the symptoms of chancre, i. 
642; Lawrence on the progress of ulcera- 
tion ina syphilitic sore, i. 643 ; Lawrence 
on the five kinds of syphilitic sores, i. 
643; the pus of the ulcer the special 
vehicle of the venereal contagion, i. 644 ; 
Hunter’s experiments by inoculating with 
the matter of gonorrhea and chancre, 1. 
644; Ricord on inoculation for the pur- 
pose of distinguishing syphilitic sores, 
whether primary or secondary, i. 644; 
buboes the first symptoms of general 
syphilis, i. 645; may be idiopathic, or 
sympathetic, i. 645 ; symptoms, progress, 
and terminations, i. 645; John Hunter on 
the true venereal buboes, i. 645; Ricord 
on the seven kinds of buboes, i. 645; 
Hunter and Ricord on the existence of 
syphilitic buboes, without primary sore, i. 
646, 647; general syphilis attacks spe- 
cially either the skin, mucous mem- 
branes, or bones, 1. 647; John Hunter on 
the continuance of the constitutional irri- 
tation from lues, independent of continued 
absorption, 1. 647; inflammation of the 
mucous membrane of the throat, i. 647; 
symptoms, appearances, and results, i. 
647; venereal eruptions, i. 648; symp- 
toms, i. 648; Lawrence on the four kinds 
of syphilitic eruptions, i. 648; herpetic 
eruptions, rhagades, verrucee, and con- 
dylomata, i. 649; John Hunter and Ricord 
on the non-infectious character of the pus 
from a secondary syphilitic sore, i. 649 ; 
symptoms and results of syphilis in the 
bones, i. 650; modifications of the symp- 
toms of syphilis, i. 650; primary syphi- 
litic ulcers no decided external character, 
i. 651; Abernethy on pseudo-syphilis, i. 
651; Abernethy on the means of dis- 
tinguishing between true and false syphi- 
lis, 1. 651; Carmichael’s objections to the 
terms syphilis, syphiloidal, and pseudo- 
syphilis, i, 652; Carmichael bases his 
arrangement of venereal complaints on 
the character of the eruption, i. 652; 
Ricord on the causes of the varied ap- 
pearances of chancre or primary syphi- 
litic sore, i. 653; differences in secon- 
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dary syphilis, i. 654; prognosis, i. 654; 
John Hunter on the relative rapidity of 
cure of gonorrhea, chancre, and lues ve- 
nerea, i, 654; Abernethy on the occa- 
sional spontaneous healing of chancre, i. 
655; John Hunter on the relapse of ulcers 
after chancres have cicatrized, i. 655; 
treatment of syphilis with mercury, i. 655 ; 
in treating chancre, an especial indication 
to prevent general syphilis, i. 655; local 
treatment, i. 655; Ricord on the destruc- 
tion of the ulcer by the nitrate of silver, 
i. 655; internal exhibition of mercury, i. 
655; Lawrence on the exhibition of mer- 
cury in cases of chancre, and on the rarity 
of the occurrence of secondary symptoms 
when mercury has been used, i. 656 ; 
Lawrence on the extent to which the use 
of mercury may be pushed, i. 656 ; Green 
on the use of mercury in syphilis, and on 
the forms in which it should be employed, 
1. 656 ; circumstances requiring the local 
exhibition of corrosive sublimate, i. 658 : 
Delpech on frictions with the ung. hyd. 
cin. in primary syphilis, i. 658; South 
on the treatment of sloughing chancre, i. 
658 ; mercury not to be used either inter- 
nally or externally under such circum- 
stances, i. 658; mercury should be ex- 
hibited for some time in smaller doses 
after the chancre has cicatrized, i. 659 : 
treatment of buboes, i. 659; tendency of 
idiopathic buboes to suppurate, i. 659 : 
treatment of the remaining ulcer, i. 659 ; 
treatment of the indurated bubo, i. 659 ; 
mode of opening suppurating buboes, i. 
659; Ferguson, Fricke, Reynaud, and 
Ricord on the treatment of buboes, i. 659; 
South on the treatment of suppurating 
bubo, and of the subsequent ulcer, i. 659 ; 
treatment of general syphilis by mercury, 
i. 660; external employment of mercury, 
when required, i. 660 ; sublimate baths, 
i.660; the internal exhibition of mercury 
preferable in ordinary syphilis, i. 660; 
local symptoms require special treatment, 
i. 660; Rust’s treatment of syphilitic 
ulceration of the throat and palate, i. 660 ; 
treatment of syphilitic eruptions, i. 660; 
treatment of the granulations by caustic 
or the knife, i. 661 ; of syphilitic diseases 
of the bones, i. 661; mercurial fumiga- 
tion in syphilitic ulceration of the tonsils 
and pharynx, i. 661 ; South on secondary 
syphilitic sores and their treatment, i. 
661; South on the treatment of nodes, 1. 
662; necessary to vary the mercurial 
preparations in use according to consti- 
tution and other circumstances, i. 662; 
Starke on the phosphor. hydrarg., von 
Graefe on the iodide and bromide of mer- 
cury, and Mendaga and Parent on the 
hydrarg. cyan., i. 662; salivation not 
_ necessary for the cure of the venereal 
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disease, i. 662; treatment of salivation, 
i. 663; treatment of old cases of venereal 
disease, i. 663; Louvrier and Rust on the 
friction-cure, i. 663 ; cases in which the 
friction-cure is indicated, i. 663; cases in 
which it is contra-indicated, i. 663; South 
on the friction-cure, i. 664; mode of em- 
ploying it, i. 664; Wedemeyer, Rust, 
and South on the number of times the 
frictions may require to be practised, i, 
664; the order in which the rubbings-in 
are to be conducted, i. 665; symptoms 
which occur during this treatment, i, 
665; the Montpellier modification of the 
friction-cure condemned, i. 666; treat- 
ment to be adopted, if the salivation or 
critical sweating be suddenly suspended, 
i, 666; occurrence of spasmodic or ner- 
vous symptoms, i. 666 ; subsequent treat- 
ment, 1. 666 ; Weinhold’s mercurial cure, 
i. 666; mode of employing it, i. 666; 
Zittmann’s decoction, i. 667; mode of 
exhibiting it, i. 667; formula for Zitt- 
mann’s decoction, i. 667; the Arabian 
treatment, i. 668; Dzondi’s treatment, i. 
668; the preference given to the use of 
Zittmann’s decoction, i. 668; treatment of 
syphilis without mercury, i. 669; various 
modes of treating secondary symptoms 
without mercury, i. 669; Pitcairn, Chrés- 
tien, and Niel on gold and its prepara- 
tions in primary and secondary syphilis, 
1. 669; Ricord, Eustbe de Salle, Lalle- 
mand, Biett, Paillaud, Wallace, Dr. Wil- 
liams, Judd, Tyrrell, Ebers, von Hassel- 
berg, and Hacker on iodine and hydrio- 
date of potash in gonorrhea and general 
syphilis, i. 669; Forster on the cure of 
syphilis by the chloride of gold and soda, 
i. 670; treatment of syphilis without 
mercury in England, i. 670; Hill, Hen- 
nen, Rose, Guthrie, and Thomson on the 
duration of the disease under this treat- 
ment, and on the subsequent occurrence 
of secondary symptoms, i. 671; South on 
the proper mode of exhibiting mercury in 
the treatment of syphilis, i. 671; objec- 
tions to the treatment without and. with 
mercury, i. 671; syphilis in infants, i. 
673; causes of infection, i. 673; Evan- 
son and Maunsell on the communica- 
tion of syphilis to the fetus in the 
womb, 1.673; Huguier on the period at 
which syphilis shews itself after birth, i. 
673; infection of the child by a syphi- 
litic nurse, i. 673; Dyckman’s assertion 
that the child may be infected by the 
milk of a diseased nurse, 1, 673; Hunter, 
Lawrence, and Todd’s cases of diseased 
children infecting the nurses, i. 678; 
Colles doubts whether the child can infect 
the nurse, unless she have ulceration of: 
the nipple, i. 673 ; Evanson and Maunsell 
on the symptoms of syphilis in infants, i, 
ce 
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673; Lawrence on syphilitic iritis, and 
ulceration about the anus in infants, i. 
674; prognosis, i. 674; Evanson and 
Maunsell on the treatment of syphilis in 
infants, i. 674; Swediaur and Bacot ob- 
ject to the use of corrosive sublimate in 
such cases, i. 674; Hey, Lawrence, Hun- 
ter, Ricord, and South on the possibility 
of infection from secondary syphilis, 1.675. 

Ulna, fracture of, i. 559; dislocation of, 1.789. 

Ulnar artery, ligature of, ii. 252. 

ULLsAMER on endemic prolapse of the womb 
from the use of the labour-chair, ii. 108. 

Umbilical rupture, ii. 79, 

UNDERWoop on the treatment of ulcers by 
sticking-plaster, 1. 619. 

Urpan’s opinion that there is a circlet of 
small vesicles round the wound or scar in 
hydrophobia, i. 368. 

Ureter, stone in the, ii. 543. 

URETHRA, INFLAMMATION OF :—GONOR- 
RHEA ; causes, i. 155 ; symptoms and pro- 
gress, i. 155; chordee, i. 155; balanitis, 
i. 155; phymosis, i. 155; paraphymosis, 
i. 155; Hunter and Astley Cooper on the 
period when gonorrhea first shows itself 
after infection, i. 156; Astley Cooper, 
Hunter, and Travers on the primary 
symptoms, i. 156; Hunter on the specific 

- extent of the inflammation, i. 156; Hunter 
and Astley Cooper on the actual seat of 
the discharge, i. 156; Cooper on the post- 
mortem appearances, i. 157; Hunter on 
the small swellings which are noticed ex- 
ternally near the urethra, i. 157; Hunter 
on the size and form of the stream of 
urine, 157; Hunter and Cooper on the 

' occurrence of hemorrhage in severe go- 
norrhea, i. 157; in rare cases the corpus 
spongiosum is ruptured, 1.157 ; Macmur- 

- do’s case of rupture of a vessel in the 

- penis during coition, i. 157; Hunter on 

- inflammatory and spasmodic chordee, 
1. 157; Abernethy on permanent chor- 
dee from the inflammation having ex- 
tended to the corpus spongiosum, i 
158; Hunter on the extent of local 
irritation, 1. 158; South on retention 
of urine in severe gonorrhea, i. 158; 
Hunter on the extension of the inflam- 
mation to the bladder, and the consequent 
inability of that viscus to retain its con- 
tents, i. 158 ; the constitution rarely pri- 
marily affected, i. 158; Hunter’s case of 

- fever preceding gonorrhea, i. 158; con- 
tinuance of the symptoms, i. 159; gleet, 
i, 159; Astley Cooper on the influence 
of constitutional causes on gonorrhea, i. 
159; consequences of gonorrhea, i. 159; 
seat of, in the female, i. ,159 ; its propaga- 
tion to the rectum, i. 159; distinguishing 
characters from leucorrhea, i, 159; Ri- 
cord on acute urethritis in the female, i. 


159; Ricord on utero-vaginal gonorrhea, | 


i. 159; Hunter on the extension of the 
inflammation to the bladder in the fe- 
male, i. 159; doubts its extension to the 
ovaries, i. 159; Ricord regards ovaritis 
as a complication of gonorrhea, i. 159 ; 
swelling and infiltration of the external 
parts, considered by Ricord a kind of 
phymosis or paraphymosis, i. 159; ab- 
scesses in the labia or nympha, i. 160 ; 
Hunter and Ricord on abscesses compli- 
cating gonorrhea, i. 160; distinction be- 
tween gonorrhea and leucorrhea not easy, 
i. 160; Dr. Locock on leucorrhea, i. 160; 
characters of the secretion, i. 160; Lo- 
cock and Jewel on the distinguishing 
signs between leucorrhea and gonorrhea, 
i. 160; pudendal discharges in female 
infants, i. 161; Locock on the pudendal 
discharges during dentition, i. 161; Dr. 
Percival, Dr. Ferriar, Dr. Mackintosh, 
Kinder Wood, and Capuron on an epi- 
demic vaginal catarrh, i. 161; varieties 
of gonorrhea, i. 161; Lawrence’s divi- 
sion into gonorrhea benigna and gonor- 


rhea virulenta, i. 161; Hunter on gonor- 


rhea from simple causes, i. 161; Sir Ever- 
ard Home on the internal use of arsenic 
and ginger as a cause of gonorrhea, i. 
162; simple gonorrhea originating in 
leucorrhea in the female, i. 162; Hun- 
ter’s case, i. 162; South on gonorrhea 


* virulenta a constitutional disease in cer- 


tain persons, 1. 162; Lawrence’s opinion, 
i, 162; Abernethy on gonorrhea viru- 
lenta, i. 162; question of identity be- 
tween gonorrhea and syphilis, i. 162; ob- 
servations and experiments of Hernandez 
and Ricord, i. 162; Becket’s memoran- 
dum respecting gonorrhea, i. 162; John 
of Gatesden’s Rosa Anglicana, i. 162; 
John of Arden mentions the chaude- 
ptsse, 1. 163; the supposed origin of sy- 
philis on the discovery of America, or at 
the siege of Naples, i. 163; South’s 
opinion that syphilis was known to John 
of Arden, and perhaps to John of Gates- 
den, i. 163; Hunter on the identity of 
the two poisons, i. 163; accounts for the 
two different effects of the same poison, 
by the gonorrhea preceding from a secre- 
ting surface, while the chancre is formed 
on a non-secreting surface, i. 163; 
South on the frequency of the co-occur- 
rence of chancre and gonorrhea, i. 164 ; 
Bell denies the identity of gonorrhea 
and syphilis, i. 164; Hernandez’ expe- 
riments on the subject, i. 164; the ulcers 
produced by inoculating with gonorrheal 
virus are not syphilitic, i. 165; Ricord’s 
observations and experiments, i. 165; 
Ricord’s inferences from the results of . 
the inoculation with gonorrheal matter, i. 
165; the opinion that gonorrhea is unat- 
tended . by ulceration contraverted by 
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Ricord, i. 166; Travers on gonorrheal 
sores and their consequences, i. 166; 
Travers on the secondary symptoms of 
the gonorrheal sore, i. 166; South on the 
gonorrheal sore throat, i. 166; diagnosis 
of the several kinds of gonorrhea, i. 
167; the swelling of the testicle, and of 
the inguinal glands and prostate, sympa- 


thetic not syphilitic, i. 167; Hunter on | 


the sympathetic swellings in gonorrhea, i. 
167; Cooper on the sympathetic bubo 
of gonorrhea, i. 167; in all suspicious 
cases of discharge from the male or fe- 
male genitals, if the disease be syphilitic, 


the speculum will shew it in the female, | 


and inoculation with the matter will indi- 
cate it inthe male, i. 167; Ricord on the 
examination of public prostitutes, i. 167; 
treatment, i. 168; Hunter on the duration 
and spontaneous cure of gonorrhea, i. 
168; treatment, i. 168; employment of 
stimulating injections, i. 169; John of 
Arden’s prescription, i. 169; Beckett’s 
prescription, i. 169; Abernethy’s objec- 
tion to any attempt to check gonorrhea, i. 
169; recommends a soothing practice, i. 
169; South’s treatment, i. 169; Carmi- 
chael’s injection of a strong solution of 
' nitrate of silver, i. 170; Ricord’s treat- 
. Ment by the direct application of the 
nitrate of silver, i. 170; Astley Cooper’s 
treatment, i. 170; observes that gonor- 
rhea is difficult to cure in strumous sub- 
jects, i. 170; treatment of chordee, i. 
170; means to check hemorrhage, if it 
occur, 1. 170; South’s treatment of pain- 
ful erections and chordee, i. 170; Astley 


Cooper, Ricord, and Hunter on the rem- | 


edies for chordee, i. 170; South, Hunter, 
and Ricord on the treatment and arrest 
. of hemorrhage from the urethra, i. 170; 
subsequent treatment of gonorrhea, i. 
171; treatment of the syphilitic form of 
gonorrhea, i. 171; treatment of gonor- 
. rhea in women, i. 171; South and Ricord 
on its treatment in women, i. 171; use 
- of stimulating injections in some cases 
objectionable, i. 171; Home’s cases in 
which the use of stimulating injections 
caused the sides of the vagina to unite 
together by the adhesive inflammation, i. 
172; Ricord’s treatment of severe cases 
by the introduction of a plug of lint dip- 
ped in an emollient narcotic liquid, i. 
172; his treatment of obstinate cases by 
filling the vagina with dry lint, i. 172; 
ulcerations and papulous granulations 
to be cauterized, i. 172; Ricord on ulce- 
rations of the mucous membrane of the 
womb, i. 172; vegetations in the interior 
of the urethra to be destroyed by incision 
or cauterization, i. 172 ; Ricord on gonor- 
rhea in the female urethra, i. 172; treat- 
- ment of gleet, i. 172; South and Astley 


URETHRA, rupture of, i. 488. 
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Cooper on gleet, i. 173; Astley Cooper, 
Hunter and South on the infectious na- 
ture of gleet, i. 173; Tyrrell’s case of 
protracted gleet, i.173; Tyrrell on the 
distinction between gonorrheal gleet, and 
gleet from stricture, i. 173; Astley 
Cooper on the distinction between gonor- 
thea and gleet, and abscess of the Ja- 
cune, i. 173 ; Astley Cooper on the treat- 
nent of gleet, i. 173; constitutional treat- 
ment, i. 174; Ricord on inoculation 
with gonorrhea to cure gleet, i. 174; 
South’s condemnation of that practice, i. 
174; use of cubebs, i. 174; Delpech’s 
condemnation of cubebs, i. 174; symp- 
toms produced by the exhibition of cu- 
bebs, i. 174; Delpech has shewn that 
cubebs do not cause inflammation of the 
testicles, i. 175; Delpech’s treatment of 
gonorrhea, i. 175; Velpeau, Michaelis, 
Richon, and De Salle on the treatment of 
gonorrhea, i. 175; Astley Cooper on the 
use of cubebs in gonorrhea, i. 175 ; South 
on cubebs and copaiba in gonorrhea, i. 
176; external gonorrhea, balanitis, i. 
176; causes and symptoms, i. 176; Hun- 
ter and South on balanitis, i. 176 ; treat- 
ment, i. 176; Ricord and South on the 
treatment, 1.176; gonorrhea of the nose, 
i. 177; Benjamin Bell’s cases, i. 177; 
treatment of gonorrhea, dependent on a 
gouty or herpetic disease, i. 177. 

See Wounds 
of the Penis. 


URETHRA, STRICTURE OF, ii. 351; stricture 


of the urethra of more frequent occur- 
rence than in any other outlet, ii. 352; 
symptoms, ii. 352; Brodie on incon- 
tinence of urine in stricture, ii. 352; 
extravasation of urine from rupture or 
sloughing of the urethra behind the stric- 
ture, ii. 353; Brodie on extravasation :of 
urine from ruptured urethra in stricture, 
ii. 353; Brodie on abscesses communi- 
cating with the bladder in old eases of 
stricture, ii. 353; changes in the urethra 
in old strictures, and the attendant symp- 
toms, ii. 353; Brodie on the complication 
of stricture with enlarged prostate, ii. 
354; Brodie’s case of enlargement of the 
urethra from stricture, li. 8354; Brodie on 
the formation of cysts of the urethral mu- 
cous membrane in stricture, 1i. 354; Bro- 
die on the occurrence of rigors and fever 
in cases of stricture, ii. 354; causes of 
stricture, i1. 355; Brodie on the existence 
in old strictures of an indurated mass 
at the lower portion of the penis, ii. 355 ; 
seat and characters of stricture, ii. 355; 
Hunter’s description of three forms of 
stricture, ii. 356; Brodie on the original 
seat of stricture, 11. 356; diseases liable 
to be confounded with stricture, ii. 356 ; 
diagnosis, ii. 357; .prognosis, ii. 357; 
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treatment ii. 357; mode of determining 
the seat of the stricture, ii. 357, 358 ; 
Brodie on the use of a full-sized bougie in 
determining the seat of the stricture, ii. 
357; preparation of common bougies, ii. 
358; Astley. Cooper, Abernethy and 
Brodie on passing the bougie, ii. 359; 
Astley Cooper and Abernethy on the use 
of metallic bougies, ii. 359; Brodie on 
the treatment of stricture with bougies, 
and on their applicability to the respec- 
tive kinds of stricture, ii. 360; Brodie’s 
directions for the introduction of the 
bougie, ii. 360; South on the danger of 
using plaster bougies, ii. 361; South on 

- the introduction of the bougie, ii, 362; 
South on the general treatment of stric- 
ture, ii. 363; the time the bougie should 
be left in the urethra, and the frequency 
of its introduction, ii. 363 ; precautions to 
be taken when the instrument is left in 
the urethra, ii. 364; gradual increase in 
the size of the instrument used, ii. 364; 

. Arnott’s oil-silk tube, ii. 364; action of 
the bougie, ii, 364; symptoms occasion- 
ally produced by it, ii. 364; Astley 
Cooper and Abernethy on hemorrhage 
from the urethra after passing the bougie, 
ii. 365; Astley Cooper and South on the 
practice to be adopted when a laceration of 
the urethra by the bougie is suspected, ii. 
365 ; destruction of the stricture by caustic, 
ii. 8365; by ulceration to be rejected as 
dangerous, ii. 365; Brodie on the destruc- 
tion of stricture’ by ulceration, ii. 365; 
cauterizing a stricture from before back- 
wards, ii. 366; preparation of armed 
bougies, ii. 366; Hunter, Home and 
Whately on the use of the armed bougie, 
11. 366; objections to this mode of cauteriza- 
tion, il. 366 ; cauterizing the walls of the 
stricture, ii. 366 ; Whately and Arnott on 
cauterizing the walls of the stricture, ii. 
367; use of bougies armed with caustic 
potash, ii. 367; Whately and Lawrence 
on the use of bougies armed with caustic 
potash, ii. 368; Ducamp’s mode of cau- 
terizing the urethra, ii, 368.; subsequent 
treatment, ii. 369; Ducamp’s mode of di- 
lating the urethra after cauterization, ii. 
369; Ducamp’s caution respecting the 
use of caustic, ii. 370; Lallemand, Segalas 
and Tanchou’s caustic-holders, ii. 370; 
relative advantages of the treatment by 
bougies and by caustic, ii. 370; Astley 
Cooper, Brodie, Lawrence and South on 
the use of the armed bougie, ii. 371; cut- 
ting into the-stricture, and subsequent 
dilatation, ii.372; Jameson’s treatment of 
stricture, ii. 372; formation of false pas- 
sages, lil. 373; treatment, ii. 373; South 
on the treatment of false passages, ii. 37 3; 
congenital closure of the urethra, ii. 373 ; 
treatment, ii. 373. 
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Urethra, calculus in the, ii. 630. 

Urinary fistula, i. 737. 

Urine, retention of, ii. 409. 

Urethroplasty, i. 742. 

Uvula, relaxation of, i. 147; extirpation 
of, i. 147. 


VACCINATION OR INOCULATION WITH COW 
POCK, li, 873; definition, ii. 873; use of 
the lymph, ii. 873; Dr. Gregory on the 
origin of vaccination, ii. 873; Dr. Jen- 
ner’s discovery, ii. 873; Cline, the first 
experimenter, ii. 873; Dr. Gregory on 
the preservation of vaccine lymph for 
transmission, ii. 874; Gregory on the pe- 
riod at which lymph should be taken for 
vaccination, ii. 874; vaccination an ope- 
ration without danger, ii. 874; mode of 
vaccinating from a fresh pustule, ii. 874 ; 
Dr. Gregory on the operation of vacci- 
nation, ii. 874; vaccination with dry mat- 
ter, il. 874; appearances after effectual 
vaccination, ii. 874; Gregory on the ap- 
_pearances after effectual vaccination, 1i. 

875; irregularities in the course of 
the vaccine vesicle, ii. 875; Gregory 
on the insusceptibility of some consti- 
tutions to the vaccine virus, ii. 876; 
after-treatment, ii. 876; Gregory on the 
appearance of vaccine lichen, ii. 876. 

Vagina, wounds of, i. 486; prolapse of, ii. 
122 ; closure, and narrowing of, ii, 374; 
polypus of, ii. 754. 

Vaginal rupture, ii. 89. 

VALENTIN on the exudation-corpuscles, i. 
34; microscopic characters of pus, i. 35; 
microscopic results of suppuration, i. 37 ; 
mode of amputating by the circular in- 
cision, ii. 891. 

Valgus, ii. 185. 

VALSALYA on the lengthening of the limb 
in hip-disease, i. 257. 

Varicose aneurism, ii. 271. 

Varix, aneurismal, ii. 268. 

VARICES :—definition, ii. 287; characters, 
ii. 287; Brodie on the effects of inflam- 
mation on the blood in veins, ii. 2875 
Hodgson and Petit on the coagula in vari- 
cose veins, ii. 288; causes, li. 288; Dr. 
Baillie’s case of obliterated vena cava in- 
ferior, ii. 288 ; Brodie’s case of varicose 
veins of the fore-arm,ii. 289; Cline’s case 
of obliteration of the inferior vena cava, 
li. 289; Brodie’s cases of varicose veins 
of the arm and chest from compression of 
the subclavian veins, ii. 289; Petit and 
Velpeau’s cases of varices in the upper 
extremities, ii. 289; South and Cline’s 
cases of varix of the deep-seated veins, ii. 
289; treatment, ii. 290; Brodie on the 


application of adhesive plasters in the _. 


treatment, ii. 290; radical cure, ii. 290; 
Gottschalk on the treatment of varix, ii. 
290; puncture with a lancet, ii. 290; in- 
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cision, ii. 291; extirpation, ii. 291; ap- 
plication of the ligature, ii. 291; Ricord 
on the application of the ligature, ii. 291 ; 
Sir E. Home and South on the ligature 
of the saphena for varix, ii. 291 ; Solera’s 
operation by cutting through the vein 
above and below, ii. 292; Brodie on the 
subcutaneous division of the vein, ii. 292; 
application of the actual or potential 
cautery, ii. 292; Bonnet, von Froriep, 
Mayo, and Brodie on the application of 
caustic, ii. 292; introduction of needles 
through the walls of a vein, ii. 292; 
modes of operating, ii. 292; Velpeau on 
the introduction of needles, ii. 293; la- 
teral compression of the vein, ii. 294; 
occasional consequences of operations on 
varicose veins, ii. 294; varicocele or 
cirsocele, ii. 295; definition and charac- 
ters of the disease, ii. 295; Breschet and 
South on spermatocele, ii. 295; causes 
of, ii. 296; Morgagni, Astley Cooper 
and Lenoir on the causes of, ii. 296; 
consequences, ii. 296 ; treatment, ii. 296 ; 
operations for the radical cure, ii. 297; 
Charles Bell and Delpech on the ligature 
of the spermatic veins, ii. 297 ; Maunoir 
on the ligature of the spermatic artery, ii. 
297; Fricke, Kuh, Davat, Franc, Ray- 
naud, Wormald, A. Cooper, Lehmann, 
and Breschet’s operations, ii. 297; esti- 
mate of the relative value of these opera- 
tions, ii. 298; mode of performing Bres- 
chet’s operation, ii. 299 ; after-treatment, 
li. 299; hemorrhoids or piles, ii. 300 ; 
definition and varieties, ii. 300; situation 
and consequences, ii. 300; Bushe on 
the local symptoms of piles, ii. 301; 
Bushe on the effects of the loss of 
blood from piles, ii. 301; causes, ii. 301 : 
treatment, ii. 301; extirpation, ii. 302; 
Rousseau and Delpech’s mode of extir- 
pating piles, ii. 302; Copeland, Brodie, 
Bushe, and Syme on the removal of 
internal piles by ligature, ii. 302; Petit, 
Kirby, and Brodie’s cases in which se- 
vere symptoms followed the use of the 
ligature for piles, ii. 303; Copeland 
and Brodie on the application of the 
ligature, ii. 303; extirpation of degene- 
rated piles, ii. 303; consecutive hemor- 
rhage, symptoms and treatment, ii. 304; 
Bushe on the treatment of the consecutive 
hemorrhage, ii. 304; Cline, Cooper, and 
Brodie on excision of piles, ii. 304. 
Varus, ii. 174. 
VEIEL’s division of herpes, i. 629. 
VeITcH’s mode of amputating at the hip- 
joint by the circular cut, ii. 934, 
VELPEAU’S treatment of erysipelas by mode- 
rate compression, i. 108; on pressure in 
the treatment of burns, i. 116; considers 
it best adapted to cases of burn in the 
third and fourth degrees, but also-appli- 
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cable to those of the second, i. 117; mode 
of applying compression, i. 117; advan- 
tages of this plan of treatment, i. 117; 
treatment of gonorrhea, i. 175; of com- 
plete anchylosis, i. 247; on the three ope- 
rations for the relief of bony anchy losis, i. 
247 ; consequences of the adhesion of the 
knee-pan to the condyles of the femur, i. 
248 ; objections to the use of Louvrier’s ap- 
paratus, i. 249; torsion of arteries, i. 308 ; 
treatment of artificial anus connected with 
the cecum, i. 725; case of simple dislo- 
cation of the sternal end of the clavicle 
inwards and backwards, i. 7 79; primi- 
tive direction of dislocation of the hu- 
merus, i. 782; operation for prolapsus 
uteri, ii. 112; modification of Hey’s ope- 
ration for prolapse of the rectum, ii. 135; 
acupuncture of the artery in aneurism, ii. 
228; ligature of the external maxillary 
or facial, ii. 239; case of varix in the 
upper extremity, ii. 289; introduction of 
needles in the treatment of varix, ii. 293 ‘ 
injections of iodine in hydrarthrus, ii. 
463; hydrocele caused by gonorrhea, ii. 
499; mode of amputating at the knee 
with the circular cut, ii. 944; at the 
ancle-joint, ii. 944 ; mode of operating in 
exarticulation of the fore-arm at the 
elbow, ii. 962; operation in excision of 
the wrist, i1. 977. 

Venesection, ii. 860. 

Ventral rupture, ii. 84. 

VERDIER’s artery-compressor, i. 299. 

VERING’s objection to the union of pene- 
trating wounds of the chest, i. 449. 

VERMANDoIS on the lengthening of the limb 
in hip-disease, i. 257; excision of the 
carious head of the femur in hip-disease, 
i. 270; experiments on the excision of 
joints, ii. 969. 

Vertebral artery, ligature of, ii. 249. 

Vertebre, fractures and dislocations of, i. 
531; dislocations of, i. 772. 

Vesico-vaginal fistula, i. 750. 

VZIN on the treatment of itch, i. 639. 

ViporG on the treatment of salivary fistula, 
7s: 

VIDAL’s proposal to occlude the vulva in 
complete destruction of the vagina and 
wall of the bladder, i. 759; surgical treat- 
ment of dislocation of the thumb from the 
metacarpal bone, i. 794; cause of the 
difficulty experienced in reducing this 
dislocation, i. 795; operation for the di- 
vision of the inner fold of the prepuce, ii. 
347. 

VicaRoux's case of excision of a joint, ii. 
968. 

VIGNOLO on simultaneous dislocation of the 
radius forwards, and of the ulna back- 
wards, 1. 791. 

VIGUERIN’S ‘mode of treating congenital 
hydrocele, ii. 508. 
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VILLAUME on dislocation of the upper end 
of the radius forwards, i. 791. 

VILLERM& on the reunion of fractures, i. 
500; double formation of bony substance 
in fracture, i. 501; production of callus, 
i, S01; 

ViINCENT’s fatal case of viper-bite, i. 353 ; 
case of calculi in the perineum, ii. 632 ; 
of calculi between the prepuce and glans 
penis, li. 633. 

VoELTER on the use of the suture in vesico- 
vaginal fistula, 1. 753, 

VocEL on the phenomena of inflammation 
under the microscope, i. 30 ; formation of 
pus, i. 35; effects of the resorption of 
pus, 1.36; noma, 1.61: essential element 
of medullary fungus, ii. 722; blood-fun- 
gus, ii. 722. 

VouLER’s mode of amputating at the hip- 
joint with two flaps, ii. 939. 

VoILLEMIER’s case of dislocation of the 
wrist, i. 792; diagnostic signs of disloca- 
tion of the wrist, and fracture of the lower 
end of the radius, i. 792. 

Vo.rt has not found benefit from the actual 
cautery, when the first symptoms of hip- 
disease occurred at the knee and not at 
the hip, 1. 265; case of reduction of the 
consecutive dislocation in hip-disease, i. 
268; apparatus for fracture of the neck 
of the femur, i. 569. 


WACHTER’S experiments on the excision of 
joints, ii. 969. 

Waaner’s, Dr. cases of malignant pustule, 
produced by contact and by eating the 
flesh of diseased animals, i. 66. 

Wau.ace, Dr. on hydriodate of potash in 
syphilis, i. 669. 

WALLNER’S treatment of fracture of the 
lower jaw, i. 529. 

WaALsHE, Dr. on the genus carcinoma, ii. 

TTT. 

WALTHER’S, Von, plan of opening a cold 
abscess with a seton, i. 90; treatment of 
fistulous passages, i. 93; seat of boils 
originally in the sebaceous glands of the 
skin, i. 1323; incisions in carbuncele, i. 
137; after-management of ligatures on 
arteries, i. 306; symptoms of laceration 
of the brain, 1. 410; employs trepanning 
in injuries of the head only when 
secondary symptoms of irritation and 
pressure require it, i, 412; objection to 
dressing the wound after the operation 
for rectal fistula, i. 731; simultaneous 
dislocation of both inferior oblique pro- 
cesses of one of the cervical vertebra, i. 
773; nature of strangulation in ruptures, 
ii, 11; incision of the hernial sac, and 
the introduction of lint-tents for its radi- 
cal cure, ii. 24; formation of urinary 
calculi, ii. 514; origin of oxalic acid in 
the urine, ii. 519; fungus of the dura 
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mater, li. 685; objections to operating for 
fungus of the dura mater, il. 688 ; dif- 
ference between fungus hematodes and 
sarcoma medullare, ii. 721; ligature of 
the spermatic artery in sarcocele, ii. 811; 
case of excision of the cervix uteri pre- 
ceded by excising the pubic arch, ii. 822 ; 
management of the periosteum in ampu- 
tations, ii. 893; mode of amputating at 
the hip-joint with two flaps, ii. 939 ; mode 
of operating in partial amputation of the 
foot preferred, ii. 948; in amputation at 
the shoulder-joint by an upper and an 
under flap, ii, 955; in exarticulation of 
both middle metacarpal bones, ii. 965; 
case of excision of part of the hand, ii. 
965; mode of operating in resection of 
the scapula, ii. 1002. 

WANTZEL on the causes of club-foot, ii. 176. 

Warp’s, Dr. application of flour in the 
treatment of burns, 1. 115; mode of appli- 
cation, i. 115; objection to liquid appli- 
cations, i. 115; modus operandi of the 
flour, i. 116. 

WARDENBuRG’s apparatus for fractures of 
the olecranon, i. 560. 

WARDROP on ingrowing of the nail, i. 198; 
on onychia maligna, i. 202; evulsion of 
the nail in the treatment of that disease, 
i. 203; internal treatment in onychia 
maligna, i. 203; Brasdor’s operation, ii. 
230; treatment of branching aneurism, 
li. 275; proposal to bleed a patient to 
fainting, and operate during the syncope, 
il. 855; case of excision of part of the 
lower jaw without the condyle, ii. 988. 

WARNER'S case of abscess mistaken for aneu- 
rism, ii. 201. 

Warren’s, Dr. plan for bringing the edges 
of the cleft together in staphyloraphy, i. 
605; operation when the cleft is very 
large and complicated, i. 606; treatment 
to be adopted when air enters a vein 
during an operation, ii. 856; case of re- 
section of the clavicle, ii. 1004; of a rib, 
ii. 1006 ; employment of ether by inha- 
lation prior to the performance of im- 
portant surgical operations, ii. 1007. 

Warts, ii. 667. 

WASSERFUHR’S operation and apparatus for 
re-breaking a badly-united bone, i. 525. 
Watson, Dr. on the local treatment of 
quinsy, i. 140; cases in which the carotid 
artery or a branch was wounded in scari- 
fying the tonsils, i. 141; difference be- 
tween synovial inflammation and inflam- 
mation of the ligaments, i. 216; objec- 
tions to Marochetti’s views respecting 
hydrophobia, i. 876; cases of hemor- 

rhage during the operation of tapping, ii. 
485. ; 

WatTrmann’s treatment of fractured clavicle, 
i. 551; method of replacement of the dis- 
located femur, i. 798; operation on the 
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humerus in anchylosis of the elbow, ii. 
311. 

WEBER’s experiments show that the head 
of the thigh-bone is retained in its socket 
by atmospheric pressure, i. 257; of great 
importance in reference to diseases of the 
hip-joint, i. 257; on the production of 
callus, i. 501. 

WEBSTER’S case of dislocation of the ribs, 
i. 776, 

WECKERT’s apparatus for fracture of the 
neck of the femur, i. 570. 

WEDEKIND, VON, on the treatment of crusta 
lactea, i. 634. 

WEDEMEYER on the number of times fric- 
tions with ung. hydrarg. may require to 
be practised in syphilis, i. 664; case in 
which the aneurism burst after the liga- 
ture of the femoral, and amputation was 
performed, ii. 223. 

WEIDMANN’s apparatus for ligaturing com- 
plete rectal fistule, i. 733. 

WEILINGER on the use of caustic to destroy 
the ends of broken bone in false joints, i. 
590. 

WEINHOLD on the introduction of the seton 
in false joints, i. 593; mercurial cure in 
syphilis, i. 666; cloace in necrosis, i. 
694; case of old dislocation of the hu- 
merus, to reduce which the tendon of the 
pectoralis major was divided, i. 786; ope- 
rations in disease of the maxillary cavity, 
li. 744. 

WELBANK on sloughing phagedena, i. 70; 
case of part of a vertebra and rib in the 
rectum, ii, 392. 

WELIs’,, Dr. case of epilepsy consequent on 
fissure of the skull, relieved by the tre- 
phine, i. 416; of an aneurism bursting 
into another artery, ii. 199. 

WEND on the treatment of abscesses at the 
hip, i. 269. 

WENZEL’s diagnostic sign for vertebral 
caries, 1. 281 ; on extirpation of the womb, 
li. 823. 

WeRNECK®’s plan for bringing the edges of 
the cleft together in staphyloraphy, i. 
605 ; instrument for drawing the knots, 
i. 605; operation for considerable nar- 
rowing of the mouth, ii. 316. 

WERNHERR On morbus coxe senilis, i. 260. 

West on the extirpation of the ovary, ii.487; 
case of extirpation of ovarian cyst, ii. 489. 

WETZLAR on the formation of urinary cal- 
culi, i. 513 ; treatment of uric acid gravel, 
ii. 534. 

WHATELY on the use of the armed bougie in 
stricture of the urethra, ii. 366; caute- 
rizing the walls of the stricture, ii. 367; 
use of bougies armed with caustic potash, 
li. 368. 

WHITE’s operation for resection of the ca- 
rious head of the femur in hip disease, i. 
270; case of cure of ununited fracture, i. 
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591; compensating collateral branches 
after ligature of the brachial, ii. 254 ; 
operation for ligature of the internal iliae, 
ll. 257; seat of stricture in the rectum, ii. 
336; case of foreign body in the vagina, 
the bladder injured, and formation of a 
calculus, ii. 524; amputation just above 
the ancle, ii. 921; operations for the ex- 
cision of joints, ii. 968; case of excision 
of the head of the femur, ii. 978, 979; of 
compound dislocation of the femur behind 
the leg, ii. 982; of excision of the lower 
jaw, li. 991. 

Wuite, C. on sawing off the ends of the 
broken bone in false joint, i. 592: mode 
of operating in excision of the head of the 
humerus, ii. 974; excision of the head of 
the femur, ii. 979. 

—’s, Dr. case of almost complete extir- 
pation of the upper jaw, ii. 994. 

White swelling, i. 274. 

Whitlow, i. 192. 

Wickuam on inflammation of the ligaments, 
i. 207; disease of the cellular membrane 
of the joints, i. 210; case of synovial in- 
flammation terminating in ulceration, i. 
214; of trepanning the spine, i. 538; of 
urinary calculus enclosed in a bag of 
lymph encrusted with calcareous matter, 
ii. 548; of bronchocele, which ultimately 
enlarged, after the ligature of the superior 
thyroid, ii. 659. 

WIcKMANN on the existence of the acarus 
scabiei, i. 636. 

WIESEMAN on cauterizing the tonsils with 
the red-hot iron or caustic, i. 145. 

Wi11an, Dr. on eczema rubrum, i. 678. 

WILHELM on the nature of strangulation 
in rupture, ii. 11; mode of amputating by 
the circular incision, ii. 891. 

WituiAMs’, Dr. stimulant plan of treat- 
ment in simple erysipelas, i. 106; on 
hydriodate of potash in syphilis, i. 669. 

WILLIAMS’ experiments and conclusions on 
the condition of the lungs when the chest 
is opened, i. 439. 

Wits, Dr. on the formation of urinary 
ealeuli, ii. 513. 

WILson on inflammation of cartilage, i. 
228 ; the ulcerative absorption of cartilage, 
i. 228; on sebaceous tumours, ii. 698; 
case of division of a nerve wounded in 
bleeding, ii. 887. 

WILson’s, Erasmus, statistical account of 
human horns, ii. 669; growth of horns 
from a previously obstructed follicle, 
ii. 670. 

WINSLow on increased pressure and the 
supine posture in the radical cure of 
hernia, ii, 23. 

WINTER’S, VON, case of reduction of the 
consecutive dislocation in hip-disease, 
i, 268; directions for wounded arteries, 
i. 301.. 
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WISEMAN on incisions in carbuncle, i. 
137; immediate amputation in gun-shot 
wounds, i. 345; spina ventosa, ii. 679. 

Wotr on twisting round of the patella, i. 
805. 

Wotr’s, Laup, case of extirpation of the 
cancerous womb, ii. 824. 

Wotrr’'s case of imperforate anus, ii. 325. 

Womb, abscess of, i. 484; prolapse of, ii. 
103 ; closure and narrowing of the mouth 
of, ii. 377; polypus of, ii. 746; cancer of, 
il. 817; extirpation of the neck of, ii. 821; 
of the whole organ, ii. 823. 

WomMB, CHANGED DIRECTION OF, li. 138 :-— 
changes of direction to which the womb is 
subject, ii. 1388; retroversion, ii. 1389; Dr. 
Rigby on retroversion in the unimpreg- 
nated state, ii. 1389; Dr. Blundell on the 
local symptoms caused by retroversion, 
ii. 139; predisposing and occasional 
causes, ii. 139; symptoms of the chronic 
inflammation which precedes retrover- 
sion, ii. 139; symptoms of retroversion, 
ii. 140; Mende on the seeming retro- 
version at the later periods of pregnancy, 
ii. 140; Blundell on partial retention of 
urine in retroversion, 1i. 140 ; Lacroix on 
the nervous symptoms attending sudden 
retroversion, ii. 140; situation of the 
womb as ascertained by vaginal examina- 
tion, ii. 140; Rigby on examination by 
the vagina and rectum, and by the uterine 
sound in retrofiexion, ii. 141; symptoms 
of retroversion, ii. 141;, Rigby on the 
symptoms of, ii. 142; prognosis, ii. 142; 
Blundell on the prognosis in, ii. 142; 
treatment, ii. 143; catheterism, ii. 143; 
exhibition of enemata, ii. 143; reduction 
of the retroverted womb, ii. 143; Bell- 
anger and Halpin on the reduction, 
ii. 144; Jourel and Baynham’s cases 
of puncturing the womb in, ii. 144; the 
replacement of the retroverted womb per 
vaginam preferable, ii. 144; treatment in 
women not pregnant, il. 144; after-treat- 
ment, ii. 145; Rigby on the mechanical 
support to the womb requisite after re- 
duction, ii. 145; anteversion of the womb, 
ii. 146; causes and symptoms, ii. 146; 
Blundell, John Burns, Boivin, Dugés, and 
Gray on anteversion, ii. 146; treatment, 
ii. 147; Boivin and Dugés’ cases of spon- 
taneous cure, li. 147; Godefrey’s cases 
cured by position, ii. 147 ; antroversion of 
the womb in the unimpregnated state, ii. 
147; causes, ii. 148; reduction, ii. 148; 
Gray on Hull’s utero-abdominal sup- 
porter, 11. 148, 

Wop, wounps oF, i. 482 :—the unimpreg- 
nated womb not easily wounded, i. 482; 
danger of injury to the impregnated 
womb, i. 482; if the wound in the womb 

_ beso large, that the foetus is partially or 
wholly in the abdomen, it must be ex- 
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tracted, i. 482; Dupareque on the fibrous 
and cartilaginous resistance of the tissue 
of the womb, i. 482; Latour and Du- 
pareque’s cases of accumulation of blood in 
the womb, 1.483 ; Duparcque on rupture 
of the womb during pregnancy, i. 483; 
Duparcque on the danger and immediate 
treatment of rupture, i. 483; Powell’s 
case of rupture not fatal, i. 484; Dr. 
Rigby and Dr. Merrem on wounds of the 
uterus as predisposing to rupture in sub- 
sequent labours, i. 484; Birch’s case of 
fatal rupture, subsequently to one previ- 
ously recovered from, i. 484; Merrem’s 
explanation of this, i. 484; Duparcque 
on partial rupture of, from a collection of 
fluid in its parietes, i. 484; Moreére and 
Duparcque’s cases of abscess of the womb, 
i. 484; rupture of the impregnated womb 
from external violence, i. 485; Naégele’s 
jun. case of womb in the eighth month 
of pregnancy ruptured by external vio- 
lence, 1. 485; Duparcque on punctures or 
narrow lacerations of the womb, i. 486; 
Planchon’s case of fatal punctured wound, 
i. 486; Deneux and Schmucker’s cases of 
wounds, i. 486; wounds and ruptures of 
the vagina, i. 486; causes, 1. 486; conse- 
quences, i. 486; South on rupture of the 
perineum, i, 486. 

Woop, Dr. on the chemical and micro- 
scopic characters of pus, 1. 35. 

Woop, KInprEr, on an epidemic vaginal 
catarrh, i. 161; operation of excising a 
portion of the tunica vaginalis in hydro- 
cele, li. 502. 

WootastTon’s, Dr. C. cases of gangrene, 
i. 61. 

WorRMALD’s operation for varicocele, 11. 297. 

Wovunps :—definition of, i. 286 ; varieties of, 
i. 286; South on the German distinction 
between incised wounds, i. 287; wounds 
distinguished as simple and complicated, 
i, 287; also according to their direction 
and depth, i. 287; also by the nature of 
the divided parts, i. 287; symptoms, i. 
287; consequences of, i. 287; inflamma- 
tion and sympathetic fever, i. 288 ; nervous 
symptoms attending wounds, and their 
causes, i. 288 ; Hunter and Meckel on the 
three kinds of union of divided parts,— 
quick union, by adhesion, and by granu- 
lation, i. 288; Hunter on quick union, i. 
288 ; objected to by Dr. John Thomson, i. 
288; Astley Cooper on the union of 
wounds, i. 289; Travers on the blood as 
a medium of organized adhesion in, i. 
289; quick union, i. 289; South on the 
meaning of “ quick union,” i. 290 ; Hunter 
on the adhesive inflammation in con- 
nexion with wounds, i. 290; 
Cooper on adhesive inflammation, i. 290 ; 
Dr. Bennett and Wharton Jones on the 
process of union by adhesion, i. 290; 
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Lawrence’s objection to the term “ inflam- 
mation” in reference to union by adhesion, | 
i, 291; Bennett on the formation of new 
vessels, i, 291; opinions of John Hunter, 
Schwann, Doellinger, Kaltenbrunner, 
Pockels, Liston; Travers, Hasse, Henle, 
Skoda, and Kolletschka, i. 292; union by 
granulation, i, 292; nature of the cicatrix, 
1,292; John Hunter on suppuration and 
granulation as leading to cicatrization, i. 
_ 292; Travers on the filling up a gaping 
wound, i. 293; Bennett on the process of 
. granulation and cicatrization, i. 294; 
Wharton Jones on healing by the second 
intention or granulation, i. 294; points to 
be noticed in the prognosis, i. 294; treat- 
ment, i. 295 ; examination of wounds, i. 
295; treatment of the bleeding, i. 296; 
mode of arresting hemorrhage adopted by 
nature, i, 296; changes in the blood-clot 
in the canal of the artery ; i. 296; Petit, 
Morand, Sharp, Gooch, Kirkland, Pou- 
teau, John Bell, Textor, and Hummel on 
the arrest of hemorrhage by nature, i. 
297; wounds of arteries and their conse- 
quences, 1. 297 ; closure of slight and lon- 
gitudinal wounds, i. 298; Saviard, Petit, 
and Scarpa on the healing of wounds of, 
i, 298 ; means for arresting hemorrhage, i. 
298 ; compression, i. 298 ; Ehrlich’s com- 
pressor, i. 298; the tourniquet, i. 298; 
different kinds of tourniquets, i. 298; 
mode of applying the tourniquet, i. 299; 
South on the application of, i. 299; the 
artery-compressors of Langenbeck, Ver- 
dier, Mohrenheim, Dahl, Wegenhausen, 
Moore, Graefe, Scultetus, Heister, Dionis, 
Plattner, Brambilla, Desault, Liber, 
Ayres, Bell, Chabert, Lampe, Faulquier, 
Schindler, Hesselbach, and Joachim, i. 
299; Carlisle’s tourniquet, and its mode 
of application, i. 300; the ring tourni- 
quet, i. 300; Oke’s arch tourniquet, i. 
300; use of the compressor: cannot be 
persisted in sufficiently long, i, 300 ; treat- 
ment of wounds after the bleeding has 
ceased, i. 300; von Winter’s directions 
for wounded arteries, i. 301 ; immediate 
or direct compression, i. 301; South on 
the treatment of protracted oozing of 
blood, i. 301; pressure on the meningeal 
artery inadmissible and not requisite, i. 
301; Abernethy’s case of wounded me- 
ningeal artery, i. 301; South on the treat- 
ment of epistaxis, i. 302; South on 
wounds of the pudic artery, and artery 
of the bulb during the lateral operation 
for the stone, i, 302; South on the treat- 
ment of wounded arteries in the thick 
fleshy parts of the hand or foot, i. 302 ; 
ligature of arteries, i. 303; experiments 
of Jones, Crampton, and Scarpa on the 
ligature of, i. 303; South’s experiment on 
the carotid of a dog, i. 303; difference of 
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Opinion as to the action of the ligature, i. 
303; English surgeons so apply the liga- 
ture, as to divide the inner arterial coat, i. 
303 ; Cline’s experiment with the broad 
ligature, i. 304 ; Searpa’s experiment with 
the ligature and cylinder of linen, i, 304 ; 
Manee, Dupuytren, and Roux on the in- 
troduction of a piece of bougie into an 
ossified artery after amputation, i. 304 ; 
experience in favour of the simple round 
ligature, i. 304; application of the liga- 
ture, i. 304 ; varieties of forceps for hold- 
ing the artery i. 304; South on the appli- 
cation of the ligature, i. 304; treatment of 
a retracted artery, i. 305; South on the 
ligature of large arteries above and below 
the wound, i, 305; South on the necessity 
for cutting down upon a wounded vessel 
on the sound side of a limb, if nearer the 
artery than is the part wounded, i, 305; 
Travers’ case of wound of the posterior 
tibial, i. 305; after-management of the 
ligature, i. 305; Lawrence, Hennen, Del- 
pech, Walther, Haire, Guthrie, and South 
on the after-management of, i. 306; Dr. 
M‘Sweeny on the silk-worm gut ligature, 
i. 307; Physick on the animal ligature, i. 
307; Astley Cooper on the catgut liga- 
ture, i, 307; length of time before the 
separation of a ligature, i. 307; Calla- 
way and Guthrie’s cases, i. 307; severe 
pain caused by attempts to take away the 
ligature, a nerve being included in the 
noose, i. 307; Chopart’s case, i, 307; 
Lord Nelson’s case, i. 307; second- 
ary hemorrhage on the separation of the 
ligature, i. 307; Green’s case of se- 
condary hemorrhage after ligature of 
the subclavian, i. 307; South’s opinion 
that the ligature should be allowed to 
come away, as the result of the suppurat- 
ing process, i. 308; South on the manage- 
ment of a long-retained ligature, i. 308 ; 
torsion or twisting of arteries, i, 308; 
Galen, Amussat, Thierry, Liber, Velpeau, 
Fricke, and Dieffenbach on torsion, i, 
308 ; changes produced by, i. 308; John 
Hunter on the suppression of hemorrhage, 
i, 309; Palmer on torsion, i. 309; Amus- 
sat, Thierry, and Fricke on the mode of 
practising torsion, i. 309; Dieffenbach’s 
torsion-forceps, i. 310; Kluge’s torsion- 
apparatus, i. 310; advantages of torsion, 
i. 310; Dupuytren, Lorch, Textor, Fricke, 
Elston, and Bramberger on the effects of, 
i. 311; Dieffenbach, Dupuytren, and 
Chelius’ objections to, i. 311; South on, 
i. 311; Ferne and Astley Cooper’s cases 
of accidental torsion, i. 311; cases in 
which torsion is preferable, i, 311; Kohler 
and Fricke on the torsion of bony vessels, 
i. 311; Stilling on the interweaving of 
arteries, i. 311; use of astringent styp- 
tics, 1. 312; effects of cauterization on 
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wounded vessels, i. 313; occurrence and 
management of secondary hemorrhage, 
i. 313; circumstance favouring the oc- 
currence of secondary hemorrhage, i. 
313; Cline’s, jun. cases of after-bleeding, 
in which the actual cautery was employed, 
i. 314; Cline’s, jun. clinical observations 
on after-heemorrhage, and on the use of the 
actual cautery in such cases, i. 316; 
Cline’s, jun. experiments on arteries, i. 
318; South on the treatment of bleeding 
ossified arteries, 1. 318; bleeding from 
wounded veins, i. 318; indications of 
venous hemorrhage, i. 318; bleeding 
from the smaller veins usually stops of 
itself, from the large ones, such as the in- 
ternal jugular, the subclavian, and the 
femoral, is soon fatal, i. 319 ; compression 
usually employed to arrest venous heemor- 
rhage, the ligature rarely, i. 319; disad- 
vantages of the ligature, i. 319; South on 
venous bleeding in operations, i. 319; 
South’s case of fatal venous bleeding 
during amputation of the breast, i. 319; 
- Green’s case of ligature of the external 
- jugular vein, i. 319; use of the ligature 
by Celsus, i. 320; Thomas Gale and 
Paré on the use of the ligature for wounded 
vessels, 1. 820; invention of the tenacu- 
lum by Bromfield, i. 320; removal of 
foreign bodies from wounds, 1. 322; great 
care required in doing so, i. 322; condi- 
tion of the wound a guide as to the treat- 
ment, whether for quick union, or by sup- 
puration and granulation, i, 322; the 
cleaner the wound, the more is it disposed 
for quick union, i. 322 ; slight bruises may 
admit of quick union, but those with the 
‘greatest degree of bruising and tearing 
do not, i. 322; simultaneous injury of the 
bone does not counter-indicate union, i. 
322; deleterious matter in the wound 
counter-indicates union, i. -323; treat- 
ment of a wound to induce union, i. 323 ; 
Hunter on the means for keeping the lips 
of a wound in apposition, i. 323; position 
of the wounded parts, i. 
bandages, i. 323; application of the band- 
age, i. 323 ; South on the use of bandages 
for wounds, i. 324; application of stick- 
ing-plaster to keep the lips of wounds 
in apposition, i. 324; Gale on dressing 
wounds, i. 324; John Hunter on the use 
of sticking-plaster or the dry suture for 
wounds, i. 325; Tyrrell and Liston’s 
plasters, i. 325; cases in which the suture 
should be used, i. 325; John Hunter on 
the use of sutures, i. 325; South on the 
advantages and disadvantages of sutures, 
i, 326; South on the number of sutures 
to be used, and the mode of their applica- 
tion, 1. 326 ; Dieffenbach’s thin insect-pins 
and the twisted suture, i. 8327; varieties 
of suture, i. 327; application of the in- 


325; uniting | 
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terrupted suture, i. 327; Gale on the 
application of the interrupted suture, 1. 
328; the quill suture, i. 328; dressing 
the wound after the application of su- 
tures, i. 328; subsequent treatment, 1. 
$28; treatment of a wound healing by 
suppuration and granulation, i. 328; 
South’s objections to stuffing a wound 
which must heal by suppuration, i. 329 ; 
incised wounds, i, 329; longitudinal and 
transverse wounds of tendons, i. 329; 
mode of union of transverse wounds, 1. 
329; treatment of wounded tendons, i. 
329; Ever’s apparatus for divided and 
ruptured tendons of the hand and fingers, 
i. 330; effects of the division of a large 
nerve, i. 330; South on the regeneration 
of nerves, and the recovery of their func- 
tion after division, i. 330; Haighton’s 
experiments on the division of both 
pueumo-gastric nerves, 1. 330; Meyer on 
the application of nitric acid to the scar 
of nerves, i. 330; Larrey on the union 


- of the nerves of a stump in loops, i. 330 ; 


treatment of flap wounds, i. 331; re- 
union of separated parts, 1.331; punctured 
wounds, i. 3313; definition, i. 331; treat- 
ment, i. 332; punctured wounds of parts 
of tough structure, or surrounded by un- 
yielding aponeuroses, i, 332; punctures 
of tendons, i. 332; of nerves, i. 332; 
treatment of punctured wounds of nerves, 
i. 832; of punctured vessels, i. 332; en- 
largement of a punctured wound only 
necessary for the removal of foreign 
bodies, to arrest hemorrhage, or to relieve 
strangulation in parts of an unyielding 
texture, 1.333 ; the introduction of a seton 
to be practised only when the walls of 
the fistulous passage are callous, i. 333; 
lacerated and contused wounds, i. 3338 ; 
definition and character, i. 333; union 
to be attempted only in wounds without 
much bruising or tearing, i. 333; gene- 
rally heal by suppuration and granula- 
tion, i. 833; treatment, i. 333; removal 
of foreign bodies, i. 353; South on the 
tearing or stripping down of large pieces » 
of skin, i. 833; South on torn wounds 


of the scalp, i. 334 ; South on the slough- 


ing which generally follows extensive 
laceration of the skin of the limbs, i. 
334 ; bruises with extravasation of blood, 
i. 334; treatment, i. 334; if a large 
artery be wounded, it may be necessary 
to expose it, and take it up,i. 334; if 
suppuration take place in the swelling, 
it must be treated as an abscess, i. 334 ; 
South on extensive ecchymosis, and the 
means of diagnosis, when an artery of 
any material size is wounded, i. 334; 
treatment of the swelling, 1. 334; danger 
of gangrene when a large artery has 
been wounded, from the distension of the 
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soft parts, i. 3834; gun-shot wounds, i. 
335; definition, i. 835; John Hunter 
on gun-shot wounds, i. 335; Dupuytren 
on the effects of guu-shot, i. 336; Du- 
puytren’s case of a person killed by a 
gun loaded with powder only, i. 336; 
South’s cases of severe injury from small 
shot, i. 336; pain and hemorrhage at- 
tendant on a gun-shot wound, i. 337 ; form 
of the wound, i. 337; shock from the 
wound, i. 337; subsequent symptoms, i. 
337; Guthrie on the pain attending gun- 
shot wounds, i. 337; Guthrie on the at- 
tendant hemorrhage, i. 357 ; Guthrie and 
Hennen on the shock caused by a gun- 
shot wound, i. 338 ; Hunter on the cha- 
racter of gun-shot wounds, i. 338; H. 
Larrey’s cases of regular-shaped gun-shot 
wounds, i. 338; direction of the shot, i. 
339; general kinds of injury from shot 
wounds, i. 339; division of shot wounds 
into simple and complicated, i. 339; Rust 
and Busch’s explanation of wounds from 
the wind of the ball, i. 339; Hennen on 
severe bruising from shot, i. 339; Guthrie 
on the appearances caused by the passage 
of a ball, i. 339; Dr. Thompson and Du- 
puytren on the splitting of the ball by the 
sharp edge of a bone, i. 339; Guthrie on 
the resistance offered to the passage of the 
ball by bone or an elastic body, i. 340; 
shot wounds generally complicated by 
foreign bodies in their cavity, i. 340; 
prognosis, i. 340 ; indications of treatment, 
1. 340; circumstances under which the 
enlargement of the wound may be neces- 
sary, 1. 340; Hennen on the treatment of 
wounds by a ball in the fleshy part of the 
arm, thigh, or buttock, i. 341; general 
and local treatment, i. 341 ; occurrence of 
suppuration, i. 341; of secondary hemor- 
rhage, i. 841; Guthrie, Samuel Cooper, 
and Dupuytren on secondary hemor- 
rhage, i. 341; local and general treatment 
during suppuration, i. 342; Hennen and 
Dr. Arthur on the use of the seton to 
bring away separated pieces of bone, i. 
342 ; Staff-Surgeon Boggie’s cases, i. 342 ; 
treatment of shot wound complicated with 
fracture, i. 8342; Hennen on the occeur- 
rence of necrosis in gun-shot injuries of 
bones, i. 342; bleeding from the whole 
surface of the wound in long-continued 
suppuration, i. 343 ; the circumstances in 
gun-shot wounds requiring amputation on 
the spot, i. 343; Hennen on the nature of 
the injuries in gun-shot wounds requiring 
amputation, i. 344 ; amputation, under the 
circumstances mentioned, should be per- 
formed early, i. 344; Wiseman, Le Dran, 
and Ranby on immediate amputation, i. 
345; Faure on the propriety of delay- 
ing the operation, i. 345; Bilguer’s ob- 
iections to amputation altogether, i. 345; 
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Hunter’s objections to primary amputa- 
tion, i. 345; Hennen, Pitcairn, Gunning, 
and Guthrie on immediate amputation, 
i. 346 ; Guthrie’s reasons for an early per- 
formance of the operation, i. 347 ; symp- 
toms which may require the performance 
of amputation at a time more or less pos- 
terior to the date of the injury, i. 347 ; 
poisoned wounds, i. 348; definition, i. 
348 ; dissection-wounds, i. 349; symp- 
toms and treatment, i. 349; cause of the 
symptoms after injuries in dissection, i. 
349; South objects to the application of 
caustic in dissection-wounds, i. 349, 350; 
J. Shaw on dissection-wounds and their 
treatment, i. 349; Basedow considers 
dissection-wounds agree with malignant 
pustule, 1. 349; South and Lawrence on 
the absorption of poisonous matter in dis- 
section-wounds, i. 349; details of Dr. 
Pett’s case, i. 350; South on the most 
dangerous punctures, those received in 
cases of simple or puerperal peritonitis, 1. 
350; South on the consequences of dis- 
section- wounds, i. 350; stings of bees, 
wasps, &c., i. 351; Dr. Gibson and Law- 
rence on the fatal effects of the stings of 
bees and wasps, i. 351; Dr. Moseley’s 
case of scorpion-sting, i. 351; Allan, 
Curling, Kirby, and Spence on the effects 
of the scorpion-sting, 1. 851; bites of the 
gnat, mosquito, harvest bug, béte-rouge, 
and American tick, i. 352; Dr. Moseley 
on the chigoe, i, 352 ; symptoms follow- 
ing the bite of a viper, i. 353; local and 
general treatment, i. 353; Pennock and 
Rodrigues on the effects. of cupping- 
glasses in viper-bites, i. 353; Fontana on 
the effects of viper-bites, i. 353; Vincent’s 
case, i. 354; South on viper-bites, and 
their treatment, i. 353; Dr. Mead on 
viper’s fat a local remedy in viper’s bite, 
1. 354; Celsus, Astley Cooper, and Home 
on the application of a ligature above the 
bite, i. 354; suction of venemous bites, 
1. 354; Celsus’ observation on the inno- 
cuous qualities of the poison of serpents 
when introduced into the mouth, con- 
firmed by Russell, i. 354; Dr. Mead’s 
ease of the bite of a rattlesnake, i. 354 ; 
Sir David Barry on the application of 
the cupping-glass over snake-bites, i. 
355; Dr. Mead’s experiments on viper- 
poison, i. 355; snake-bites and their 
treatment, i. 355; Dr. Barton on the 
symptoms produced by the bite of the 
rattlesnake, i. 356; Professor Owen’s 
case of viper’s bite, 1.356; Home’s case 
of bite of the rattlesnake, i. 356; Dr. 
Russell on the symptoms produced by 
the bite of a cobra de capello, i. 357; 
Russell’s cases of fatal snake-bite, i, 
358; Barton on the treatment of rattle- 
snake-bites, 1, 358; Russeli on the treat- 
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ment of snake-bites in India with the Tan- 
jore pill, i. 859; Ireland on the use of 
arsenic in the bites of the great lance- 
headed viper of Martinique, i. 359; Rus- 
sell on the physical qualities of snake-poi- 
son, i. 8359; Barton on the employment of 
the ligature in snake-bites, i. 359; bite of 
a rabid beast, 1. 359; bite of beasts much 
excited, or when disturbed during copula- 
tion, may produce canine madness, i. 360; 
cause of dog-madness, i. 360 ; spontaneous 
development ofhydrophobia in man, i. 360; 
signs of incipient madness in the dog, i. 
360; Hertwig on canine madness, i. 360 ; 
progress of the disease, i. 361; signs of 
dumb-madness in the dog, i. 361; Youatt 
on rabies in the dog, i. 361; Youatt on 
the peculiar bark of the mad dog, i. 362; 
Youatt on the saliva of the mad dog, i. 
363; Youatt on the condition of the lum- 
bar portion of the spinal cord in rabies 
and dumb-madness in the dog, i. 363; 
Youatt on a peculiar paralysis of the 
muscles of the tongue and jaws occasion- 
ally occurring in mad dogs, i. 363; 
Youatt on the insensibility to pain in 
mad dogs, i. 363; Youatt on the diagnosis 
between pain in the ear in canker and in 
hydrophobia in the dog, i. 8363; Youatt 
on the period of incubation of rabies in 
the dog, i. 364; Hertwig’s experiments 
shew that the saliva is the vehicle of the 
mad poison, i. 364; Trolliet considers the 
mucus from the inflamed mucous mem- 
brane of the bronchi the vehicle of the 
poison, i. 364; Hertwig’s experiments 
also shew the contagion to be in the 
blood of the mad beast, i. 364; Youatt 
on the appearances on dissection in the 
dog, i. 364; Youatt’s caution against 
suffering dogs to lick the face, or hands, 
or any other part of the body, i. 365; 
Lawrence’s details of the Hon. Mrs. 
Duff’s case, i. 366; Lawrence on the 
communication of hydrophobia from one 
human being to another, or from man to 
beasts, i. 366; Magendie and Breschet’s 
experiment, i. 366; period of incubation 
of hydrophobia in man, i. 566; Galen, 
Mead, and Hale Thomson on the pro- 
tracted period of incubation of hydro- 
phobia, i. 366 ; Dr. Bardsley’s case of the 
disease twelve years after the bite had 
been inflicted, i. 867; his opinion that the 
disease was not hydrophobia, i. 867 ; sup- 
ports his view by the opinions of Darwin, 
Haygarth, and R. Pearson, i. 867; Elliot- 
son on the period of incubation,i.367; Dick 
on the nature of the disease in hydro- 
phobia, i. 367; symptoms of incipient 
hydrophobia, i. 367; Urban’s opinion 
that there is a circlet of small vesicles 
around the wound or scar, i. 368 ; general 
symptoms, i. 368; Elliotson on the symp- 
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toms of, i. 368 ; Elliotson on the diagnosis 
between true and spurious hydrophobia, 
and inflammation of the pharynx, i. 369; 
disposition of hydrophobic patients to 
bite doubted by South, i. 369; Powell 
and Magendie's cases, i. 369; Cline jun. 
on the disposition of hydrophobic animals 
to use their weapons of offence, i. 369; 
Elliotson on a general morbid irritability 
in hydrophobia, i. 369; Youatt on the 
peculiar delirium in, i. 369; Bardsley 
and Babington’s cases, illustrative of this 
delirium, i. 369; Lawrence on the pecu- 
liar delirium of hydrophobia, i. 370; 
Youatt on the tenacity of the human 
saliva in, i. 870; Elliotson on the dura- 
tion of the disease, i. 370; Mead on the 
increase of muscular strength in hydro- 
phobia, i. 370; Elliotson on abortive hy- 
drophobia, i. 870; Dr. Bardsley on the 
stages of hydrophobia, i. 370; Marcet, 
Babington, and Callisen on the premoni- 
tory pains of, i. 371; post-mortem appear- 


ances, 1. 371; Locher on vesicles of the 


spleen in hydrophobia in dogs, i. 371; the 
post-mortem appearances in Elliotson’s 
case, 1. 371; proximate cause, i. 371; 
Harder on the action of the poison on 
the system, i. 372; Langenbeck on hydro- 
phobia as caused by a qualitative altera- 
tion of the blood by the poison, i. 372; 
prognosis, i. 372; treatment of the bite, 
1. 372; Youatt’s objections to excision of 
the bitten parts, i. 872; South on ex- 
cision, i. 373; Cline’s directions for the 
excision, 1. 373; South on excision of the 
scar, i. 374; internal prophylactics of 
hydrophobia, i. 374; plan of treatment 
recommended by Wendl, i. 374; Brera 
and von Schallein’s treatment, i. 374; Ma- 
rochetti on the presence of pustules under 
the tongue after the bite of a mad animal, 
i. 8375; Marochetti’s plan of treatment, i. 
375; Watson’s objections to Marochetti’s 
views, i. 376; general treatment, i. 376. 


Wricat, Dr., on ligature of the external - 


iliac, ii. 261; case in which he performed 
the operation of lithectasy, ii. 643. 


WRricHT on amputation just above the 


ancle, ii. 921, 


Wrist, fracture of the bones of, i. 562; dislo- 


cations of, i. 792; exarticulation of the 
hand at, ii. 963; excision of, ii. 976. 


Wry neck, ii. 152. 
WotzeEr on the use of the suture in vesico- 


vaginal fistula, i. 753; puncture of the 
bladder above the pubes after this opera- 
tion, i. 756; after-treatment, i. 757; on 
congenital dislocation of the knee, i. 806 ; 
modification of Gerdy’s operation for the 
radical cure of rupture, ii. 25. 


Youartr on rabies in the dog, 1.361; onthe 


peculiar bark of the mad dog, i. 362; on 
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the saliva of the mad dog, i. 363; on the 
condition of the lumbar portion of the 
spinal cord in rabies and dumb madness 
in the dog, i. 363; ona peculiar paralysis 
of the muscles of the tongue and jaws 
occasionally occurring in mad dogs, i. 
363 ; on the insensibility to pain, i. 363; 
on the diagnosis between pain in the ear 
in canker and in hydrophobia in dogs, i. 
363; on the period of incubation of rabies 
in the dog, i. 364; on the appearances on 
dissection, i. 364; caution against suffer- 
ing dogs to lick the face or hands, or any 
other part of the body, i. 365; on the 
peculiar delirium in hydrophobia, i. 369 ; 
on the tenacity of the human saliva in 
hydrophobia, 1. 370; objections to the ex- 
cision of the bitten parts, i. 372. 

Youne, Dr., on the genus carcinoma, ii. 
716. 

Youne on compression in scirrhus, ii. 770. 


ZANG on laying open a cold abscess longi- 
tudinally, i. 90; on the more general 
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application of the trephine, i. 413; on 
suture of urethral fistula, i. 741; on the 
treatment of recto-urethral and recto-vesi- 
eal fistule, i. 748; on ligature of the 
common carotid, ii. 234; mode of ampu- 
tating the thigh with the flap from the 
inner side, ii. 909. 

ZEIss on the introduction of charpie under 
the edge of the nail, and on the use. of 
foot-baths in treating ingrowing of the 
nail, i. 200; on the operation for removing 
the diseased nail, i. 200; case of ligature 
of the carotid, ii. 233. 

ZELLER’s operation for united fingers and 
toes, ii. 309. 

ZEMBSCH’S opinion on the lymph-swelling, 
i. 48. 

ZIMMERMANN on the elimination of the 
molecular fibrin. i. 32, 

Zink on the situation and direction of sco- 
liosis, ii. 161. 

ZITTMANN’s decoction in the treatment of 
syphilis, i. 667; formula for it, i. 667; 
mode of employing it, 1. 667. 
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INTRODUCTION. 


I. 


DEFINITION OF SURGERY.—ITS RELATION TO THE HEALING ART IN 
GENERAL,—DIVISION OF SURGICAL DISEASES. 


Aut diseases to which the animal organism is exposed, are the object of 
the science of healing, the purpose of which is their prevention, cure, or 
alleviation. The means we employ to these ends are either dietetic or 
pharmaceutic, or they consist in the application of suitable mechanism, 
which we call surgical means, and the doctrine of their proper employ- 
ment, which is called surgery. 

Every mechanical influence employed with skill upon the diseased 
organism is called a surgical operation. This influence consists either in 
a direct interference with the form and natural connexion of the part 
(Bloody operations, Akiurgie (a), Germ.); or only in a momentary or 
continued application of mechanism fitted to the surface of our bodies ; to 
which belong bandages and machines, simple manipulations for restoring 
the natural position of parts, and the employment of suitable mechanism 
for repairing parts which have been destroyed (Kosmetik (6), Germ.) 

There are diseases which specially require the employment of one or 
other class of the means just mentioned: the purpose, however, of the 
healing art is in most cases but imperfectly attained, if the medical man 
be not possessed of the requisite knowledge for deciding upon the neces- 
sary connexion of these means, so as properly to conduct their operation 
by a sufficient acquaintance with the laws of our organism, whence it 
necessarily follows that there cannot be established any true separation 
between the so-called medical and surgical treatment. 

The employment of surgical means calls for peculiar dexterity and 
aptness which natural talents and disposition and long practice can alone 
confer. ‘* Esse autem chirurgus debet,” says CELSUS (c), “ adolescens, aut 
certe adolescentie propior, manu strenud, stabili nec unquam intremis- 
cente, edque non minus sinistra quam dextra promptus, acie oculorum acri 
claraque ; animo intrepidus, immisericors, sic, ut sanari velit eum, quem 
accepit, non ut clamore ejus motus, vel magis, quam res desiderat, properet, 
vel minus, quam necesse est, secet ; sed perinde faciat omnia, ac si nullus 
ex vagitibus alterius affectus oriretur.’ Only in reference therefore to the 
physical and psychical characters of the medical man, can there be any 
division in the practice of medicine and surgery : in their attainment they 
cannot be separated, and, by the union of medical and surgical study alone, 
can the foundation be destroyed upon which so much bungling, and so 
many practices unworthy of the spirit of high art, have hitherto been sup- 
ported. 
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The study and practice of Surgery are connected with great difficulty. 
The dexterity and exactitude with which surgical operations must be per- 
formed, can only be attained by long practice on the dead body, the 
opportunity for which is rare; and still rarer the perseverance necessary 
to overcome the various disagreeables therewith connected. How much 
does this practice on the dead body still leave imperfect when we have to 
meet operations on the living! In how many instances does the life of the 
patient depend momentarily on the hand of the operator; the restlessness 
of the patient, his cries, a peculiar sensation to which no practitioner is a 
stranger in operating on the living subject, and particularly in the begin- 
ning of his career, easily disturb his needful equanimity, render him 
anxious and incapable of perfecting his work with firmness and certainty. 
Therefore are we not surprised on reading the open confession of the 
great HALLER. “Eitsi chirurgie cathedra per septemdecim annos mihi con- 
credita fuit, etsi in cadaveribus difficillimas administrationes chirurgicas 
frequenter ostendi, non tamen unquam vivum hominem incidere sustinut, 
nimis ne nocerem veritus.” 

In the employment of surgical means the practitioner can only be 
guided by the most perfect anatomical knowledge. That knowledge of 
the structure of our body, with which the general practitioner is content, 
is insufficient for the operator. He must be most intimately acquainted 
by careful dissection with the position of every part, its relations to 
others, and the variations which in this respect may occur, so that this 
definite knowledge may direct him in every moment of an operation. 
Mere descriptive anatomy is not sufficient for the surgeon without that 
comparative anatomy which is directed to physiology, and which has in 
view the early developmental periods of the several organs, by which alone 
a true insight into the nature of so many diseases is possible. 

All these difficulties connected with the acquirement and practice of 
Surgery, are sufficiently rewarded by the great superiority which, on the 
other hand, the practice of them offers. In most cases where surgical as- 
sistance is necessary, the possibility of preserving the patient depends upon 
it: we must, therefore, in desperate cases take bold measures, and the 
advance of Surgery within the last few years in this respect, has raised 
our astonishment at the heroism of art, as well as at the immeasurable re- 
sources of nature. In this point of view has Marcus AURELIUS SEVE- 
RINUS most correctly entitled his book on surgical diseases, De Medicina 
LEfficaci. 

The inadmissibility of dividing Medicine from Surgery is most pal- 
pable, when we endeavour to determine the object of the latter, and the 
diseases comprehended within its boundaries, as it never can have a per- 
fectly determined limit in opposition to the other. All diseases which are 
cured by the application of mechanical means have been called surgical 
diseases, a definition at once too narrow and too comprehensive, as many 
so-called medical diseases are removed only by the application of surgical 
means, and many diseases are evidently within the jurisdiction of Surgery, 
which very often can be cured only by internal or external pharmaceutical 
means. ‘The distinction between external and internal diseases, which has 


been established as the ground of division between Surgery and Medicine, - 


is entirely without meaning. 
Let us endeavour to find. out some general characters of disease which 
to a certain extent might legally serve as the law for a nosological divi- 
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sion, and to distinguish those diseases to which we would assign the name 
of surgical. 

As the phenomena of life present to us by the relative predominance of 
powers and organs, a dynamic, potential, and organic material phase, 
on the intimate harmony of which health depends, so do we observe also 
in the diseased states of the organism, that sometimes the power, some- 
times the organ, varies more from the natural type, whence arises the dif- 
ference between dynamic and organic diseases. This distinction can, 
however, only indicate a relatively predominant suffering of one or other 
phase of life, since the organic body presents in itself an entire whole, of 
which the several parts and phenomena are in the closest mutual con- 
nexion with each other. 

The organic diseases are especially those which originate in a destruc- 
tion of the natural condition, form, and structure of organized tissues, and 
therefore may generally depend, 1. on the disturbance of organic con- 
nexion; 2. on the unnatural union of parts; 3. on the presence of 
foreign bodies ; 4. on the degeneration of organic parts, or on the production 
of new structures; 5. on the entire loss ; and, 6., on the superfiuity of 
organic parts. 

Organic diseases must be distinguished into such as have their seat in 
parts inaccessible to mechanical contrivances, and to our organs of touch, 
and whose cure therefore can only be attempted by dietetic and pharma- 
ceutic remedies, or whose seat permits the employment of external means 
and regulated contrivances, and which in most cases can be brought to 
heal only by these contrivances, with the assistance of dietetic and phar- 
maceutical aids. We may therefore distinguish as belonging to the pro- 
vince of Surgery all those organic diseases which have their seat in parts 
_ accessible to our organs of touch, or which allow of the employment of 
mechanical means for their cure. 

Although inflammation is excluded from this general definition, we 
must, however, still enumerate it generally, and particularly among the 
manifold origins of surgical diseases, when it attacks external parts. In- 
flammation in its course and results produces for the most part organic 
changes, and requires, when attacking external parts, almost always the 
employment of the so-called surgical means: further, among the surgical 
diseases soon to be more particularly described, there is not one of which 
the cause is not inflammation, which in its course does not produce inflam- 
mation, or the cure of which is not to a certain extent singly and alone 
possible by inflammation. 

After these observations, we therefore prefer the following division for 
the setting forth of surgical diseases, which, if it be open to many objec- 
tions, is, however, an arrangement of diseases according to their internal 
and actual agreement :— 


I. Diviston.— Of inflammation. 


1. Of inflammation in general. 
2. Of some peculiar kinds of inflammation. 
a. Of erysipelas; 6. Of burns; c¢. Of frost-bite; d. Of boils; e. Of 
carbuncle. 
3. Of inflammation in some special organs. 
a. Of inflammation of the tonsils; 5. Of the parotid gland; c. Of 
B2 
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the breasts; d. Of the urethra; e. Of the testicle; f. Of the 
muscles of the loins; g. Of the nail-joints ; 4. Of the joints, viz., 

a. of the synovial membrane ; b. of the cartilages; c. of the joint- 
ends of the bones, viz., aa. in the hip-joint; 0d. in the 
shoulder-joint ; cc. in the knee-joint ; and so on. 


II. Diviston.—Diseases which consist in a disturbance of physical 
connexion. 


1. Fresh solutions of continuity. 
A. Wounds; B. Fractures. 
11. Old solutions, 
A. Which do not suppurate, viz. 
a. False joints; 6. Hare-lip; ¢. Cleft in the soft palate; d. Old 
rupture of the female perineum. 
B. Which do suppurate, viz. 
i. Ulcers. 
1. In general. 
2. In particular. 
a. Atonic; 6. Scorbutic; e. Scrofulous; d. Gouty; e. Impe- 
tiginous ; f. Venereal; g. Bony ulcers or caries, 
i. Fistulas. 
a. Salivary fistula; 6. Biliary fistula; ce. Fecal fistula and artificial 
anus ; d, Anal fistula; e. Urinary fistula. 
111. Solutions of continuity by changed position of parts. 
1. Dislocations; 2. Ruptures; 3. Prolapses ; 4. Distortions. 
Iv. Solutions of continuity by unnatural distension. 
1. In the arteries, aneurisms; 2. In the veins, varices; 3. In the 
capillary-vascular system, teleangiectasis. 


III. Diviston.— Diseases dependent on the unnatural adhesion of parts. 


1. Anchylosis of the joint-ends of bones; 2. Growing together and nar- 
rowing of the aperture of the nostrils; 3. Unnatural adhesion of the 
tongue ; 4. Adhesion of the gums to the cheeks; 5. Narrowing of the 
cesophagus ; 6. Closing and narrowing of the rectum; 7. Growing 
together and narrowing of the prepuce; 8. Narrowing and closing of 
the urethra; 9. Closing and narrowing of the vagina and of the 
mouth of the womb. 


IV. Drviston.—Foreign bodies. 


1. Foreign bodies introduced externally into our organism. 
a. into the nose; 6. into the mouth; ec. into the gullet and intestinal 
canal; d. into the wind-pipe. 
2. Foreign bodies formed in our organism by the retention of natural 
products. } 
A. Retentions in their proper cavities and receptacles. 

a. Ranula; 6. Retention of urine; c. Retention of the foetus in 
the womb or in the cavity of the belly (Cesarean opera- 
tion, section of the pubic symphysis, section of the belly). 

B. Extravasation external to the proper cavities or receptacles. 

a. Blood swellings on the heads of new-born children; 6. He- 

matocele ; ¢. Collections of blood in joints. 
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3. ins ae resulting from the accumulation of unnatural secreted 
uids. 

a. Lymphatic swellings; 6. Dropsy of joints ; c. Dropsy of the burse 
mucosze; d. Water in the head, spina bifida; e. Water in the 
chest and empyema; f. Dropsy of the pericardium ; g. Dropsy 
of the belly ; h. Dropsy of the ovary ; 7. Hydrocele. 

4. Foreign bodies produced from the concretion of secreted fluids. 


V. Diviston.—Diseases which consist in the degeneration of organic 
parts, or in the production of new structures. 


1. Enlargement of the tongue; 2. Bronchocele; 3. Enlarged clitoris ; 
4, Warts; 5. Bunions; 6. Horny growths; 7. Bony growths; 
8. Fungus of the dura mater; 9. Fatty swellings; 10, Encysted 
swellings; 11. Cartilaginous bodies in joints; 12. Sarcoma; 13. Me- 
dullary fungus ; 14. Polyps; 15. Cancer. 


VI. Diviston.— Loss of organie parts. 


1. Organic replacement of already lost parts, especially of the face, 
according to the 'Tagliacozian and Indian methods. 
2. Mechanical replacement: Application of artificial limbs, and so on. 


VII. Diviston.—Superfluity of organic parts. 


VII. Diviston.—Display of the elementary management of surgical 
operations. 


General surgical operations: Bleeding, cupping, application of issues; 
introduction of setons, amputations, resections, and so on. 


11 
HISTORICAL SKETCH OF SURGERY. 


First period... to the time of Hrerocrarss. 
Second period. from Hippocrates to GALEN. 
Third period.. from GAuen to the fifteenth century. 


Fourth period. the sixteenth century to the middle of the seven- 
teenth. 

Fifth period.. the second half of the seventeenth century to the 
present time. 


The origin of Surgery is founded on the relation of man to external 
nature, and on his disposition to alleviate the sufferings of his fellow men. 
In ancient Egypt and Greece the history of Surgery lies in darkness, and 
it begins in a special sense with Hirrocrares, who collected the pre- 
viously scattered facts, arranged them, and published rational views, 
drawn from his own experience. It appears from his writings—ag’ 
intpécov—repl aypav—mept trav ev Kebarij Tpwparwy—rept Upfowy—zrep} 
‘edxGv—arepi cupeyyov—that he was acquainted with a copious apparatus 
of instruments and bandages, and several operations exhibit an actual 
technical tendency. In different parts of his Aphorisms he treats of 
surgical subjects. 
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In the Alexandrian school Surgery became more prominent, as it rested. 
on its proper basis, anatomy. Erisisrratrus and HEroruiius made the 
first examinations of human bodies. We know of their followers and 
their performances only from subsequent writers 

AURELIUS CoRNELIUS CrELsus is the sole writer after H1rprpocraTES 
(a period of 400 years intervening between them.) Although Crexsus 
lived at Rome, his writings for the most part belong to the Greeks. In 
his seventh book he specially treats of surgical operations. After CuLsus 
deserve to be mentioned Soranus, ARCHIGENES, and Rurvs. 

Ciaupius GALENUS, born A.D. 131, lived at Rome under the Emperor 
Marcus Avre.ius: such of his writings as treat of Surgery are, for the 
most part, commentaries on those of Hippocrarrs—as his “Yréuvnpara 
tpla sic ro BiBdwoy Immoxparove Kar’ intpécov—abra rept aypov—vropy. 
Téccapa &pOpwy—iropy. cig Tove apopiopovg. Besides which also his own 
Treatises, epi roy éxdecpwrv—repl Bdé\dwyv, dvticracewc; oucvac, Kae 
éyxapatews Kal Kkarackacpov—mepl Toy Tapa dvow oycwy—and Oeparev 
rune pé0odov ByGrtov. After GALENUSs there is a complete stand-still, and 
up to the sixteenth century there are but few writers: Or1BAstus, 
AxTIUS, ALEXANDER of Tralles, and Pauxus of Aigina. 

With the fall of the Roman Empire and the invasion of the Arabs, 
came a period of darkness and barbarism. We find Surgery, at this time, 
in the hands of the Arabian physicians, characterized by the neglect of 
anatomy, with a copious instrumental apparatus, fear of the knife, and 
frequent employment of the cautery iron. The most remarkable men 
of this period were Espn Sina and ABULCASEM. 

The practice of Medicine and Surgery was, during this time, in Chris- 
tian Europe, in the hands of the clergy, and sank down to such imper- 
fection, that the knowledge of operations, possessed by the Greeks, was 
no longer to be met with. In the twelfth and thirteenth centuries, indeed, 
art and science raised themselves by the foundation of literary institutions ; 
but, as their most special object was the education of ecclesiastics, there 
was little gain to Surgery. The latter was, at a subsequent period, com- 
pletely separated by two decrees of the Pope from Medicine, and the 
priests were forbidden every bloody operation on pain of excommunica- 
tion. At this time arose the barbery system, under which the barbers 
of the priests were employed by them for the performance of the lesser 
operations of Surgery. In Italy alone was there yet any striving towards 
improvement, and Surgery still partially remained in the hands of better 
practitioners. 

In the year 1311 Prrarp, of Paris, collected the Surgeons into a com- 
pany, which formed itself into a college; but, owing to the long-continued 
disputes with the medical faculty, and without advance in anatomy, 
Surgery remained in its restricted condition. 

[During a large portion of the fourteenth century flourished in England 
JOHN oF ARDEN, who was born in 1807, and certainly lived till after 1377, 
as, in a manuscript (MSS. Sloane, No. 75, in Brit. Mus.) which, he 
says, “propria manu med exaram,” he declares himself 70 years old, 
“‘regni regis Richardi 2" primo.” From examination of his works, 
written in Latin, several manuscripts of which, together with many 
English translations in MSS. of the whole or part of his works, are in 
the library of the British Museum and in the Bodleian Library at Oxford, 
it is probable that he did not know much about anatomy, though perhaps 
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he was not more ignorant than his contemporaries. But he was certainly 
an attentive observer and a careful recorder of what he saw. He wrote 
specially upon anal fistula, which was translated by READ in 1588, and also 
a Practice of Surgery, in which, among other things, he speaks of sores 
on the penis, also of gonorrhcea, and describes what is to be done when a 
stone gets into the urethra. From the number of manuscripts and trans- 
lations it is quite evident he was long held in great repute by his coun- 
trymen, and his works are quite equal and much more original than those 
of surgical writers of the early part of the sixteenth century. It is much 
to be regretted that the several manuscripts have not hitherto been 
collated and published, as they present an excellent view of the state of 
Surgery in England at this period.—s. F. s.] 

With Guipo pE Cuaurraco (who lived at Avignon) first commenced a 
period of independent exertion and reference of Surgery to the basis of 
anatomy. 

[In 1542 the Surgeons, who had previously existed in London as one if 
not two distinct bodies or brotherhoods, were united without any very good 
reason beyond, perhaps, Henry THE Ercurn’s pleasure, by act of Par- 
Jiament, to the Barbers’ Company of London; but they were only paired, not 
matched, as it appears that their Court of Assistants was equally divided 
between the two professions, the Barbers having their side, the Surgeons 
theirs, but neither interfering with the other’s department. This Act 
of Parliament encouraged dissection by directing that ‘the masters 
or governors of the said mystery” should have, “at their free liberty 
and pleasure,” the bodies of four felons, ‘to make incision of the same 
* * * for their further and better knowledge, instruction, insight, learn- 
ing, and experience in the said science or faculty of Surgery.” From the 
destruction of the books it cannot be ascertained whether dissection was 
forthwith pursued ; but, in 1566, public demonstrations and dissections were 
enacted by the Company of Barbers and Surgeons to be held in their hall 
at stated periods, and conducted by two masters and two stewards of the 
‘“‘anathomies.” ‘There was alsoa readership of anatomy at the hall, which 
was long held by physicians appointed by the Court of Assistants, but 
when instituted is doubtful. Wanp says that Dr.W1iLi1amM CunnIncHAM 
lectured there in 1563; but the first appointment I can find is that of 
Dr. Pappy, who was appointed reader of the anatomy lectures on the 11th 
July, 1596. 

The study of anatomy does not seem to have been so little thought of 
at this time as generally believed, in proof of which it may be mentioned 
that Sir Epwarp Arris, an alderman of London, who was also warden in 
1642, and master of the Company of Barbers and Surgeons in 1651, 
founded on the 27th October, 1645, six anatomical lectures, to be pub- 
licly read every year between Michaelmas and Christmas, and endowed 
them with 300/., on condition that the Company should pay for the 
lectures 20/. a-year : subsequently he exchanged this sum for an annuity 
of 30/. charged on his estates, and at a later period redeemed this charge by 
paying 510/. to the Company, which was by them paid over at the disso- 
lution to the Surgeons’ Company, and, when the latter merged into the Col- 
lege of Surgeons, the same was handed over to them. ARRis’s good example 
was followed by Mr. Joun GALE, who, on the 30th June, 1698, founded 
one anatomy lecture every year, to be called Gaur’s Anatomy, and 
endowed it with a rent-charge of 16/. a-year out of certain landed pro- 
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perty, which was subsequently sold for 432i. sterling, and the interest 
thereon now produces rather more than 20/. The two endowments are 
now consolidated, and the lectures on human anatomy and Surgery are 
called Arris’s and Gaxe’s Lectures.—s. F. s.] 

In this way, assisted by the advance of anatomy, was Surgery raised, 
by Park, Franco, Fasricrus Hitpanus, Fasricius as AQUAPEN- 
DENTE, SEVERINUS, and WiEsEMANN, in the sixteenth century, to a high 
station. 

In the second half of the sixteenth century actually commences the 
brilliant period of Surgery. Numerous wars and the establishment of 
public hospitals presented a rich field for observation, and the foundation of 
the Academy of Surgery at Paris collected scattered powers and aroused 
a general emulation, In France shone out Dionts, J. L. Perit, Mare- 
SCHAL, QuEsNAY, Moranp (a), Louis, LEpRAN, GARENGEOT, LAFAYE, 
Lrcat, Lamorre, Ravaron, Davip, Pourrau, Levret, SABATIER, 
Desavutt; in England, Wisrman, CHESELDEN (6), Doueuas, the two 
Monros, Suarp, Cowrer, Auanson, Porr, Hawkins, SMELLIE, and 
the two Hunters; in Holland, Axpin, Devenrer, CamrPer; in Italy, 
MoLuNeELLI, Bertranpi, Moscati, Scarpa; in Germany, Hester, 
PxiatTrner, BrucuEr, BRampBriua, THEepEen, Ricuter, C. SIEBOLD, 
and Mursinna. 

By this general cultivation has Surgery been brought up in modern 
times to an elevation which cannot be displayed generally but only in the 
history of the several operations. Boldness grounded on the progress of 
anatomy and physiology, simplicity in the methods of treatment, and 
scientific culture, distinguish it. 

The equal participation of all civilized nations in these efforts keeps up 
amongst them a contest for intellectual superiority in the ranks of improve- 
ment, while it makes any decisive award impossible. 


(a) He was Secretary to the Academy of Sur- 
gery, and, on the opening of the schools in 1743, 
delivered a most admirable address, ‘‘ Discours 
dans lequel on prouve qu’il est nécessaire au 
Chirurgien d’étre lettré,”’ in which he shows the 
necessity of a literary education for a Surgeon, and 
mentions incidentally that the royal declaration 
founding the Academy, required ‘‘ that the Sure 
geons of Paris should be Masters of Arts before 
admission into the community, and that they 
should then pursue Surgery without mixing any 


mechanics,” ‘loi précieuse,” says he, * qui, 
faisant une des époques les plus mémorables pour 
Villustration de notre art, doit immortaliser celui 
(DE ua PEYRONIE) qui la sollicitée et dont les 
titres éminens sont soutenus par un mérite supé- 
rieur.” Opuscules de Chirurgie, p. 118. Paris, 1768. 
4to. 

b) He established the first School of Anatomy 
in London, independent of the Barbers’ and Sur- 
geons’ Company, at St. Thomas’s Hospital about 
the year 1714. 
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1. InFLamMarTion (Inflammatio, Phlogosis, Lat.; Entziindung,Germ.; 
Inflammation, Fr.) is that condition of an organized part in which the 
vital process and plasticity of the blood are unnaturally raised, and which 
is manifested by pain, redness, increased temperature, and swelling. 


The elevation of the vital process must be of a certain duration and intensity, that is 
it must be actually diseased, when we apply to it the name Inflammation. ‘Thereby, 
alone is inflammation distinguished from{the temporary condition of active congestion 
and increased turgor vitalis. The proximate cause of these phenomena is indeed the 
same as in inflammation, and may run into it. The same applies to the so-called 
inflammatory irritation. 

[The term “inflammation ” has been objected to by ANDRAL (a), one of the most able 
French writers on pathology. He says:—‘ Created in the infancy of science, this ex- 
pression, (inflammation,) completely metaphorical, was destined to represent a morbid 
condition, in which parts seemed to burn, to inflame, as if they had been subjected to 
the action of fire. Received into the language, without any precise idea having ever 
been attached to it, under the triple relation of symptoms which announce it, of lesions 
which characterize it, and of its actual nature, the expression “ inflammation ” has 
become so vague, and its interpretation so arbitrary, that it has really lost all value: 
it is like a piece of old money without the impress, which must be put out of circu- 
lation, as it causes only error and confusion. Inflammation can only be considered 
as the expression of a complex phenomenon, comprehending many other phenomena, 
the dependence of which is neither necessary nor constant.” (vol. i. p. 9.) He has, 
therefore, chosen to set aside the term “ inflammation ” as generally characterizing the 
phenomena we are about to consider, and has employed that of “ hyperemy,” re- 
stricting it, however, only to that condition of the vessels in which they are loaded or 
songested with blood, from whatever cause, healthy or unhealthy, such condition may 
arise. JoHn Hunrer (b) seems to have anticipated these objections ; for, he observes :-— 
“The term or idea of inflammation may be too general, yet it is probable that it may 
form a genus, in which there is a number of species, or it may be more confined in its 
classification, and be reckoned a species containing several varieties. ‘These are, how- 
ever, so connected among themselves, that we cannot justly understand any one of the 
species or varieties without forming some idea of the whole, by which means, when 
treating of any one, we can better contrast it with the others, which gives us a clearer 
idea, both of the one we are treating of, and of the whole.” (p. 265.) The difficulty, 
however, is to distinguish the onset of the diseased action, inflammation, from the natu- 
ral one, congestion or turgescence. Their close resemblance was first pointed out by 
Hunter, who observes :—‘ The very first act of the vessels when the stimulus which ex- 
cites inflammation is applied, is, I believe, exactly similar to a blush. It is, I helieve, 
simply an increase or distension beyond their natural (ordinary ?) size. This effect we 
see takes place on many occasions: gentle friction on the skin produces it; gently stimu- 
lating medicines have the same effect ; a warm glow is the consequence similar to that 
of the cheek in a blush: and, if either of these be increased or continued, real inflamma- 
tion will be the consequence.” (p. 279.) So ANpRaL :—“ Will anatomy establish any line 
of demarcation between physiological (healthy) and pathological congestion? No more 
than the latter can always be strictly separated from the complex phenomenon called 
“inflammation.” Thus, under the intiuence of violent emotion, vessels appear on the con- 
junctive coat of the eye, and the lids become red. The same effect follows a grain of sand 
falling on the front of the eye; insensibly does the congestion increase from that almost 
normal condition in which vessels appear on the conjunctive coat to that when the mu- 
cous membrane of the eye, becoming uniformly red and considerably swelled, presents 
that variety of opthalmy known as chemosis.” (vol.1. p. 13.) The same language is held 
by Muer (c) :—* Inflammation begins, indeed, with phenomena which are similar to 
turgescence. The organs attract more blood than usual, in consequence of the altered 
affinity between the blood and the tissue, and obstructs its efflux ; but we must be.very 
cautious in calling increased vital action that important change caused by inflamma- 
tory irritation which produces functional disturbance, and has consequent to it an effort 
of nature to compensate an injury which has interfered with the action of the organ. 
Had the vital action been increased, so would not the morbid processes of inflammation 
have occurred.” (vol. i. p. 218.) HunTER also observes :—* Though pure inflammation is" 
rather an effort of nature than a disease, yet it always implies disease or disturbance, inas- 


(a) Précis d’Anatomie Pathologique. - (b) On the Blood, Inflammation, &c. 
.(c) Handbuch der Physiologie des Menschen. 
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much as there must bea previous morbid or disturbed state to make such effort neces- 
sary.” (p. 260.) Again:—<“ Inflammation is to be considered only as a disturbed state 
of parts which require a new but salutary mode of action to restore them to that state 
wherein a natural mode of action alone is necessary: from such a view of the subject, 
therefore, inflammation in itself is not to be considered as a disease, but as a salutary 
operation, consequent either to some violence or some disease.” (p. 249.) “ Inflammation 
is not only occasionally the cause of diseases, but it is often a mode of cure, since it 
frequently produces a resolution of indurated parts, by changing the diseased action into 
a salutary one, if capable of resolution.” (p. 250.) “Inflammation may first be divided 
into two kinds as first principles, viz., the healthy and the unhealthy. The healthy 
probably consists only of one kind, not being divisible but into its different stages, and 
is that which will always attend a healthy constitution or part, is rather tu be consi- 
dered as a restorative action than a diseased one, and would rather appear to be an 
effect of a stimulus than an irritation. The unhealthy admits of vast variety, (diseases 
being almost numberless,) and is that which always attends an unhealthy constitution 
or part, but principally according to the constitution: however, many parts naturally 
have a tendency to run into inflammations of particular kinds.* * The simple act of 
inflammation cannot be called specific, for it is an uniform or simple action in itself; 
but it may have peculiarities or specific actions superadded. Inflammation is either 
single or compound: it may be called single when it has only one mode of action in 
the part inflamed, as in its first stages; compound, when attended with another mode 
of action, or when it produces other effects.” (p. 251.) ] 


2. All organs of the body may become inflamed except the cuticle, 
hair, and nails. ‘The disposition to become inflamed depends on the 
number of nerves and capillary vessels in a part. The actual seat of in- 
flammation is always the capillary-vascular system, and the ganglionic- 
nervous system, accompanying the most delicate branches of the vessels, 
which specially presides over vegetation in the organism. 


[ Inflammation,” says HunTer, “ may arise from very different causes, and often 
without any apparent cause, and its operations are far more extensive than simply the 
act of producing union in parts divided by violence.” (p. 248.) “Susceptibility for 
inflammation may be said to have two causes—the one original, the other acquired. 
The original constitutes a part of the animal economy, and is probably inexplicable. 
Of the acquired, it is probable that climate and modes of life may tend considerably 
either to diminish or increase the susceptibility for inflammation. ‘The influence, how- 
ever, of climate may not be so great as it commonly appears to be; for it is generally 
accompanied by modes of life that are not suited to others.” (p. 226.) “* Inflammation, 
when the constitution is strong, will be commonly the most manageable, for strength 
lessens irritability ; but in every kind of constitution inflammation will be the most 
manageable where the power and the action are pretty well proportioned; but, as every 
part of the body has not equal strength, these proportions cannot be the same in every 
part of the same constitution. According to this idea of strength, the following parts— 
viz., muscles, cellular membrane, and skin,—and more so, in proportion as they are 
nearer to the source of the circulation—will be most manageable in inflammation and its 
consequences, because they are stronger in their powers of action than the other parts 
of the body. The other parts, as bone, tendon, ligament, &c., fall into an inflammation, 
which is less in the power of art to manage, because, though the constitution is good, 
yet they have less powers within themselves, and therefore are attended with the feel- 
ing of their own weakness ; and I believe they affect the constitution more readily than 
the former, because the constitution is more affected by local disease, when the parts 
have less power within themselves of doing well; and the effects, if bad on the consti- 
tution, reflect a backwardness on the little powers they have. * * * The inflammation, 
if in vital parts, will be still less manageable; for, although the parts themselves may 
have pretty strong powers, yet the constitution and the natural operations of universal 
health become so much affected, that no salutary effect can so readily take place, and 
therefore the disease becomes less manageable. * * * In weak constitutions, although 
the inflammation be in parts which admit of the most salutary operations, in the time 
of the disease, and in situations the most favourable to restoration after disease, yet the 
operations of inflammation are proportionably more backward as to their salutary effects 
in such constitutions, and more or less, according to the nature of the parts affected.” 


(pp. 228, 9.)] 
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3. Inflammation always commences with a more or less intense pain ; 
the sensibility of the part is increased, redness soon follows, and blood 
appears in vessels where previously it had not been observed; the tempe- 
rature of the part is raised, its functions disturbed, secretion suppressed, 
(at least at first,) or changed, perspiration diminished, and the part swelled. 
These appearances are developed, in different proportions, to a higher 
degree, in which fever (Febris inflammatoria secunda) usually becomes 
connected with them. 

[I apprehend it would be more correct to say that “inflammation, from its very 
commencement, is always accompanied with a more or less intense pain,” than to say, 
with our author, it “ always commences with amore or less intense pain;” imasmuch 
as, though that by which the patient’s attention is first excited, yet it is only an indi- 
cation of a‘disturbance set up in the economy, and which, as it becomes greater, renders 
itself apparent to the eye, most commonly by redness.—J. F. 8. 

Dr. ALtson (a) observes :—“In order to give the requisite precision to the general 
notion of inflammation as a local change of the condition of any part of the body, it 
seems only necessary to include in it, besides the pain, swelling, heat, and redness, the 
tendency always observed, even when the changes in question are of short duration, to 
effusion from the blood-vessels of some new products; speedily assuming in most in- 
stances the form either of coagulable lymph or of purulent matter.” (vol. 1. p. 53.)] 

4. The pain depends on the increased activity of the nerves (1), and this 
again produces the succeeding increased influx of the blood, and the vital 
expansion of the vessels (2) ; afterwards the pain is increased by the decided 
expansion and tension which the part suffers. It differs according to the 
degree of inflammation and the sensibility of the affected part : often it con- 
sists only in the sensation of prickling, itching, tickling, and a troublesome 
stretching ; often is it stabbing, tearing, burning, and, in structures largely 
supplied with nerves, it attains a most vehement degree (3). 

The redness, heat, and swelling, depend on the increased action of the 
nerves and capillary vessels, and is in immediate relation with the rich- 
ness of their ramifications. Hence the various degrees of redness, heat, 
and swelling, according to the degree of inflammation and the organs 
therewith affected. At the onset of the inflammation the swelling always 
depends on an increase of blood. The reddening of the blood (4) and evolu- 
tion of warmth are attributes of the living process: they must, therefore, 
be also increased by its greater activity. According, however, to experi- 
ments with the thermometer, the warmth in inflamed parts is not so con- 
siderable as to our touch it seems to be (5). Where the most delicate 
branches of the capillary-vascular system anastomose to form the transi- 
tion into the veins, several capillary vessels always open together into one 
single vein. By this disposition of the capillary-vascular system there is 
already in the healthy state a slower motion of the blood, which is in close 
relation to the functions of the capillary-vascular system. If, then, in in- 
flammation there be an additional influx of blood, there must arise with the 
increased activity of the capillary-vascular system and vital expansion (6) 
an accumulation of it, (the blood,) as the veins are not in a condition to 
take up and carry away with equal readiness the blood which is brought 
to them in excess. The capillary vessels become therefore expanded, as 
if filled by artificial injection, and even distinct in those parts where we 
assume that in the natural state vessels carrying only the uncoloured part 
of the blood exist: in the subsequent course of the inflammation new 
vascular branches are formed. The cellular tissue is the most especial 
seat of the development of vessels. These occurrences are the cause why 

(a) Library of Medicine. 
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the inflammation, which at first was to be considered merely as a dynamic 
disease, brings about distinct changes in the structure of organs. The 
increased activity of the nerves and capillary-vascular system produces a 
more copious infiltration into the cellular tissue than in the natural state ; 
a part of the serum—in some cases even of the red part of the blood— 
penetrates through the expanded walls of the vessels, and empties itself 
into the cellular tissue. The walls of the cells are, therefore, in this case, 
found thickened, filled with a serous, albuminous, often bloody fluid, in which 
frequently albuminous flakes float or are connected with the walls of the 
cells. ‘The changed condition and increased plasticity of the blood is 
shown by the erusta inflammatoria, which consists of the fibrin of the blood. 


According to the different degree of irritation, and the consequent reaction of the 
nervous system, so long as, excepting the pain, no other appearance of inflammation 
exists, (which condition many consider as the forerunner of inflammation,) there is pro- 
duced a spasmodic contraction with accelerated motion of the blood in the small ves- 
sels, upon which first follow their vital expansion, the greater influx of blood, and the 
other phenomena of increased living actions(7). A comparison may therefore be insti- 
tuted between these local appearances and those coming in with inflammatory fever. 
As we have there contractions of the vessels and obstruction of the circulation, so we 
have here chilliness, contraction of the skin, small pulse, which are followed by the 
phenomena of vital expansion of the vascular system, increased warmth, and so on. In 
the commencement there is in a manner present an inflammatory spasm—the vascular 
system is entirely controlled by the nervous system. With the increased influx of the 
blood, and its accumulation in the capillary vessels, is the previously quickened motion 
of the blood corpuscles retarded, the capillary vessels, by the consequent exudation of 
the serum, become completely filled with blood-corpuscles, and an actual stagnation, an 
inflammatory stasis ensues, but which is not to be considered as a passive over-filling. 


[(1) But what causes this increased action of the nerves? The squeezing and stretching 
of the minute nerves of the part, by the increased size of the capillary vessels, resulting 
from the obstruction of the current of blood through them, which occurs at the very 
onset, and which, indeed, is, as will be presently shown, the first step of the inflammatory 
process. TRAVERS (a) considers “ the pain of inflammation directly or indirectly con- 


‘nected with the state of the blood-vessels,” and it is, “‘ probably, the nerves of the blood- 


vessels that are first excited in the pain of inflammation.” (pp. 46, 7.) This opinion 
is corroborated by referring to Joun HunTer’s observations on the passage of the ad- 
hesive to the suppurative inflammation, in which he says, “'The pain is increased at 
the time of the dilating of the arteries, which gives the sensation called throbbing, in 
which every one can count his own pulse, from paying attention merely to the inflamed 
part; and perhaps this last symptom is one of the best characteristics of this species of 
inflammation.” (p. 378.) And in a previous passage he had observed :—* Whether this 
pain arises from the distension of the artery by the force of the heart, or whether it 
arises from the action of distension from the force of the artery itself, is not easily de- 
termined.” (p. 287.) The throbbing, however, is not entirely confined to suppurative, 
but also accompanies acute, inflammation; and Travers has well observed :—* Throb- 
bing, lancinating or pulsatile pain,—7. e. pain accompanied with a sense of motion of the 
fluids in the part,—is the most characteristic distinction of acute inflammation ; and an 
obtuse, aching, or heavy pain belongs to a congested state of the local circulation.” And 
he also points out that “ the description of pain unattended with inflammation, differs 
from the pain of inflammation, although the former is subject also to varieties in kind, 
duration and intensity ;” observing that “ Neuralgia is generally attended more or less 
with muscular cramp or spasm, and such pain is either intermitting or periodical ;” and 
that such medicaments “ as relieve pain in the absence of inflammation. have little or 
no beneficial effect on the pain of inflammation. Blood-letting aggravates neuralgia 
and relieves inflammatory pain. Steel and arsenic aggravate inflammatory pain, and 
cure neuralgia.” (pp. 45, 6.) : Ba 

(2) According to his neuropathological theory, HENLE (0) asserts, that “it is through 
the nervous system that the exciting cause of inflammation operates, by suspending the 

a) Physiology of Inflammation. ; rationellen Pathologie seit Anfang des Jahres, 

b) Ihave made use of the Digest of this Au- = 1839; in Warton Jones’s excellent Report on 


thor’s Pathologische Untersuchungen, 1840, ‘and the Theory of Inflammation, in ForBes’s Brit. and 
of his Bericht tiber die Arbeiten im Gebiet der For, Med. Review, vol. xvii., 1844.—(J. F.S.) 
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nervous influence from the small vessels, and consequently determining relaxation of 
their walls with dilatation of their calibre.” (p. 578.) The mode of action of the exci- 
ting cause he describes as follows :—“ The exciting cause, of what nature soever it may 
be, whether external or internal, acts primarily on sensitive nerves, exalting their acti- 
vity. The motor nerves of the vessels which have sympathetical relations with the 
excited sensitive nerves, are secondarily affected. But this affection of the motor nerves 
of the vessels, which supervenes by reflex action on the excitement of the sensitive 
nerves, is not a corresponding state of excitement, but an opposite one of depression, of 
suspension of action, of paralysis. This form of sympathy, on which the state of ex- 
citement of one nerve determines depression of another, HENLE calls antagonism ; 
when to that in which a state of activity of one nerve is called forth by a corresponding 
state of another, he applies the term sympathy in a more restricted sense than generally 
employed: the latter form is more common in the domain of the cerebrospinal system ; 
the former in that of the ganglionic system, the source of the nerves of the vessels. 
Sometimes, however, sympathy is exemplified in the vessels by constriction supervening 
on irritation and preceding dilatation; but, in most cases, relaxation and dilatation of 
the vessels from suspension of nervous influence, are the primary effect of the irritation, 
no matter whether that irritation have been violent or moderate. Hence HENLE con- 
tends that the relaxation of the vessels, on which their dilatation depends, cannot be a 
mere consequence of exhaustion of the vessels from previous action, as suggested by 
ALISON and BILu1nG, but can only be antagonistic.” (p. 582.) 

As to the cause of inflammation, Hunter observes :—“ I will venture to say, that any 
cause which can obstruct the motion of the blood for a given time, will become the 
cause of inflammation ; for, either the cause of the obstruction itself, or the blood being 
retained in the smaller vessels for a certain time, will either irritate or unite the parts, 
or, where it irritates, will throw the vessels into such actions as naturally arise out of 
an extraneous irritating cause, but not an increased motion of the blood behind, to drive 
on the obstructed blood through these vessels, as has been supposed.” (p. 259.) The 
truth of these views is fully borne out by the observations of more recent inquiries, some 
of which will be presently detailed. 

(3) In reference to the pain in inflammation, HunTER also notices that, as “ Many parts 
of the body in a natural state give peculiar sensations when impressed: so when they 
are injured they give likewise pain peculiar to themselves ;” of which the pain caused 
by squeezing or inflammation of the testicle is a good example. “ And I may also ob- 
serve,” he says, “ that the same mode of impression shall give a peculiar sensation to 
one part, while it shall give pain to another: thus, what will produce sickness in the 
stomach, will produce pain in the colon.” (pp. 288, 9.) 

Travers makes a remark shewing that pain is not necessarily an attendant on in- 
flammation, which is well worth remembrance, and with which few careful observers 
will not accord. “We are told,” says he, “ there can be no inflammation where there 
is no pain. I reply, that there are many, aud destructive too; a joint, an eye, nay, the 
‘lungs may be destroyed by inflammation without pain; he is a speculative, not a prac- 
tical, pathologist who does not know this. It would be easy to superinduce pain in 
either of these cases; but let there be no interference, and the work of destruction in 
numberless cases is as silent as it is sure.” (p. 29.) 

(4) Touching the redness, HunTER observes :—* It is of various hues, according to the 
nature of the inflammation : if healthy, it is a pale red; if less healthy, the colour will 
be darker, more of a purple, and so on, till it shall be a bluish purple; * * * it is gra- 
dually lost in the surrounding part if the inflammation is of the healthy kind; but, in 
many others it has a determined edge, as in the true erysipelatous, and in some specific 
diseases, as in the small-pox.” * * * “ This increase of red appears to arise from two 
causes: the first is a dilatation of the vessels, whereby a greater quantity of blood is 
allowed to pass into those vessels which only admitted serum or lymph before; the 
second is owing probably to new vessels being set up in the extravasated uniting coag- 
luating lymph.” (pp. 283, 4.) 

TRAVERS thinks that the intensity of the redness depends “on the degree of fulness 
(of the vessels) compatible with motion ; for, although the oxygen of the atmosphere 
will redden the blood in the congested vessels of the surface, while circulation, however 
imperfect, continues, from the commencement of the state of absolute stagnation, the 
colour gradually undergoes a change from pink to purple. In some modes of inflam- 
mation this shade of colour prevails even from the beginning, and soon turns to livid. © 
* * * These varieties are due to the state of the general circulation, which gives its 


character to the inflammation, and an attending change in the constitution of the 
blood.” (p. 50.) 
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(5) Joun Hunter observes on this point :—“ From all the observations and experi- 
ments I have made, I do not find that a local inflammation can increase the local 
heat above the natural heat of the animal.” The experiments he made were, 1. in 
the inflamed cavities of hydroceles, in which the thermometer stood at 982° F., an in- 
crease ended of 62° on the natural heat ascertained prior to the inflammation ; but, as 
Hunter states, “ not equal to that ofthe blood probably at the source of circulation in 
the same man:” 2. in a wound of a dog’s chest, in which before and after inflam- 
mation the heat was 101°: 3. in a wound in the gluteal muscles of an ass 100° be- 
fore, and varying from 99° to 1013° after inflammation: 4. in the vagina of an ass 
from 993°, as before the inflammation to 1003°. In other experiments on mucous sur- 
faces the heat was sometimes the same as before the inflammation, and sometimes in- 
creased 1° or 2°.” (p. 293 to 300.) “ But,” as says TRAVERS, “ the nerves measure the sen- 
sation rather than the degree of heat, and this is a widely different scale from those of 
Fahrenheit or Réaumur, * * * this determination of blood to the capillaries in blush- 
ing is accompanied with a distinct though transient sensation of burning heat to the 
individual, yet not such as could be ascertained by the most delicate thermometer. It 
is most probably to be referred to the extraordinary inlet of arterial blood into the 
capillaries: its longer detention by the congestion proper to inflammation, and the con- 
sequent increase and vigour of the neighbouring circulation would give permanency to 
the sensation, and render the actual increase of temperature appreciable.” (pp. 48, 9.) 

(6) In reference to the enlargement of the vessels of an inflamed part, and its visibly- 
increased vascularity, HUNTER observes, that, “ instead of an increased attraction, there 
was rather what would appear an increased relaxation, of their muscular powers, being, as 
we might suppose, left to the elasticity entirely. This would be reducing them to a 
state of paralysis simply: but the power of muscular contraction would seem to give 
way to inflammation; for they certainly dilate more in inflammation than the elastic 
power would allow: and it must also be supposed that the elastic power of the artery 
must be dilated in the same proportion.” And he comes to the conclusion, “ When we 
consider the whole of this as a necessary operation of nature, we must suppose it some- 
thing more than, simply, a common relaxation : we must suppose it an action in the parts 
to produce increase of size, to answer particular purposes; and this I should call the 
action of dilatation.” (p. 282.) 

(7) This is pretty nearly the opinion of Dr. CULLEN, who taught that spasm of the 
_ extreme arteries supporting an increased action in the course of them, may be considered 
as the proximate cause of inflammation, at least in all cases not arising from direct 
stimuli applied; and, even in this case, the stimuli may be supposed to produce a spasm 
of the extreme vessels. 

The following is a brief account of Dr. Joan THomson’s (a) observations on the 
variation of the current of the blood through the capillaries, resulting from the appli- 
cation of different substances :—“ Weak and strong spirits of wine were applied to the 
smallest arteries of the web in eight or nine different frogs, but without being able to 
perceive any sensible change in the diameters of the arteries to which the spirits were 
iunmediately applied, though the general circulation through the web seemed to be 
increased by each application of the spirits. The results were the same when the 
tincture of opium was employed.” Weak volatile alkali, or ammonia, produced “a 
complete contraction in the arteries to which it was more immediately applied. In 
upwards of one hundred experiments the contraction produced took place in less than 
two minutes after the application of the ammonia. In thirteen experiments con- 
traction did not take place till after a period of three minutes. In three or four 
instances only, in which the ammonia was applied, were the contractions not induced.” 
(p. 83.) “ In some instances I thought I could perceive an increase of the velocity of 
the general circulation immediately after the application of the ammonia; in others, 
this increase, if it took place, was so small as to be imperceptible: but the first and most 
remarkable visible effect of the contraction of the artery from the application of am- 
monia was a diminution of the velocity of the circulation in the capillary vessels with 
which the contracting artery communicates. When the contraction is complete, a 
temporary stagnation in the capillaries with which the contracted artery immediately 
communicates is often produced. * * * In all these experiments, in which am- 
monia alone was applied, a paleness rather than reduess of the web in the foot of the 
frog was produced ; but this paleness was only of short duration.” (p. 84.) “In applying 
a saturated solution of common salt to the arteries in the web of the frog’s foot, I was 
not a little surprised to observe that these arteries, instead of being contracted as they 
had uniformly been by the application of the ammonia, were actually and sensibly 


(a) Lectures on Inflammation. 
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dilated. The part of the web to which the salt was applied became of a red colour, and 
this redness, which was visible to the naked eye, lasted in general from a period of 
three to five or more minutes. It was impossible to view the part with the naked eye, 
without conceiving it to be inflamed.’ ‘Tuomson hoped, from “the facility of produ- 
cing, by the application of salt, a state so accurately resembling inflammation that, by 
examining the phenomena of the circulation in this state, he should be able to arrive at 
some satisfactory conclusions with respect to the comparative velocity of the blood in 
healthy and in inflamed vessels; but he did not upon trial find this so very easy as he 
had at first imagined. (p. 85.) “ The principal difficulty in ascertaining the com- 
parative velocity of the blood in the sound and in the red or apparently inflamed 
parts arose from the very variable results which the application of salt produced in 
different animals, and in the same animal, in different circumstances.” ‘Thus, in nine 
cases, “ the application of the salt was not only followed by a bright red colour visible 
to the naked eye, and a sensible enlargement of the arterial and venous branches, but 
with an increased rapidity of circulation also in the capillary vessels. * * * The 
repeated application, however, of the salt to the same vessels was always sooner or later 
followed by retarded capillary circulation, or even by complete stagnation. A second 
general result from the application of the salt was an apparent increase of circulation in 
the arteries and veins, with a diminution of velocity in the capillary branches. * * * In 
no one experiment have I been able to perceive any enlargement of an artery during the 
momentary influx of blood into its canal. The third and most frequent result from the 
application of salt was diminished rapidity of circulation in arteries, veins, and capil- 
laries. In seventeen experiments the circulation became so slow as to stop altogether in 
the capillaries, and this stagnation, which usually goes off in a few minutes, continued 
in some instances for several hours. The enlargement of diameter in arteries, veins, 
and capillaries is very conspicuous: they may be said to bedistended. * * * In 
every experiment with salt, whether the velocity of the circulation was increased, dimi- 
nished, or stopped, the diameters of the blood vessels were uniformly enlarged, and this 
increase of diameter continued till the redness spontaneously disappeared.” (pp. 86, 7.) 
From these observations THoMson comes to the conclusion, that, “If this view of the 
state of the circulation in inflamed vessels be just, it will follow that inflammation is 
sometimes attended by an increased, and at others by a diminished velocity in the 
circulation through the capillary vessels of the inflamed part, and, consequently, that 
neither of those two states ought to be included in the definition which we give of 
inflammation.” (p. 88.) These experiments and conclusion of Dr. THomson are 
mentioned, because they are the first by which the condition of the vessels and the state 
of the circulation under inflammation have been attempted to be explained: but they are 
inconclusive ; for, as observed by J. W. EarLx (a), “although that state of parts which 
was induced by the application of salt, viz. retardation and stagnation of the blood, 
presented the strongest resemblance to inflammation, yet in no one instance did either 
state continue for a sufficient length of time to allow any one of the usual accom- 
paniments of inflammation (to wit, the effusion of lymph or pus, or mortification) 
to be produced, since each variation terminated more or less speedily in the restoration 
of the natural current.” (p. 40.) 

Dr. W. Puturp (6) applied “to the web of a frog’s foot, placed under a microscope, 
distilled spirits, and in a few seconds observed the blood in all the vessels moved with 
a greatly increased velocity, which, as he constantly kept the web wet with the distilled 
spirits, continued as long as he observed it, ten minutes or a quarter of an hour; but 
during no part of the time could he perceive the slightest symptom of inflammation, 
either with or without the microscope. The vessels, instead of appearing redder and more 
turgid, were evidently paler and smaller than before the application of the spirits.” 
(p. 30.) Hence it appears that his experiment does not in its result tally with THomson’s, 
who at first did not observe any increased velocity, nor ever any sensible change in the 
diameter of the arteries. It is probable that in neither case did the spirit operate 
beyond constricting the parts by the cold its evaporation produced. In another ex- 
periment, however, inflammation was produced in the web of a frog’s foot, and then 
Dr. W. Puruip (c) “ found the vessels of the part greatly dilated and the motion of the 
blood extremely languid. In several places where the inflammation was greatest, the 
vessels were most distended and the motions of the blood were slowest.” (p. 14.) 


He therefore considered that in inflammation the blood vessels were in a state of 


debility. 


a) On the Nature of Inflammation, &c. (c) Introduction to a Treatise on Symptomatic 
b) An Experimental Inquiry into the Laws Fevers, including Inflammations, &c. 4th Edit. 
of the Vital Functions. London, 1826. 8vo. London, 1820. 
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The account given by GENDRIN (a) of the steps by which the stagnation of the blood 
in inflammation is produced is very interesting :—“ The capillaries around this (irri- 
tated) point dilate, and seem to multiply themselves; because a greater number is 
perceived on account of the presence of red blood, which, in colouring them, renders 
them more visible. The globules arrive; they are crowded together, their motion is 
retarded, and at length suspended; they revolve upon themselves, and at last remain 
entirely at rest. The capillary circulation is then evidently suspended in the point 
irritated ; for some distance around, the retardation of the circulation and dilatation of 
the capillaries are plainly seen; a little farther off the circulation is more rapid, the 
capillaries being still dilated, and the globules of the blood less distinct; finally, at the 
limits of the inflamed areola the circulation is, on the contrary, accelerated, the capil- 
laries dilated, and the blood contains a greater number of globules. All these changes 
may take place in four or five minutes, and the same space of time is sufficient to allow 
of the capillary circulation returning to its natural state.” (vol. ii. p. 475.) The ob- 
jection made by EartE to THomson’s experiment, that inflammation had not been 
excited, might perhaps, strictly speaking, be made use of here; but it is quite clear that 
the experiment had reached the turning point from healthy to diseased action. 

THomson’s experiments have been repeated and detailed by Travers, in his chapter, 
Direct Effects of Stimuli and of Wound, and all coincide in producing the same phe- 
nomena, excepting that with ammonia; in which TRAvERs’s observations are remark- 
ably opposed to those of THomson ; for “the application of ammonia,” says he, “ pro- 
duced an instant increase of velocity, then stagnation, with the deepened tint of colour 
and enlargement of vessels.” (p. 36). 

TRAVERS gives a very beautiful account of “the oscillation attending the recovery 
of the circulation, which seems to be the punctum saliens, or first movement towards 
the formation of the new circulation.” (p. 166.) * * * “ The first effect of a drop of 
stimulant fluid, or of a wound upon a transparent web, (frog’s foot,) as seen in the 
field of a powerful microscope, is,” says he, “ to arrest the circulation at the part. 
Around the point of absolute stagnation, the column of blood oscillates, and the 
particles are seen to separate and congregate in small irregular masses, presenting 
varieties of shape, some being perfect ellipses, others spherical. The vessels are dilated, 
and, in proportion, their fulness is increased, and their pink colour heightened. Still 
more remote from the stagnant centre increased activity of circulation prevails. The 
point of stagnation, the very slow circulation in the part immediately surrounding it, 
the current still oscillating in parts, and beyond this the more rapid and vigorous 
circulation, are manifested for several days. The contrasted appearance of one 
portion of the web stationary, and another in brisk circulation, is striking. The 
labour also of the current, the sudden overcoming of the obstacle occasioned by a too 
crowded passage, and the instant velocity succeeding thereupon, reminds us of the 
swaying backward and forward, and at length the inrush, of a crowd emerging into an 
open space from a narrow avenue.” (p. 34, 35.) 

BENNETT says :—“It is very difficult to determine the cause of oscillation in the column 
of blood. It may be remarked, however, that this phenomenon has only been observed 
in the smaller animals which are held fast under the microscope. Even here the oscil- 
lation is not invariably seen to precede the stoppage. It is most frequently observed, 
also, when the animal is very weak, or has fallen into asphyxia. Under such circum- 
stances the energy of the heart and large vessels is evidently diminished, and the blood 
will be propelled with less force than usual against the capillaries, and either stop for a 
moment, or flow backwards during the diastole of the heart. It is probable, therefore, 
that the oscillation does not essentially belong to inflammation, but rather depends upon 
the general weakness of the animal.” (p. 33.) 

The phenomena attending the first steps of the inflammatory process excited in the 
web of a frog’s foot, as seen under the microscope, are well described by WHARTON 
Jones (b). “ Very soon after the irritation,” he says, “ accumulation and stagnation of 
the blood in the capillaries, including the terminations of the arteries and radicles of 
the veins of the part, is observed to take place; but, amidst, the obstructed vessels a few 
here and there may still be seen pervious, and through them the stream of blood is very 
rapid. The accumulation and stagnation of the blood in the small vessels is always 
preceded by a retardation of its flow (coincident with dilatation of the vessels;) this 
retardation of the flow of blood having or not been preceded by the opposite condition 
of an accelerated flow (coincident with constriction of the vessels.)” He then proceeds 
to inquire into “ the behaviour of the blood during the retardation of its flow and at 


(a) Hist. Anat. des Inflammations. (b) Report. 
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the time of its stagnation,” which he thus describes :—“ a. Colourless corpuscles. 
During the retarded flow of blood immediately preceding stagnation, an accumulation 
of colourless corpuscles is observed to take place on the inner surface of the walls of the 
dilated small vessels, similar to what occurs in the healthy state when the velocity of 
the stream of blood is diminished. b. Red corpuscles. While the accumulated colourless 
corpuscles may have even become stagnant on the walls of the vessels, the red corpuscles, 
though in increased quantity, in proportion to the plasma, still continued to float on, 
but more and more slowly until complete stagnation ensues. They are somewhat more 
collapsed than natural; hence they appear redder, and their nucleus is less indistinctly 
seen, a change similar to what takes place in the red corpuscles of newly drawn blood. 
The red corpuscles appeared to be the agents principally concerned in the stagnation 
of the blood * * * by agglomerating together, and applying themselves here and there 
flat against the walls of the vessels and adhering to them; whilst other red corpuscles 
applied themselves to those already adherent.” (p. 568, 9.) This view had been 
already put forward by Jones in 1842; and about the same time was described more at 
length by Emmert and by Vocet. The following is the brief account which JonEs 
gives of their statement. According to Emmert, the colour of the red globules 
becomes somewhat deeper, and hence individually they appear less transparent ; 
their surface is less smooth, and the irregularity of their edges is peculiarly distinct : 
they acquire the property of remaining adherent to each other and to the walls 
of the vessels when they come in contact with them. When the flow of blood becomes 
retarded and oscillations commence, the blood-corpuscles apply themselves, according 
to VoGEL, more to each other; and, though still individually distinguishable, they 
still touch, and in the smaller capillaries are often pressed close together by their 
surfaces in the manner of rolls of coin. The space next the walls seéms merely filled 
with plasma; but, in complete stagnation of the blood, it disappears, and the interior of 
the vessel is completely filled with blood-corpuscles closely aggregated, and forming an 
apparently homogeneous indistinctly granular mass, in which individual blood cor- 
puscles can scarcely be distinguished: but this fusion is merely apparent; for, if the 
blood be evacuated by opening the vessels, the individual corpuscles again appear 
quite distinct.” (p. 568.)—J. F. S.] 


5. Every injury which acts as an irritant upon any one organic part, may 
be considered as an incidental cause of inflammation. The necessary 
intensity of this irritation cannot, in general, be determined ; it depends 
upon the individual susceptibility and condition of the organs. Powerful, 
young, full-blooded, sanguine, or choleric subjects, are most prone to 
inflammation; the disposition to which is strongest when the fibrin of 
the blood is increased in quantity. Inflammation arises most readily in 
parts which are very sensitive, and in which the capillary-vascular system 
is much developed. ‘The usual incidental causes of inflammation are, 
a.peculiar condition of our juices differing from the natural commixture, 
suppression of ordinary discharges, contagious matter, mechanical influ- 
ences, falls, blows, wounds, and so on, cooling after preceding heat, 
burning by fire, corroding substances, and so on. 


[To these we may also add, with Joun Hunter, “ that fever is often the cause of 
local inflammation. We see this happen every day. * * * These inflammations, in 
consequence of fever, are commonly supposed to be critical; but I very much doubt the 
truth of this opinion.” (p. 257.) 

“ Trritating substances,” says Joun Hunter, “ when of no specific kind, produce in- 
flammation sooner than other visible causes of inflammation. If of a specific kind, then 
the time, sort, and violence will be according to that kind. But irritating applications 
must be continued for some time to produce violent inflammation. These differences 
are easily accounted for: quick death does not irritate the part killed, and the conti- 
guous living part, not being itself hurt, is only irritated to get rid of the dead part. A 
wound is a quick irritation of a living part, so that it inflames more readily and more 
violently, according to the quantity of irritation ; but that cannot be of long standing, as _ 
nature sets about procuring relief. But when irritating substances are applied, the part 
inflames quickly, according to their power of irritation; and, if they are continued, 
nature is not allowed to relieve herself, but is constantly teased, by which means the 
inflammation becomes also violent.” (p. 257.) “All inflammations attended. with 
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disease have some specific quality which simple inflammation has not; and in such 
cases it is the specific quality which is the disease, and not the inflammation.” (p. 260.) 
“ ‘There are many constitutions which have a tendency to specific diseases, that, when 
injured by fever or any constitutional complaint, readily produce the specific inflam- 
mation in such parts of the body as have the greatest susceptibility for any specific 
action; or, if such parts are affected by any local violence, the parts affected will not go 
through the healthy adhesive inflammation, nor will they enter into the healthy suppu- 
rative inflammation, but will fall into the specific inflammation peculiar to the habit: 
such is the case with an erysipelatous habit. Or, if a specific inflammation has already 
taken place, any violence done to it, when already begun, will increase that disposition 
and action, which we plainly see to be the case with the scrofula, because this disease 
can, and often does, arise from such a cause alone.” (p. 261.) | 


6. The results of inflammation are resolution, exudation, suppuration, 
ulceration, induration, and various other transformations of organs, 
softening, and mortification. All these conditions, excepting resolution, 
are merely different living processes, which are brought about by inflam- 
mation, and are still accompanied by it for a long time. 

7. In Resolution (fesolutio, Lat.; Zertheilung, Germ.; Fésolution, 
Fr.) the appearances of inflammation subside nearly in the same order as 
in their development they set in with, and the diseased part reverts to its 
natural condition. ‘The pain diminishes, or disappears first ; in the same 
degree the temperature and the redness lessen, the swelling alone often 
remains for a still longer time, till the absorption of the serous or albumi- 
nous fluid poured into the cellular tissue is completed. 

We may hope for this result when the inflammation has not quickly run 
on to a great extent, the pain neither particularly severe nor throbbing ; 
and when the fever accompanying the inflammation terminates critically 
in perspiration and deposit in the urine. 


_ _ Resolution is distinguished from the disappearance or recession ( Verschwinden oder 

Zurichtreten, Germ.; Délitescence, Fr.) of inflammation, which is in general con- 
nected with its simultaneous or speedy development in another organ. This recession 
depends on the succession of an irritation which is more severe than that which 
kept up the earlier inflammation. It is often merely a state of changed vital activity, 
of increased sensibility, which produces the removal of the inflammation, particularly 
if it be treated with repelling astringent remedies. Certain inflammations, as erysipelas, 
and critical inflammations, have a peculiar disposition to recede. 

[The process of resolution has been well described by Dr. J. H. BENNETT, as fol- 
lows :—“ Resolution or absorption of the exudation may occur in various ways, and 
follow any of the transformations of the exudation except the one which converts it, 
into permanent tissue. The early phenomena first disappear; the capillaries recover 
their contractility ; the attraction between the blood and the parenchyma ceases; and 
the blood within the vessels begins to oscillate, and at length flows in a continuous 
stream, Secondly, the essential phenomenon disappears, no further exudation takes 
place, and that already poured out is absorbed. It occasionally, though rarely, hap- 
pens, that the exudation does not coagulate for some time after it is exuded. Under 
these circumstances, when the early phenomena terminate, it re-enters the vessels by 
endosmosis, unchanged. In the majority of cases, however, it coagulates, and, once 
rendered solid, it could never be absorbed without the occurrence of changes in it by 
which it is again rendered fluid. This is effected by the formation, ripening and disin- 
tegration or decay (moulting process of ScuuLz) of nucleated cells, whereby the coagu- 
lated exudation is broken up, made soft, pultaceous, and diffluent, and at length ab- 
sorbed. By this process exudation poured out into the lung or brain gradually disap- 
pears, by the production of inflammatory softening. On the serous surfaces the fluid 
and broken down corpuscles are absorbed; but that portion which passes into perma- 
nent organization, is transformed into fibrous tissue, becomes covered with a smooth 
membrane, so that the functions of the organ are not disturbed. Abscesses when 
resolved undergo a similar process. The pus-cells, instead of being evacuated, are 
brought closely together from the absorption of the more fluid portion (liquor puris.) 
These are gradually broken down, the cell-walls are dissolved, and the whole is 
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reduced to a molecular matter, which re-enters the vessels, and thus complete reso- 
lution is produced. The disintegration of pus-corpuscles previous to absorption is 
evidently favoured by the pressure which the abscess receives from the contraction of 
the filamentous and elastic tissues that form its walls. * * * It is probable also, by in- 
creasing the contraction of the integuments, as well as by removing fluid from the 
neighbourhood of the part, that irritants, blisters and cauteries, are so beneficial in the 
resolution of abscesses. It is suggested by ZimmerMAN, that the formation of an acid, 
as the lactic, in abscesses when fully formed, favours their disintegration. We have 
seen that acetic acid dissolves the cell-walls and causes the nucleus to appear in the 
form of granules: if lactic acid be produced, it would probably have the same effect. 
Alkaline solutions also, it is well known, dissolve pus-corpuscles, a circumstance that 
may explain the discutient effects of alkaline lotions and washes, and their beneficial 
operation in removing the incrustations from eruptive pustular diseases.” (p. 63-5.) 

As to the question “What becomes of the molecular fibrin which thus re-enters the 
circulation ?” BENNETT states that “the observations of several German physicians, more 
especially of ScHONLEIN and ZIMMERMAN, have thrown much light upon it, and deter- 
mined that the changes which the urine undergoes in acute inflammatory diseases, bear 
a relation to the absorption of exuded blood-plasma in internal organs. Thus, in a case 
of pneumonia, SCHONLEIN pointed out that the disappearance of dulness was accompanied 
by a turbid state of the urine, which contained a large amount of molecular fibrin, and 
was also highly coagulable by heat. ZimMERMAN has recorded instances where the 
turbidity and coagulability of the urine bore a marked relation to the diminution of sup- 
purative swellings. In some cases where purulent matter was apparently absorbed, he 
had observed that the urine was coagulable from the presence of fibrin dissolved in 
it” (a). Hence it is concluded “that the molecules of the broken-up exudation, after cir- 
culating in the blood, are frequently eliminated by the kidneys, and make their exit 
from the system by the urine, sometimes entire, at others in a state of solution. * he 
Occasionally the excess of fibrin may be eliminated by the skin, lungs, and bowels. In 
all cases it constitutes an important symptom of the crisis.” (p. 65.) ] 


8. Exudation (Hxsudatio, Lat.; Ergiessung, Germ.; Exsudation, 
Fr.) is the outpouring of a larger quantity of serous fluid than the capil- 
lary vessels ordinarily exhale into the cellular tissue, into the parenchyma 
of organs, or into the cavities of the body. For the most part it occurs 
towards the end of the inflammation, or at least when it is subsiding. 
The fluid poured out (serum and coagulable lymph) differs in respect to 
its composition; often thin and transparent, often consistent, mingled 
with flocculi, and so on. The thicker part of this exudation (the coagu- 
lated albumen) not unfrequently unites neighbouring parts, vessels are 
prolonged into this interstitial substance, and adhesion is effected. If the 
fluid poured into the cellular tissue be only serous, then dropsical swelling 
(edema) is produced. The exudation occurs, especially often in serous 
membranes : not unfrequently also does a similar exudation accompany in- 
flammation of the mucous membranes. These exudations may be accom-— 
panied by an inflammatory or weakly condition of the capillary vessel. 

[The term “exudation,” as here explained by our author, is synonymous with “ effusion,” 
as generally employed by British practitioners ; but the latter, by defining the nature of 
the matter poured out as effusion of serum, of coagulable lymph, &c., make a distinction 
which the former does not. Neither of these terms, however, thus used, seem suffici- 
ently pointed; but their employment as proposed by J. Hucues BENNETT is unob- 


jectionable. “ Effusions,” he says, “no doubt are very common; but, in the great 
majority of instances, they arise from venous obstruction, altogether independent of 


inflammatory phenomena. * * * In all such cases the fluid is clear, holds no fibrin in 
solution, and on being evacuated shows no disposition to coagulate. * * * In inflam- 
matory effusions, on the other hand, the fluid is more or less turbid, containing fibrin 
in solution, and, if allowed to stand, flocculi swim in it, or sink to the bottom of the 
vessel. * * * Mere effusion, then, cannot itself be considered as characteristic of in- 


flammation. It may be the result of congestions non-inflammatory, or, if otherwise, 


(a) Ueber den gerinnbaren Harn; in Casper’s Wochenschrift, 1843, p. 345. 
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passes more or less into exudation. In every instance of undoubted inflammatory 
action an exudation of blood-plasma occurs which may be made visible. * * * Where 
the liquor sanguinis is poured out into shut cavities, the same phenomena occur as 
when blood is drawn from the body. The fibrin coagulates, and the serum is set free. 
The former then lines the serous membrane, and is denominated coagulable lymph, 
whilst the latter is called serous effusion. * * * In parenchymatous tissues, however, 
as in the lungs, liver, brain, &c., the structure of the parts will not allow of this dis- 
tinct separation. The liquor sanguinis exuded is, of course, at first fluid, and, in 
this state, insinuates itself among the elementary structure of the organs, filling up 
every minute space. When it coagulates, the tissues of the part affected are com- 
pletely blocked up, as if with cement. The blood-vessels, nerves, filaments, &c., are 
surrounded by a solid mass, in the same manner that the stones in a wall are sur- 
rounded by mortar.” (pp. 38, 40.) 

As to he effusion of serum, TRAVERS observes :—“ The first change external to the 
vessels in inflammation is not a permanent change, and looks like a measure of temporary 
relief to the over-loaded vessels which surround the inflamed centre. It is an aqueous 
exudation from the colourless capillaries into the adjoining cellular texture. It would 
seem to be a passive mechanical effect, as it doubtless often is, but for the precedence 
of other unequivocal signs of inflammation.” (p. 65.) 

Warton Jones says :—“ Immediately after or during the stagnation of the blood, 
exudation commences. From being at first serous the exuded fluid comes at last to be 
pure plasma, at least a fluid containing a greater or less quantity of fibrin.” He attri- 
butes the exudation “ to the thinning of the walls of the vessels, from their relaxation 
and dilatation on the one hand and the pressure from within the vessels on the other :” 
and he also suggests, as likely to promote exudation, “ that the plasma will be pressed 
out from among the aggregating corpuscles, even when the blood would not, if out of 
the body, present the buffy coat, and that because within the body the fibrin of the 
plasma does not so readily coagulate;” but, when the blood is so changed that on 
abstraction the buffy coat appears, “ the plasma at the same time that it is more quickly 
and energetically squeezed out from among the aggregating red corpuscles, will present 
itself in greater quantity and richer in fibrin, for transudation through the walls of 
the capillaries.” He considers, with Watson, that the cause of serum alone passing out 
first, “ is, as in common cedema, owing to obstruction; the obstruction in inflammation 
being from the stagnation of the blood ;’ but how obstruction determines exudation of 
serum alone, remains a question: to help toa solution of this, it may be stated that, 
according to KiRscHNER, water passes most quickly through animal membranes and 
saline solutions more quickly than viscid, gummy, and albuminous solutions. With 
exudation,” he says, “is completed the inflammatory process properly so called.” 

. 584, 5. 

at The Aiea an of the serum along with the coagulating lymph,” says JoHn 
Hun Ter, “is, probably, not a separation of itself, as ina dropsy; but, a part of it being 
separated from the lymph in the coagulation of that fluid, is squeezed into the surround- 
ing cellular membrane, where there is but little extravasation, and where the cells are 
not united by it. Thus, the circumference of such swellings is a little edematous ; but 
the whole of the serum if there be a depending part will move thither, and distend it 
considerably, as in the foot in consequence of an inflammation in the leg. But, in most 
cases, there is a continued extravasation of serum long after the extravasation of the 
coagulating lymph is at an end, so that depending parts will continue cedematous, 
while the inflammation is resolving, or while suppuration, or even healing, is going on. 
The whole swelling looks like a part of the’ body only a little changed, without any 
appearance of containing extraneous matter; and indeed it is simply formed by an 
extravasation of fluids without their having undergone any visible or material change, 
except coagulation.” (p. 285.) F : 

GeERBER speaks of the exudations after inflammation as watery or serous exudation 
when merely the serum of the blood is poured out; plastic, when the liquor sanguinis 
containing fibrin exudes without the blood-corpuscles ; and sanguineous, when it is 
blood-coloured ; the colour depending either on solution of the colouring matter of the 
blood, or the effused liquor sanguinis contains all the components of the blood and 
even the blood-globules, thus forming the transition to heemorrhage (p. 42.) He says, 
also, that in the fluid of serous exudations albuminous granules of albuminous fluids 
are usually found; thatafter plastic exudations a yellowish turbid fluid is found in the 
affected cavity, with fine pale yellow flocculi floating in it, or precipitated upon and 
perhaps adhering to the walls of the exuding surface. If the exudation of plastic 
matter go on longer, and the quantity of effused liquor sanguinis, be considerable, 
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the cavities may be filled with it; their walls and the organs they include may be 
covered with thick layers of fibrin, which at first is of a pale yellow hue and somewhat 
transparent, with the consistency of imperfectly coagulated albumen. If death then 
occur, this hyaline substance quickly becomes granular, and, in consequence of chemical 
decomposition, is dissolved in the serum; but, if life continue, the characters of the 
exudation are otherwise altered (p. 42;) which alteration he proceeds to describe as 
follows :— The separated serum is gradually absorbed whilst the fibrin floating in it 
is dissolved. The fibrin which is attached, on the other hand, becomes of a chrome- 
yellow colour, and, if examined under the microscope, is found to consist of a con- 
nected exudation of corpuscles, which are found in form twenty-four to thirty hours 
after the exudation, when the mass is of an orange yellow, and has acquired such con- 
sistence as to be stripped off the membrane in slips. * * * The exudation-corpuscles are 
in every respect the same as the lymph-corpuscles ; they generally form many superim- 
posed layers, being laid flat one over another, and so constituting membranes which 
completely resemble the tessellated epithelium when the connecting medium has disap- 
peared, so that the edges of the primarily round corpuscles thrust against each other, 
and are thus rendered polygonal.” Subsequently the cohesion increases, and a more 
fibrous structure is indicated, and “ under the microscope an ever-increasing linear 
arrangement of the exudation-corpuscles, which are more intimately united at two 
opposite points in one line, by means of the connecting cyto-blastema than any where 
else, is apparent. The original globular cyto-blasts now assume a spindle-like form, . 
and the flat ones continue more flatted as their margins have become more spindle- 
shaped, and in their linear connexion form varicose fibres, at the enlargements of 
which the nucleus of the exudation-corpuscle continues visible, and either subdivides 
into several granules, or a new nucleolus is formed within it. Between these now 
formed cellular fibres there still remains an inter-cellular hyaline substance, so that 
the masses may be separated mechanically in any direction.” (p. 434.) 

VALENTIN (a) describes the exudation-corpuscles as “ like so many embryonic nuclei 
—round, granular, and lying tessellated one upon another, whilst their very small inter- 
stices contain a transparent gelatin.” (p. 215.) 

Guutver (0) differs from GERBER as to the similarity between the exudation and 
lymph-corpuscles. “In mammiferous animals,” he says, “it has always appeared to 
me that the lymph-globules differ in size, structure, and chemical characters from 
exudation-globules. The latter are larger, more irregular in size and shape, more 
spongy or loose in texture than the former;” generally exhibit two or three nuclei 
when treated with acetic acid, whilst the lymph-globules are only rendered slightly 
smaller by it. The acid either dissolves or makes remarkably fainter the compara- 
tively thick shell of the exudation-corpuscle, while the lymph-globule becomes more 
distinct when subjected to the action of the acid.” * * * “The lymph-globules, in fine, 
in progress of development, may soon become more or less coated with fibrin; but, if 
examined at an early period, they will be found to resemble in chemical characters the 
nuclei (nucleoli of VALENTIN) of primary cells.” (p. 83.)] 


9. Suppuration (Suppuratio, Lat.; Hiterung, Germ.; Suppuration, 
Fr.) is, when resolution does not ensue, the suitable termination of simple 
inflammation, and, if that be severe, it appears the natural result ; there- 
fore, a fully developed simple inflammation is termed, by some, suppurative 
inflammation. 'The pus is secreted through the walls of the capillary 
vessels, not, however, immediately as such, but is first formed by the 
changes which the inflammatory exudation undergoes; the coagulated 
fibrin is gradually converted into pus-globules, which then mix with the 
serum. Pus is formed of all the components of the blood, the colouring 
matter excepted, and especially from its albumen and fibrin. If it collect 
in the cellular tissue, Abscess (Hitergeschwiilste, Germ. ; Abces, Fr.) is 
produced. The process of suppuration is a true secretion, and the vital 
condition of the organs influences it as well as all other secretions. ‘There 
is usually no destruction of tissues connected with suppuration. That we 


often find the remnants of destroyed cellular tissue in pus, or that the skin 
A) See his ‘‘ Principal Features in the Development of the Animal Tissues,” in WaGner’s Elements 
ie) 


ysiology, translated by R. Wits, M.D. 
(6) His notes in the Translation of GerBER. 
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covering the abscess is destroyed, depends on accidental cireumstances— 
in the great distension of the cellular tissue and skin, or in the suppura- 
tion, from general or local mischief, passing into Ulceration ( Versch- 
warung, Germ.; Uleération, Fr.) These remnants of destroyed cellular 
tissue must not be confounded with the cores (Kiterpropfripfen, Germ.) 
so called sloughs, which are found in the midst of the inflamed cellular 
tissue, at the commencement of suppuration, in the form of white jelly- 
like semi-transparent stringy flocks, which have no trace of organization, 
are at first firmly connected with the surrounding cellular tissue, but sub- 
sequently are thrown out with the pus. These cores are tough concre- 
tions of coagulated albumen. 


The various opinions relating to the formation of pus may be arranged in two 
classes :—1. It was supposed that pus was formed and secreted within the vessels of 
inflamed organs by the peculiar activity of the former. 2. That pus was produced 
externally to the vessels of the inflamed organs, either in the solid parts in a state of 
inflammation, or in the effused fluids undergoing a change similar to that of fermenta- 
tion or putrefaction. According to the former opinion suppuration must be considered 
as a vital, according to the latter as a chemical, process. The formation of pus as a 
Secretive process first published by Simpson (a), more fully discussed by Dr Harn 
(1756,) and by Morean (b), was specially and more accurately proved by HunTer, by 
Bruemans(c), and by Pinex, Upon the other supposition BoERHAAVE ascribed the 
formation of pus to the dissolving of the hard parts and the changes which take place 
in the effused blood ; Bex and others to the putrefaction of the serum; Gorrer and 
QuEsNAy, to the change in the coagulable lymph ; Horrman and GrasHutis, to the decay 
of the fat; and Srewarr to putrefaction of the chyle. 

The process of the pus formation and the nature of pus, besides the above-mentioned 
writers, most meritoriously occupied Parson (d), Hewson (e), E. Home (f), Berze- 
LIUS (7), GRUITHUISEN (h), and have been recently examined with the greatest care; 
Fiscuer (7) has furnished observations on its chemical composition; Donne (f), 
GuucE (1), and VALENTIN (m) have enriched our knowledge of its microscopic ele- 
‘ments; GuTERBOCK (), Woop (0), Bonnet (p), and Manor (q) have, in a chemical 
and microscopical view, furnished correct observations, which VOGEL (r) for the most 
part arranged and increased with the results of his own observation. Compare also 
VoGEL (s) and E. V. Brara (¢). 


10. The transition of inflammation into suppuration is probable—when 
the inflammation is active and quickly reaches an acute stage ; when the 
pain is severe, the distension and swelling are considerable, the inflamed 
part of a lax character, and surrounded with much cellular tissue (1). Ifthe 
inflammation continue longer than usual, without showing critical move- 
ments, if the pain becomes throbbing, the redness and swelling diminish 
without entirely disappearing, the swelling becomes softer, and the patient 
has a shiver, then the formation of pus has commenced ; the swelling be- 
comes still softer, is elevated in the middle, and sunk at its circumference, 
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and on touching it fluctuation (Schwappung, Germ.) is felt. In order to 
be assured of this, the fingers may be pressed alternately upon the swelling, 
or, what is preferable, the finger or the flat hand may be laid on the side 
of the swelling, while this is gently tapped with the fingers upon the other, 
by which the undulations of the pus are communicated to the hand. The 
skin becomes transparent at the most elevated part, and the pus is seen 
through it; finally, the skin breaks by the process of continued absorption, 
and the pus is discharged. If the parts covering the abscess are unyield- 
ing, an extension of the suppuration takes place in various directions 
before it makes its way out (2). If the inflammation be slight, it often 
continues a long time without exhibiting any disposition to break. It is 
often very difficult to distinguish the transition to suppuration in inflam- 
mation of deeply situated or in internal organs. ‘The usual appearances 
are—the symptoms of inflammation subside without crisis, the part does 
not return to its natural functions; it feels to the patient heavy, oppres- 
sive, or cold; he has frequent shiverings; the appearances of hectic fever 
set in, burning heat of the hands and soles of the feet, especially after 
eating, circumscribed redness of the cheeks, emaciation, night-sweats, 
purgings, and so on. Deep-seated fluctuation is felt, or the surface of the 
part exhibits an cedematous swelling. The symptoms of hectic fever 
accompany every considerable suppuration, and it is probable that this 
must be ascribed partly to the loss of the albumen and fibrin of the blood, 
and partly to the absorption of pus. 


The circumscription of the pus in the cavity of the abscess depends upon the effusion 
and coagulation of the plastic lymph, which occur during inflammation, whereby a 
cavity with smooth walls is produced, in which the capillary vessels are very strongly 
developed, so that the pus is shut off from the other cellular tissue, and its spreading 
from cell to cell is prevented. In cases in which the inflammation is not connected 
with plastic exudation this circumscription of the abscess does not take place; for 
instance, in many erysipelatous inflammations. If suppuration occur on the surface of 
serous membranes, there must always be first produced a considerable development of 
vessels. In structures which are very highly vascular, suppuration occurs more rapidly. 
The walls of the abscess must be considered as secreting and absorbing surfaces. In 
the resorption of pus, (by the veins and lymphatic vessels,) it is mixed with the blood 
and separated from it by the colatories of the body, specially the lungs and kidneys, or 
is deposited in the tissue of parts (metastatic abscesses ;) it is, however, undetermined 
whether the pus is deposited as such or is produced by the after-changes which com- 
monly occur in the inflammatory exudation (VocrEL.) As the pus-corpuscles are 
larger than those of the blood, they cannot pass through the capillary vessels, and 
therefore only the serum of the pus is absorbed, or the pus-corpuscles are broken down, 
and can then also be absorbed. We must not confound with this the entry of pus into 
a torn vein, or its formation by phlebitis in the vein and its further passage onwards 
with the blood. In regard to the operation of absorbed pus, BoNNET supposes that the 
absorption of good, cream-like pus, which has not been changed by the action of the 
air, will not produce any peculiar symptoms, because with it nothing enters into the 
blood ‘but what’ is*natural‘ to it; but, if in depraved putrid pus hydrosulphate of 
ammonia be developed with a residue of ammonia, and be absorbed with the serum or 
pus, a septic poison is introduced into the blood, the presence of which has been ascer- 
tained by Bonnet in the blood, and its separation in the urine. 

[(1) “The true inflammatory disposition and action,” says Hunter, “ almost immedi- 
ately ceases upon the commencement of suppuration; and, although the vessels may be 
nearly in the same state, yet they are in a much more quiescent state than before, and 
have acquired a new mode of action.” * * * And he asserts, “as an invariable fact, 
that no suppuration takes place which is not preceded by inflammation; that is, no. 
pus is formed but in consequence of it.” * * * “ The immediate state of parts which 
may be called the immediate cause of suppuration, I conceive to be such as cannot 
carry on its usual functions of life, and which state of parts I have called the state of 
imperfection, let the cause of that state be what it will; we have shown that irritation 
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simply is not always sufficient, it often only brings on the adhesive stage, which is in 
most cases intended to prevent the suppurative.” (p. 372.) “ In spontaneous suppu- 
rations, one, two, three, or more parts of the inflammation lose the power of resolution, 
and assume exactly the same disposition with those of an exposed surface, or a surface 
in contact with an extraneous body. If it is in the cellular membrane that this dis- 
position takes place, or in the investing membranes of circumscribed cavities, their 
vessels now begin to alter their disposition and mode of action, and continue changing 
till they gradually form themselves to that state which fits them to form pus; so that 
the effect or discharge is gradually changing from coagulating lymph to pus: hence 
we commonly find in abscesses both coagulating lymph and pus, and the earlier they 
are opened, the greater is the proportion of the former.” (p. 378. 

“Should the exudation become purulent, this gelatin (viz. that which is interstitial 
to the corpuscles) acquires fluidity,” says VALENTIN, “and the plus globules then swim 
in the liquor puris, sink tessellated to the bottom, and surround themselves with cells, 
which subsequently undergo tranformation in accordance with certain laws into exuda- 
tion fibres or exudation membranes.” (pp. 215, 216.) 

“ This (suppurative) inflammation has symptoms common to inflammation in general ; 
but,” says Hunrer, “it has these in a greater degree than the inflammation leading to 
it, and has also some symptoms peculiar to itself: * *.* it gives as much as possible 
the idea of simple pain without having a relation to any other mode of sensation: 
* * * the pain is increased at the time of the dilating of the arteries, which gives 
the sensation called throbbing, * * * perhaps one of the best characteristics of this 
species of inflammation. [This observation, as already noticed, (p. 23,) is incor- 
rect.—J. F.S.] When the inflammation is moving from the adhesive state to 
the suppurative, the pain is considerably increased (and which would seem to be the 
extent of this operation in the part;) but when suppuration has taken place the pain in 
some degree subsides. * * * The redness that took place in the adhesive stage is now 
increased, and is of a pale scarlet: this is the true arterial colour, and is to be 
accounted a constant symptom, as we find it in all internal inflammations, when at any 
time exposed, as well as in those that are external.” The dilatation of the old vessels, 
and the formation of new ones, which had occurred in the first or adhesive state of the 
inflammation, “are here carried still further in the surrounding parts, which do not 
suppurate, and constitute two other causes of this redness being increased by the vessels 
_ becoming more numerous, and the red part of the blood being pushed more forward into 
many vessels, where only the serum and coagulating lymph went before. The part 
which was firm, hard, and swelled, in the first stage, now becomes still more swelled 
by the greater dilatation of the vessels and greater quantity of extravasated coagulating 
lymph thrown out in order to secure the adhesions. The cedematous swelling sur- 
rounding the adhesive gradually spreads into the neighbouring parts. * * * There is a 
certain period in the inflammation, when the suppurative disposition takes place, 
which is discovered by new symptoms taking place in the constitution, viz. shivering.” 
fpw377-79. 

Me The Sats are but little changed from the adhesive state at the commencement 
of the suppurative disposition; so that they still retain much of the form they had 
acquired by the first state, the discharge being at the beginning little more than 
coagulating lymph, mixed with some serum. This is scarcely different from the 
adhesive stage of the inflammation; but, as the inflammatory disposition subsides, the 
new disposition is every instant of time altering those vessels to their suppurative state ; 
the discharge is also varying and changing from a species of extravasation to a new 
formed matter peculiar to suppuration; this matter is a remove further from the 
nature of the blood, and becomes more and more of the nature of the pus; it becomes 
whiter and whiter, losing more and more of the yellow and green which it is apt to 
give the linen that is stained with it in its first stages, and in consistence more and more 
viscid or creamy.” (p. 415.) 

JoHN Hunter describes that as “an abscess in this part,” 7. e. when “ collections of 
matter are found in parts where not formed, more especially in the deeper-seated ones, 
the matter moving from the seat where it was formed to some more depending part, 
or, having met with some obstruction in its course, it takes another direction ;’ whilst 
“abscesses which are commonly formed where matter is found, especially the more 
superficial ones, may be justly called abscesses of this part. (p. 510.) ; Suppuration 
takes place much more readily in internal canals than internal cavities; * * * more 
readily upon the surface of canals than in either the cellular or investing membrane. 
The same cause which would produce a suppuration in the first parts (the canals) 
would only produce the adhesive in the other (the cavities.)” (p. 377.) 
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“ The cavity (of the abscess,)” observes TRAVERS, “is surrounded by an effusion, 
and lined by a pellicle of lymph (pyogenic membrane,) whence the pus is furnished.” 
(p. 125.) “ The aspect of the suppurating membrane varies to such extent as scarcely 
to exhibit, in some circumstances and situations, the granular form, e. g. upon the 
walls of abscesses, and upon the free surfaces of mucous and serous membranes; but 
the fibrinous bed and the capillary loop of new formation, and a corresponding altera- 
tion of the pus-secreting surface from its normal state will always be detected upon 
careful examination, being essential elements of the suppurative process.” (p. 111.) 
“ A section of an abscess, from circumference to centre, presents the condensation 
of the wall by the deposit occupying the cells of the cellular membrane, the secreting 
membrane, the semi-solid flakes of lymph, and the collection of pus forming its 
contents ; the arrangement, appearance, and proportion of each varying according to 
the stage of the suppuration.” (p. 125.) 


(2) Of the circumstances upon which depends the determination of abscess to the 
surface, the following very interesting account is given by JoHN Hunrer :—“ An 
internal pressure, produced by an extraneous body, acts equally on every side of the 
surrounding parts, and, therefore, every part being pressed alike, ought from this cause 
alone to produce absorption of the surrounding parts equally on all sides, supposing 
the parts themselves similar in structure, or, which is the same, equally susceptible of 
being absorbed; but we find that one side only of the surrounding living parts is 
susceptible of this irritation: therefore, one side only is absorbed ; and this is always the 
side which is next to the external surface of the body. * * * From this cause we find 
abscesses, &c., whose seat is in or near the centre of a part, readily determined to the 
surface on the one side, and not on the other; and, whenever the lead is once taken, it 
immediately goes on.” (p. 448.) He also observes :—“ We find that the absorption of 
whole parts more readily takes place, to allow an extraneous substance to pass out of 
the body than it will to allow one to pass in. Thus we see that the slight pressure pro- 
duced by matter on the inside of an abscess has a great effect, and the matter is brought 
much faster to the skin (although very deep) than it would by the same quantity of 
pressure applied from without; and, indeed, so slight a pressure from without would 
rather tend to have an opposite effect, namely, that of thickening. The reason of this 
is evident: one is, a readiness in the parts to be freed from a disease already existing ; 
the other is a backwardness in the parts to admit a disease. This principle, therefore, 
in the animal economy produces one of the most curious phenomena in the whole 
process of ulceration, viz. the susceptibility which the parts lying between an extraneous 
body and the skin have to ulcerate, while all the other side of the abscess is not 
irritated to ulceration; and the necessity there is that it should be so must be very 
striking; for, if ulceration went on equally on all sides of an abscess, it must increase to 
an ee size, and too great a quantity of our solids must necessarily be destroyed.” 
(p. 449. 

But mere pressure is not, according to HunTErR’s views, sufficient for bringing the 
contents ofan abscess to the surface ; “‘ there is an operation,” says he, “ totally distinct, 
and this is a relaxing and elongating process, carried on between the abscess and the 
skin, and at those parts only where the matter appears to point. It is possible that 
this relaxing, elongating, or weakening process may arise, in some degree, from the 
absorption of the interior parts; but there is certainly something more, for the skin 
that covers an abscess is always looser than a part that gives way from mere mecha- 
nical distension, excepting the increase of the abscess is very rapid.” (p. 460.) 
TRAVERS, in commenting upon this point, observes :—“ Whether the tendency of matter 
to the nearest surface, external or internal, the outer or inner integument, as the case 
may be, is due to the more yielding structure of parts in the direction of the nearest 
surface or to the operation of a physical law, as the increased amount of pressure from 
the increased area of the summit over the base, I cannot determine.” (p. 188.) ] 


11. Pure good pus (1) is an opake, tolerably consistent, yellowish white 
fluid, with a peculiar smell when fresh, which it loses on cooling, and of a 
sweetish taste, specifically heavier than water, (spec. grav. 1,030,) (2), not 
readily subject to putrefaction (3); reacts in its fresh state as an alkali; but, 
after a time is neutral or acid, probably because during its decomposition it 
forms acetic acid; and under the microscope is seen to consist of fluid 
parts and globules (4) which can be separated by straining (5); but very 
frequently this separation occurs spontaneously if the pus be left alone. 
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[(1) Pus “is formed from some change, decomposition, or separation of the blood which 
it undergoes in its passage out of the vessels, and for effecting which the vessels of the 
part have been formed, which produces a subsiding of the inflammation from which it 
took its disposition. * * * In order to carry on the decompositions and combinations 
necessary for producing this effect, either a new or peculiar structure of vessels must be 
formed or a new disposition, and of course a new mode of action of the old must take 
place. This new structure or disposition of vessels I shall call glandular, and the effect 
or pus a secretion.” (pp. 415, 416.) 

“The purpose which the formation of pus serves in the economy is,” says TRAVERS, 
“in conjunction with another act of inflammation, to open a communication with a con- 
tiguous surface, either for the purpose of liberating matter incapable of organization, 
and therefore superfluous or hurtful; or as indispensable to reconstruction or the 
effacement of lesions by granulation. (p. 118.) The continuance of inflammation, 
beyond the term required for union in simple solutions of continuity, in cases which 
are beyond reparation by the direct adhesive process, and in phlegmon or adhesive 
deposit unaccompanied by external lesion, entails an addition of the suppurative to the 
adhesive action. (p. 124.) 

(2) The principal peculiar qualities of pus are its colour and consistence ; but it appears 
that the colour takes its rise from the largest portion of the whole mass being composed. 
of very small round bodies, very much like those small round globules which, swimming 
in a fluid, make cream. “I should suppose,” says Jon Hunrer, “those round globules 
to be white in themselves as cream would appear to be, although it is not necessary that 
the substances of matter which reflects a white, should be itself white. * * * These glo- 
bules swim in a fluid which we should at first suppose to be the serum of the blood, for 
it coagulates with heat like serum, and most probably is mixed with a small quantity of 
coagulating lymph; for pus in part coagulates, after having been discharged from the 
secreting vessels, as mucus is observed to do; but, although it is thus far similar to 
serum, yet it has properties the serum has not.” The fluid part of the pus would not 
coagulate on the addition of the gastric juice, or of solutions of neutral salts, but only 
with sal ammoniac, (hydrochlorate of ammonia,) “which would not coagulate any 
other of our natural juices.” The proportion of the white globules in the pus “ depends 
on the health of the parts which formed it; for, when they are in a large proportion the 
matter is thicker and whiter, and is called good matter.” * * * Pus is specifically heavier 
than water: it is probably nearly of the same weight with blood or any other animal 
substance rendered fluid. It has a sweetish and mawkish taste, probably from haying 
sugar in it, which is very different from most other secretions. It has a smell in some 
degree peculiar to itself.” (p. 428-9.) 

(3) With reference to the putrefaction of pus, HUNTER observes :—* Pus, from several 
circumstances often attending it, would appear in general to have a greater tendency to 
putrefaction than the natural juices have; but I very much suspect that this is not 
really the case with pure pus, for, when it is first discharged from an abscess, it is in 
generally perfectly sweet. There are, however, some exceptions to this; but these 
depend on circumstances entirely foreign to the nature of pus itself,” (p. 434,) of which 
he instances the communication of the air with the interior of an abscess; the near- 
ness of an abscess to the feculent contents of the colon, or rectum, when blood is con- 
tained in abscess resulting from external injury, or when part of the solids mortify 
from the same cause, and the like; “in all such circumstances we find the pus has a 
greater tendency to putrify than the pure or true pus,” which, “although easily rendered 
susceptible of change by extraneous additions, is in its own nature pretty uniform and 
immutable. It appears so unchangeable that we find it retained in an abscess for 
weeks, without having undergone any change; but these qualities belong only to per- 
fect pus.” (p. 435.) Pus from sores, he remarks, is subject to the same changes under 
similar circumstances. GULLIVER also states, that he has had healthy pus “in a window, 
to which the sun had access for six weeks, without becoming fetid, and, if carefully 
washed of all impurities, it will continue sweet for an almost indefinite time” (a.) 

(4) THomson says the globular structure of pus was first mentioned by SENac (0). 
The following is, 1 presume, the passage to which he refers :—‘“ The globules of pus 
are similar to those of the blood: such as are seen in the matter of which gonorrhea 
consists are larger, whilst those which form the pus of ulcers are smaller and more 
unequal in size: but this figure does not give redness to these globules; they are white, 
and this whiteness is constant.” (p. 659.) 

Joun Hunter describes as “ the peculiar character of pus, globules swimming in a 


(a) Med. Gaz., N. S., vol. ii. p 312. 1839-40. 
(b) Traité de la structure du Coeur, et son action et de ses Maladies, vol. ii. Sup. Paris, 1749. 4to. 
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fluid which is coagulable by a solution of sal ammoniac, (hydrochlorate of ammonia, ) 
which no other animal secretion he knew of is.” (p. 421.) 

(5) This does not accord with GUETERBOCK’s (c) observation, who says, that “ Pus of 
every kind and from any part may be separated into two parts, into a liquor and a sub- 
stance, not soluble in it, but only suspended, rendering the pus turbid, and tinging it 
yellow ; which, however, I could not completely separate by straining, although the most 
different papers were used. For the fluid always flowed turbid, and the paper through 
which I strained being obstructed, the pus, diluted with water, began in a short time to 
putrify. But, if you allow it to remain for a longer time in one vessel, you will find a 
supernatant yellow fluid, the greatest part of which, as will be shown hereafter, con- 
sists of albumen.” (p. 8.)] 


12. The fluid (serum) of pus shows no trace of globules: it exhibits 
all the signs of albumen dissolved in water, which is distinguished, like the 
serum of the blood from the white of fowls’ egg in not being thrown 
down by ether. This fluid also contains fat, osmazome, acetic acid, per- 
haps also lactic acid, hydrochlorate of soda, of potash, of lime, of ammonia, 
(Bonnet,) phosphate, sulphate, and probably also acetate and lactate of 
soda, phosphate of magnesia and lime, a trace of iron and silica. 

HENLE (a) found free fat, recognisable by the microscope, in form of fatty vesicles. 

Whether many substances which are found in pus, such as pyine, gluten, &c., 
are proper constituents of that fluid seems still doubtful; as also whether the iron 
is not to be ascribed to some admixture of blood. 1 

[GuETERBOCK has entered into the chemical analysis of pus at very considerable 
length, (pp. 11, 19,) and he describes “a new substance of peculiar character,” to which, 
“ although found not only in pus, but also in mucus, without any intermixture of pus, 
and in tubercular matter, he gives the name pyine, (from vos, t. e. formed of pus,) 
because he first discovered it in pus.” (pp. 12, 13.) In the translation of GERBER’S 


Elements of General Anatomy (pp. 97, 100) will be found the analyses of VoGEL, 
J. Martius, GUETERBOCK, Kock, GOEBEL, and Dumas. ] 


13. The globules of pus vary in quantity, sometimes a larger, some- 
times a smaller number being present ; the thicker and better the pus, the 
more numerous are the globules. They are of two kinds; the larger have 
a diameter of 0,0004—0,0005 of a Paris inch; are of pretty uniform size, 
usually tolerably round, rarely of irregular form: most of them have an 
irregular surface, so that they appear as if covered with still smaller glo- 
bules; they are more transparent and less coloured than blood-globules. 
Between these larger globules swim about a smaller quantity of little 
granules, rarely as large as blood-corpuscles. If the larger pus-corpus- 
cles are for some time in contact with water, they become more trans- 
parent towards the edge, darker in the middle, and the same in spirits 
of wine. In acetic acid the envelope becomes transparent, finally dis- 
solves, and leaves behind a nucleus consisting of one, two, or three 
corpuscles of 0,0001 of a Paris inch in diameter, many of which have a 
central indentation. Sometimes also the envelope bursts, and the nucleus 
is set free by shaking or rubbing. The envelope consists of albumen. 

According to Manpr (as above) the larger pus-globules, in respect to their size 
form, appearance, and their relation to chemical agents, exhibit a perfect accordance 
with those globules which the coagulated fibrin presents, either in inflammatory buff, in 
false membranes, or in the fibrils, which fibrin forms when the blood is shaken about 
with albumen. Manpr applies to these globules the name jibrin-globules, because 
they owe their existence to the coagulated fibrin which is secreted from the blood and 
external to the vessels. The second kind of globules, the diameter of which varies 


from 3}; to {5 of a millimetre, and which are mixed with the pus-globules, belong to - 
the globules of albumen coagulated by the salts of the serum: they are, therefore, more 


(a) De Pure et Granulatione Commentatio Physiologica. Accedit Tabula enea. Berol., 1837. 4to. 
(6) Symbol ad Anat. vill. Berol., 1837, p. 24, note. 
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numerous as the serum is more rich in salts. They are frequently found among fat- 
globules of different diameters. 

[GUETERBOCK appears to be the first who discovered the different size of the globules 
in pus; he says:—‘ All writers who have hitherto examined pus, KaLTENBRUNNER (b) 
alone excepted, (who mentions that he has seen corpuscles and granules swimming in 
the pus of frogs, although in pure human pus, carefully preserved from the air, he states 
that he has sometimes seen granules of equal size, (p. 16,)) speak of the globules swim- 
ming in pus as of only one kind. I have, however, always seen globules of vastly 
different size in pus, of which only the largest have been noticed by writers, even by 
GRUITHUISEN and E. H. Weser. Although these exist in the greatest number in pus, 
yet it is not to be doubted that smaller ones swim among them. The proportions of the 
globules and liquor vary in every kind of pus, so that the greater be the number of 
globules the thicker and better is the pus, and vice versd.” (p. 8.) The size and form 
of the globules and granules given by CuELius are those stated by Gurrergock, who, 
subsequently comparing the globules in pus with the corpuscles of other animal liquors, 
says :—“ They are most like the globules I have found in mucus, but more irregular, 
unequal, and of much less number, most of which are of the same size, and some even 
larger than the pus-globules, as I have frequently by repeated observations ascertained, 
notwithstanding E.H. Weser contends they are only half as large. Like the pus- 
globule, they also contain a nucleus, consisting of granules. I have sometimes seen 
globules of the same form and nature swimming in the saliva; but at other times I have 
measured them twice and thrice as large. Mixed with water, they quickly swell and 
are decomposed. Finally, the pus-globules differ from the blood-corpuscles, not only in 
size, but also in chemical properties, since the envelope of the former is dissolved by 
both water and acetic acid, whilst that of the latter is dissolved only by the acetic acid.” 
tpl: 

The Pilowine is the account which GuETERBocK gives of the chemical nature of the 
pus-globules, which he obtained from a wound in a horse:—“ The globules having been 
most carefully washed, and had concentrated acetic acid poured over them, were 
strained. In straining the envelopes of the globules were dissolved. On adding a 
solution of the ferro-hydro-cyanite of potash, a sediment was produced : the one part of 
it neutralized by the carbonate of potash was first rendered turbid and then precipitated, 
whence I conclude that the envelope is to be included among the number of those sub- 
stances which, named by Berze.tus albuminous, are precipitated by the ferro-hydro- 
cyanite of potash. But the granules forming the nuclei of the globules are not dissolved 
by acids. I cannot yet certainly state whether, like the corpuscles of the blood, they are 
dissolved by the liquor of caustic potash, though it seems to me very probable that they 
are; for the liquor of caustic potash (or even the concentrated carbonate of potash) 
being added, the pus-globules become more transparent, and are less perspicuous, some 
after a certain time vanish, rudiments of the envelopes and granules being here and there 
left.” (p. 10.) 

The pus-globules described by Mayo (a) as “occasionally seen in the blood of 
healthy persons,” the only person in whose blood he had not found them being an 
aged woman of seventy-seven years, though he admits that “ nevertheless they differ to 
a certain extent from the globules which are seen in pus from an ulcerated sore,” 
GULLIVER (b) denies being pus-globules at all, and says they are probably the large 
white globules of the blood spoken of by Macrnpie and Dr. Davy. 

The following is GERBER’s account of the formation of pus, and of the reproductive 
organization in suppurating wounds :—“A continual oozing of liguor sanguinis takes place 
on the surface of the wound; the coagulating fibrin forms exudation-corpuscles, which 
are partially disposed in layers on the wounded surface to form the exudation-membrane, 
and the layers nearest the living surface are converted into cells, which become further 
and differently organized according to the nature of the tissues to be reproduced. The 
cytoblasts or exudation-corpuscles most distant from the wounded surface become pus- 
corpuscles, which, with serum, form true pus, which on the one side covers the seat of 
organization, separates the so-called granulating surface from external influence, and on 
the other forms that soft, mild, peculiar medium in which reproduction proceeds from 
the wounded surfaces towards the middle of the wound, and by which foreign substances 
are washed out of the wound. 

“Pus. The exudation-corpuscles lying beyond the living influence of the wounded sur- 
face, but exposed to external agency, cannot retain their life for any length of time, and, 

(a) Observationes quedam microscopice in partibus animalium pellucidis institute de inflammatione. 
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(b) Medical Gazette, 1839, 40, p. 128. (c) Ib. p. 201. 
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forsaken by the organizing principle, degenerate in their organic formation, and their 
organic chemical blending; whilst those in contact with the living surfaces of the body, 
proceed in their further organization: thus, by the death of the former, is given life to 
the latter (mors vite origo.) 

“Upon the free exudation-corpuscles first appear delicate radiating lines, which divide 
their periphery into six or eight (rarely more) segments: these lines become more de- 
cided, and the capsule appears as if torn, though without any solution of continuity. In 
some even the nucleus seems inclined to break into from two to four pieces. At the 
same time the originally reddish-yellow fluid fades, the divided segments of the capsule 
and the divisions of the nucleus, which were distinctly linear, become rounded into co- 
hering granules, whilst the now perfectly formed pus is of a greenish colour. The true 
pus-corpuscles thus formed, are still here and there connected together, (the pus-mem- 
brane, ) like the cells of tessellated epithelium; are specifically heavier than the serum ; 
appear under the microscope somewhat larger than lymph-exudation and blood-cor- 
puscles (from 3, to 71, of a Paris line in diameter ;) are of a yellowish colour, and min- 
gled with oil-drops and albuminous granules, with which last they are commonly be- 
sprinkled, and which are by many considered as integral parts of the corpuscles, they 
overlooking the usual large granules which in their connexion with the pus-corpuscles 
are so attached that the latter at first appear as lenticular, or cake-like quilted cushions. 
Subsequently the granules separate still more, so that the corpuscles are resolved into 
their elements; old pus therefore consists for the most part of these more or less isolated 
granules. * * * The younger the pus, the greater the quantity of fibrin (transition- 
cytoblasts) and the older it is, the more fat, does it generally contain. Thus, in the de- 
generation of its organization, from its commencement to its perfection, is it remarkably 
opposed to chyle, in reference to its organic and chemical relations.” (pp. 47, 48.) 

“False Pus. Secreted and exuded fluids very frequently occur in man and beasts, which 
without closer—that is, microscopic—examination, may be taken for pus, because they 
look very like it, and chemically often do not differ much from it, and yet are produced 
in another way, and are of different nature. On the contrary, substances are deposited 
and thrown out which seem very different from pus, and yet are either true pus, or 
very nearly allied to it. 

“Tt is the above-described fluid alone, the true or proper, the so-called laudable pus, 
which is a necessary condition of reproduction: therefore I call it reproductive pus ; and, 
as the corpuscles usually consist of seven granules, they may also be called septengran- 
ular pus-corpuscles. Previous to their division, these corpuscles always belong to the 
nucleated corpuscles; they are degenerating cytoblasts. In this constant quality of the 
true pus-corpuscle is the most certain criterion for distinguishing pus from other more 
or less similar fluids; and that fluid which contains no such corpuseles, or with them 
any corpuscles or deposit which do not exist in the pus of healthy wounds, is either not 
pus, or not pure pus.” (pp. 53, 54.) 

The following are TRAVERS’s views on the constitution of pus :—*“ Pus, I believe,” 
says he, “to obtain its characters of consistency, opacity, and colour after exudation, and 
to consist of the superfluous or waste lymph which has been separated during the 
adhesive stage from the mass of blood held in solution by the serum, being thus a 
chemical modification of the constituents of the liquor sanguinis ; in short, the latter 
fluid deprived of its original character and property of spontaneous coagulation. Pus 
particles resemble those of lymph seen in the vessels uuder inflammation, except that 
they appear broken down and partly dissolved in their texture instead of compact and of 
less regular figure; and, if when suspended in a drop of fluid, compared with the elastic 
blood-corpuscle, to which they bear no analogy whatever, utterly inert and devitalized. 
We never see pus in the blood-vessels but in fatal phlebitis, and, if introduced into the 
circulation by injection, it is destructive to life. Although, therefore, a clean-wiped 
granulating surface soon presents a covering of pus, it is exuded as a colourless fluid 
of a more dense and unctuous consistence than serum. Its appearance is simultaneous 
with the disappearance of the lymph-particle from the veins, the suppurative action 
being determined, or, in other words, the separation of the proper lymph-particle put 
an end to by its sufficient deposit in granulation, and the inflammatory nisus still pre- 
vailing from the continuance of the irritation, for no imperfect state can be perpetuated ; 
the superabundant lymph-particle, at no time coloured, along with the permanent fluid 
or serum of the blood, is strained off through the pencils, forming the terminal loops of 
the granulation. Thus is obtained the twofold purpose of relief to the loaded capillary 
circulation, and a bland and homogeneous protecting fluid for the granulation during 
the period of its growth up to that of final organization. When the rudimental fibrin 
is no longer needed for the new structure, it is used, as in nature all remnants are, for 
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a new but not less important purpose,—the preservation of that structure. Pus is as 
necessary to the maintenance of granulation as lymph was to its. formation; but a 
change is necessary to fit it for its new function, and this is provided for by a new 
arrangement of a new action of the secreting capillaries, and a chemical change, which 
destroys its vital property and amalgamates the separated lymph-globules with the 
serum of the blood. The precedence of adhesive to suppurative action is sufficient to 
render presumable a necessary connexion between the lymph separated during the first 
process, and afterwards disappearing, and to explain the invariableness of this relation 
in the order of their appearance. ‘There is no analogy between the effusions of serum 
or of liquor sanguinis incidental to primary wound or injury of any kind and pus, yet 
the ingredients of the two latter are the same: it is by the combinations of a vital che- 
mistry that their appearance and sensible properties differ, and this we are capable of 
imitating. If this theory be admitted, it will explain the appearance of pus in the 
absence of the especial granular structure or distinct pyogenic membrane, as seen upon 
mucous, serous, and synovial surfaces and canals; and, even in the absence of fibrinous 
exudation, as in certain modes of inflammation, where the habit of the parts or the cha- 
racter of the inflammation renders them incapable of carrying on the adhesive action, 
or that action is by violence interrupted. Puriform mucus, muco-purulent secretion, 
are terms in common use, indicating the transition stage witnessed in these cases; so 
also the modifications of colour, consistence, and purity are explained, which are con- 
veyed by the terms sanious, flaky, or whey-like, ichorous, &c., and the improvement 
of the secretion by elaboration from that of fistulae and sinuses to the ‘ pus laudabile’ of 
old authors concurrent with the improved vitality of the granulations, meaning a fuller 
proportion of the lymph-particle to the serum, and vice versd, its degeneration in en- 
feebled and sinking states of the system. Thus also is explained the effect of inordinate 
and excessive suppuration to superinduce hectic, from the excessive withdrawment of 
that ingredient which forms the nutrient and restoring principle of the blood. * * * 
The conversion of the blood-corpuscle into the pus-corpuscle is a notion altogether 
gratuitous and unsupported either by appearance or probability; and, to my mind, the 
above is a theory more reconcilable with all the circumstances attending its origin than 
that which supposes de novo formation of the pus globules. But the wounds of cold- 
blooded animals not being subjected to the true suppurative process, nor those of mam- 
malia and birds disposed to free suppuration, there appears to be insuperable difficulty 
_ in establishing this theory by actual demonstration.” (pp. 172, 6.) | 


14. The nature of the pus varies considerably according to the nature 
of the parts in which it is formed, according to the constitution of the 
person, according to the degree and character of the inflammation ; it may 
be changed by other fluids, mingled with it. We distinguish good cream- 
like, uniformly consistent, yellowish white, inodorous pus, ( pus bonum et 
laudabile, Lat.,) thin, mucous-like, serous, grayish, greenish, brownish, and 
more or less fetid pus (sanies, ichor, Lat.; Jauche,Germ.) (1). ‘These 
varieties of pus, as well as the fluid products of inflammation especially, 
depend merely on the different proportions of the materials composing it. 
All these products are derived from the blood, and in them are found all 
the same materials as in the blood, excepting fibrin. ‘Thus is it clear why 
chemical and microscopical examination cannot ascertain any determinate 
difference between the products of inflammation and the serum of the 
blood, the mucus, the serum from dropsy, the yellowish white fluid (ma- 
teria puriformis) poured out from inflamed mucous membranes (2); the 
thin, lymph-like fluid which exudes from inflamed serous membranes (3) 
and the various kinds of pus appear to be compounded in the same way. 
Their difference consists only in the different proportions of the several 
substances, in their disposition to organization, and in the greater or less 
advanced degree of plastic activity (4). 

The presence of globules in the serum has been long since proved by Bauer and 


Farapay (a), as also by Manpr and others in the various effusions and serosities which 
occur in the cellular tissue and in the serum of dropsy; but the albumen in pus is in 


(a) See Home on the Conversion of Pus into Granulations or New Flesh, in Phil. Trans. 1819, p. 2. 
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a higher degree of coagulation, is opake, of tolerable consistence, and coagulates less by 
warmth, and by the concentrated acids. The difference between creamy, consistent, 
and thin serous pus depends entirely on the different proportions of the fluid and 
of the pus-globules. Bonnet, (as above,) who seems not to know the pus-globules, 
derives this difference from the greater proportion of the emulsive fat in the former and 
its smaller proportion in the latter. We may give every kind of pus that semi-trans- 
parency, that stringy character, that adherence of its parts which seem especially proper 
to mucus, if we mix and shake it up with a solution of hydrochlorate of ammonia, 
whereby the proportion of one of its components is increased. The consistence of pus 
is to a certain extent influenced by the length of time it has been retained in the body, 
the absorption of its fluid part thereby occurring, and in suppurating surfaces perhaps 
also by the influence of the air, as, in the ‘latter case, when the pus is washed off clean, 
a clear serous fluid is always observed to ooze up. In this manner we may judge 
of the various tests of pus, for the purpose of distinguishing it from mucus. According 
to GRASSMEYER (a), if pus be mixed with twelve parts of distilled water and one part 
of liquor potasse, a viscous transparent jelly capable of being drawn into thread is formed, 
more quickly or more slowly according to its different composition. According to 
GRUITHUISEN’s microscopic examinations (0), pus exhibits white spherical granules 
slightly dotted upon the surface, which after some hours fall, and even preserve their 
round form in pus which has been dried and again moistened. In mucus these granules 
only appear when it is previously thinned with pure fluid: the granules in mucus 
are less numerous and dark-coloured. FiscHEer (as above) holds it best, in order 
to determine the presence of pus and mucus, to mix and shake together the questionable 
matter with two or three parts of liquor potasse or liquor ammonie caustict, and then to 
add hydrochlorate or nitric acid to neutralisation. If it contain pus, there will be pro- 
duced by the continued addition of the acid a whitish flocculent sediment. 

[(1) “Ichor,” says GERBER, “ has very various colours, and is generally more fluid than 
pus. The ulcer is a wound with a dead surface incapable of throwing out or organizing 
plastic lymph, bedewed with a depraved serum (ichor) destructive of every exudation. 
This ichor acts injuriously on the ulcer, destroying it and eating into the neighbouring 
vessels: hence the discharge of small quantities of blood, which is immediately disco- 
loured in the ichor, and so much changed that the liquor sanguinis rarely coagulates, 
save in granules; the blood-corpuscles appear puffed up, corroded superficially, divided 
into irregular pieces or even shrivelled up. The blood-corpuscles thus altered are 
denominated ichor-corpuscles: they are commonly covered with granules attached to 
them or partially lying on them; their character is ascertained in the discharge of 
glanders which principally consists of them.” (p. 56.) 

(2) “ Puriform mucus, secreted in the last stage of catarrhal affections, varies according 
to the extent of reproduction which the affected mucous membranes require. Should 
the mucous glands and follicles be altered in a less degree than the cuticle, which 
after catarrhs is always produced afresh, then the mucus, besides the usual mucous 
corpuscles and granules, contains, instead of the usual older elements of the epithelium, 
which are large, squamous, granulated, epithelial cells or cylinders, a large addition 
of newly-formed small lenticular cells, in which the nuclei are often recognised with 
difficulty ; hence rendering them very like large exudation-corpuscles. Sometimes 
among these young epithelial cells true pus-corpuscles are observed, when any part of 
the mucous membrane needs reproduction.” (p. 54.) 

(3) “ In serous exudations,” he proceeds, “ it is usual to find albuminous granules in 
albuminous fluids, and, if a great part of the serum be again removed by absorption, 
the crystals of different salts. * * * After plastic exudations, a yellowish turbid 
fluid is found in the affected cavities containing fine flocculi of a pale yellow colour: 
these are partially precipitated upon the walls of the cavity, which appear bestrewed 
over the whole extent of the exudation.” (p. 42.) 

The distinguishing characters of true Pus and Ichor have been already mentioned. 

(4) This statement of our author, “that chemical and microscopical examination 
cannot ascertain any determinate difference between the products of inflammation and 
the serum of the blood,” &c. &c., and that “ their difference consists only in the different 
proportions of the several substances,” &c. &c., is rather too hasty, as the extracts just 
quoted from GERBER on the subject show that there is a well-marked distinction among 
them.—J. F. 8.] 


15. Pus cannot be produced without inflammation; but the latter may 


(a) Abhandlung von dem Kiter und den Mitteln, (b) Naturhistorische Untersuchungen tiber den 
ihn von allen, ihn ahnlichen Flissigkeiten zu Unterschied Zwischen Eiter und Schleim. Min- 
unterscheiden. Gdtting., 1790. chen, 1809. 
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exist in so slight a degree as to be scarcely, or even not at all, observable, 
and, on account of the too slight vital activity of the organ, the low 
state of the nervous power, and of the plasticity of the blood and the 
diseased diathesis, a serous thin pus is produced without the appearances 
of inflammation being manifest. The circumscription also of the pus in a 
definite cavity proves that inflammation must have been present. Ab- 
scesses thus originating are called Cold Abscesses, Lymph Abscesses (halte 
Abscesse, Lymph Abscesse, Lymphgeschwiilste, Germ. ; Abces Jroid, Fr.) 
They are always the consequence of a general cacochemic or dyscracic 
affection, and arise either spontaneously and commonly in many places at 
once, or are produced by an external injury. 

We may very properly apply with WaLrner the name Diathesis purulenta to that 
general condition of the body which is the ground of these abscesses; but it is 
improbable that pus can be formed in the blood itseif by decomposition within the 
vessels, and that the blood can be immediately converted into pus. The circumstance 
of pus having been found in the blood, cannot form a ground for this opinion, as this, 
if the walls of the veins are not inflamed, intimates merely the absorption of the pus 
which has been found as well in the lymphatic vessels as in the veins (a). The so-called 
abscess of congestion, in which the source of the pus, mostly the carious destruction of 
bone, is more or less distant from the collection of pus upon the surface of the body, 
es be distinguished from cold abscess: this, however, will be considered in several 
places. 

16. ‘The commencement of cold abscess usually sets in, without any 
sensibly perceptible local appearance, with diminution of appetite, general 
uneasiness, slight fatigue, disturbed sleep, and so on. Next there appears 
on some part of the surface of the body, (where many patients fancy they 
have had a sort of prickly sensation, ) most commonly between the shoulder- 
blades, on the chest, on the loins, on the upper part of the thighs, a 
little, not discoloured, elastic, scarcely fluctuating swelling, which is not 
painful, and at the utmost gives the patient an obscure sensation of 
tension and weight. Gradually the swelling enlarges, often to a con- 
siderable size, the fluctuation is distinct, and the symptoms of a disturbed 
assimilation become more marked. After a shorter or longer time, the 
swelling begins to be painful, the skin covering it reddens, becomes tense, 
the general appearances mentioned are more decided, febrile action sets 
in, and the whole countenance of the patient is cachectic. The skin, con- 
tinuing to thin, at last breaks, and a quantity of thin, pus-like, often 
completely putrid and stinking, fluid is evacuated, followed by a clear 
discharge, which, if the neighbouring bone be destroyed, is of an ichorous 
character. By this great loss of the juices, and by the colliquative sweats 
and purging, which soon set in, the powers of the patient are speedily 
broken up. 

[The cold abscess here described must be confounded neither with HuNnTER’s “ col- 
lections of matter without inflammation,” (p. 390,) which are, as he says, of a scrofulous 
nature, and very different from that under consideration, nor with “ the cold abscess of 
the surgeons of the Saracen school, the chronic abscess of modern surgeons,” mentioned 
by Boyer and CraterE (b) (pp. 43—163), and caused by chronic inflammation. 

The true cold abscess, which Cuetius has here well described, is, I believe, very rare. 
I have recently had a case of which the following is a brief account :— 

Philip Coyne, aged 26, admitted under my care, 

August 27th, 1844, He was very irritable, complained of much lassitude and debility, 
and that he had some difficulty in passing his water, for which about a fortnight ago he 
had a catheter passed, but had not been since inconvenienced. He did not, upon exami- 
nation, appear to have any surgical complaint; but, as he had been ill-fed, and suffering 


(a) See CruveLureR, Anatomie Pathologique, (6) Elements of General and Pathological Ana- 
vol. 1. p. 200. GENDRIN, as above, p. 22. tomy. Edinburgh, 1828. 8vo. 
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privation for some little time before his admission, I kept him in the house for charity’s 
sake, though I suspected he was feigning illness. He, however, grew worse, had a hot 
skin, with much perspiration, loss of appetite, pains in his joints; and, again complain- 
ing of difficulty in passing his water, which was not, however, caused by any stricture, 
I considered therefore his case to be medical, and, on 

September 3rd. He was transferred to Dr. Burton’s care, who treated him with sul- 
phate of quinine and citrate of iron, with a colocynth and calomel pill occasionally. 
He continued growing worse, and, on 

September 10th. I was requested to see him again, when he still complained of diffi- 
culty in voiding his urine, and had a largely diffused swelling extending over the whole 
right inguinal region, without redness, with little pain, but with distinct fluctuation, 
and extending down behind the right spermatic cord into the scrotum, which was so 
little protruded that the swelling there was only accidentally discovered. The swelling 
in the groin, which was only noticed yesterday or the day before, is quite subcutaneous. I 
made a puncture a little above the middle of Poupart’s ligament, and drew off a pint of 
healthy, sweet-smelling pus, and the swelling in the purse subsided as it flowed. Halfa 
grain of acetate of morphia nightly was ordered, to give him rest, which he much 
needed. 

On the following day he was better, and a mutton chop with porter daily was ordered. 

September 13th. There is little discharge from the puncture; but he now points to 
another subcutaneous abscess without redness and with little pain, beneath the spongy 
body of the penis, which was opened, and a table spoonful of good pus voided. He 
complains of much tenderness in the left knee, to which bran poultice was ordered. 

September 14th. But little discharge from either opening. Since yesterday a large 
diffused swelling has presented on the left side of the chest, below the arm-pit, without 
redness, but tender and with indistinct fluctuation. 

September 16th. The abscess just mentioned was opened, and four ounces of good pus 
discharged. He now points to another diffused swelling, without redness, on the front 
of the right shoulder, which fluctuates indistinctly. There is but little discharge from 
the groin. For the last two days he has been taking ammoniated citrate of iron, five 
grains, with a drachm of compound spirit of ammonia in infusion of quassia thrice a day. 
I ordered him, in addition, half a pint of port wine, as he sweats very profusely, has a 
quick, feeble pulse, and is very weak and thirsty. 

September 17th. The abscess on the shoulder was punctured, and about an ounce of 
pus discharged. The sweating still continuing, he was ordered to take of dilute nitric 
acid ten drops in infusion of roses, thrice a day. 

On the following day, being nauseated and a little sick, a draught of peppermint water 
with a drachm of sulphuric ether was ordered, but it did not do him much good, and, on 

September 19th. He was ordered, instead, five minims of dilute hydrocyanie acid in 
water, a mustard poultice to the region of the stomach, and four ounces of brandy daily, 
instead of the wine. The abscesses on the shoulder and chest discharge freely ; but those 
below are healed. 

September 27th. On the whole, somewhat better ; but the discharge is still very profuse, 
There is now much fluid in the mucous bag behind the insertion of the m. rectus femoris, 
and the knee is very tender: the bran poultice was discontinued, and a blister ordered, 
with a poultice afterwards. 

October 8th. Has not materially improved, and is now attacked with diarrhea, Or- 
dered fifteen minims of nitro-muriatic acid three times a day. 

October 9th. The diarrhoea continues, and is now accompanied with sickness. The 
acid to be left off, and in its stead fifteen grains of carbonate of potass, with compound 
tragacanth and acacian gum powder in clove water, with compound spirits of ammonia 
and tincture of cardamoms, every four hours. 

October 21st. On the whole, better; but little discharge from the abscesses; the knee 
unimproved. 

October 28th. Another blister applied to the knee. 

November 2nd. The knee considerably swollen and painful ; an issue to be put in above 
and below the joint. 

Having got into a very awkward and uneasy posture, his left leg being laid completely 
on the outside, and not moveable without great pain, I thought it advisable to get the 
limb on an amesburg, and gradually from day to day to raise it up till on the heel. This 
was effected in the course of a few days, and rendered him much more comfortable, 
and the knee diminished in size, as the issues began to discharge. He never, however, 
rallied, but gradually continued drooping, became very excitable and so weak that he 
continually passed his motions beneath him. A patient’s death near him had very much 
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troubled him during his illness, and, another having died on 22nd December, he again 
became alarmed, and sunk on the following morning without any other especial cause. 

The examination of the body on the third day after death presented the following 
remarkable and unexpected appearances, as he had never made any complaint, nor had 
the attendants more than myself noticed any circumstance which could lead to the 
expectation of the results which occurred. 

The body generally was thin, but not much emaciated. The slough on the rump 
had exposed a large portion of the sacrum. Between the crest of the right ilium and 
the great trochanter, the soft parts were prominent and fluctuating. 

The heart and lungs were perfectly healthy. 

All the abdominal viscera were healthy except the liver, which was much enlarged, 
and extremely pallid, and had degenerated into fat to an extreme degree. 

The right m. iliacus was raised from the concavity of the ilium ; prominent, tense, 
fluctuating when touched, and the fluctuation communicated to the external prominence 
between the iliac crest and trochanter. When the muscle was cut into, a large 
quantity of dirty stinking pus was found filling the iliac pit internally, and commu- 
nicating through the ischiatic notch, of which the edge had become carious and rough, 
with a quantity of similar pus extravasated among the gluteal and all the muscles in 
the neighbourhood of the back of the hip-joint. All the muscles were separated from 
each other, and had assumed a greenish appearance. In front of the joint there was 
only a small collection of pus, and the muscles were seemingly healthy. The hip- 
joint contained a small quantity of dirty purulent fluid; there were slight traces gene- 
rally of synovial inflammation, specially at the notch, and where the acetabulum was 
devoid of cartilage. The right ilium was rough and carious on both external and 
internal surface, and the right sacro-iliac symphysis so extensively destroyed that slight 
force separated the bones, the surfaces of which were carious. 

The left knee-joint: nearly all the articular surfaces deprived of their cartilage, small 
isolated patches alone remaining, and the exposed surface of the bone being everywhere 
rough and carious. The crucial ligaments were only partially destroyed. 

Neither of the vertebral bodies were affected with disease.—J. F. S. 

My friend Dr. Ricpy (a), in his account of contagious or adynamic puerperal fever, 
speaks of a peculiar kind of abscess following attacks of that disease, which we saw to- 
gether in several instances at the General Lying-in Hospital. “Where,” says he, “the 
_ constitution has borne the brunt of the attack without immediate collapse, and the local 
mischief been controlled by appropriate means, we find that fresh efforts are made to rid 
the circulation of the morbid matter with which it is infected. The patient is suddenly 
seized with severe pain, with heat, redness, and swelling of one of the large joints, pre- 
senting all the appearance of arthritic or rheumatic inflammation, and also of certain 
muscles especially, the supinatores of the arm, the glutei and gastroenemic. The painful 
spot soon becomes hard, it is intensely tender, and in two or three days the feeling of 
fluctuation indicates the formation of an abscess, from which a large quantity of greenish 
coloured pus mixed with blood and serum, is discharged. The cellular tissue beneath 
the skin and between the muscles is equally affected, and, if examined when the abscess 
is just beginning to form, will be found of a dirty brown colour, softened, infiltrated, 
and here and there condensed with lymph or pus, precisely as in cases of gangrenous ery- 
sipelas: the muscular tissue has entirely lost its red colour, and closely resembles the 
appearance of boiled meat, its structure so softened as to tear easily under the fingers, 
and interspersed with deposits of immature lymph and purulent fluid, the commence- 
ment of what would have been an abscess. Like gangrenous erysipelas, the extent of 
the abscess does not seem to be limited by a surrounding wall of healthy lymph, as seen 
in a common phlegmon, but, if deep beneath the surface, it continues to spread in all di- 
rections, until nearly the whole limb appears to be implicated in one immense abscess : 
hence, in those patients who have recovered under these attacks, the limb has frequently 
been rendered useless, the muscles being atrophied and coherent.” (p. 291.) The fol- 
lowing observation of the same writer in reference to the contagious nature of these 
abscesses is extremely important. “That the discharges from a patient under puer- 
peral fever are in the highest degree contagious, we have abundant evidence in the his- 
tory of lying-in hospitals. The puerperal abscesses are also contagious, and may be com- 
municated to healthy lying-in women, by washing with the same sponge ; this fact has 
been repeatedly proved at the Vienna hospital; but they are equally communicable to 
women not pregnant : on more than one occasion the women engaged in washing the soiled 
bed linen of the General Lying-in Hospital, have been attacked with abscesses in the fingers 
or hands, attended with rapidly spreading inflammation of the cellular tissue.” (p. 292.)] 


(a) A System of Midwifery, Lond., 1844, forming part of TwrEprx’s Library of Medicine. 
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17. Betnx, Rust, and others, consider the nature of the so-called 
lymph-swelling to be an extravasation of lymph, depending on a rupture 
of the lymph-vessels, or onan unnatural extension of their walls, and they 
explain the gradual sinking of the powers of the constitution and so on, 
which occur at the latter period of the disease, and after its bursting, by 
the continued loss of the lymph (a). The observations made on the fluid 
contained in these swellings (which Rust imagined to be only in the earlier 
period of the disease, transparent and colourless) have shewn that it has 
more of the properties of pus than of actual lymph, and WaxirueEr has 
decidedly proved that the acceptation of the term lymph-swellings in the 
sense just mentioned is inadmissible ; that they must be considered only 
as abscesses (lymph-abscesses) preceded by a stealthy, if not a sensibly 
perceptible, inflammatory condition, which, however, on account of the too 
much depressed vital activity,'could not produce a plastic consistent pus, 
but only a secretion of a thin more or less turbid lymphatic fluid. The 
opinion advanced by Bernu that the strongest and most healthy subjects 
are commonly more subject to this disease than the weakly, that men more 
than females, and that, without an external injury, a general diseased con- 
dition is incapable of producing a lymph-abscess, is incorrect, and has been 
disproved by Rust. How frequently, even by writers on lymph-swellings, 
cold abscesses and such collections of pus as have formed at distant parts 
(congestion-abscess) (b), in consequence of carious destruction of the bones 
of the vertebral column, have been taken for lymph-swellings, and treated 
as such, I myself have frequently observed. 


NaAssE (c) describes a case in which a powerful healthy young man, in consequence of 
an external injury, had a swelling formed on the upper part of the thigh, the contents 
of which, after opening, perfectly resembled lymph. The pouring out of a clean 
transparent fluid could not be allayed by any treatment recommended for lymph- 
swellings, and the patient was exposed to the danger of hectic consumption. The local 
use of a solution of nitrate of mercury alone brought the lymph-vessels to close. This 
case (which I myself saw, although only once, in passing through Halle, and con- 
vinced myself of the continued outflowing of clear lymph which could be increased by 
pressure) proves that a collection of lymph in the cellular tissue is possible, as the 
consequence of an actual tearing of lymph-vessels by external violence, the exudation 
from which ceases only by obliteration of the torn vessels. Cases of this kind are, 
however, undoubtedly very rare; to them alone can be applied the term lymph-swelling 
in its proper sense, and therefore the above advanced opinion, “ that the cases com- 
monly spoken of as lymph-swellings. are merely modifications of abscesses,” is rather 
confirmed than contradicted. This opinion LANGENBECK (d) has also advanced ; although, 
he adds, that not unfrequently a swelling is observed on the elbow, which is formed 
sometimes from a local cause, and sometimes also without, is situated immediately 
on the olechranon, and contains a clear lymphatic fluid enclosed in a cyst, which 
deserves the name of lymph-swelling, I must yet deny this assertion, as this swelling 
at the elbow joint is a dropsy of the mucous bag there situate, and may be compared to 
the Hygroma cysticum patellare. Just as little also can'I agree with the opinion of 
Ex1 (e), who considers the lymph-swelling as an expanded mucous bag in which there is 
a diseased secretion goingon. ZempBscu (f ), according to Kiues, in order to accommo- 
date the different opinions of writers, distinguishes, 1st, the acute and chronic lymph- 
swelling, as idiopathic and symptomatic disease; 2nd, the false lymph-swelling or 
lymphatic abscess. 

[A case marked in my note-book, “Collection of synovial fluid within the femoral 
sheath,” which occurred in St. Thomas’s Hospital in 1839, seems to me more nearly allied 


(a) J. A. Scumipt, tiber den Grund der Todtlich- (c) Archiv fiir medicinische Erfahrung von 
keit de Lymphgeschwiilste; in. Abhandlungen Horn, Nasser, und Henke, vol. i. 1817, p. 377. 
der Medic. Chirurg. Jos. Akademie in Wien, d) As above, vol. ii. p. 197. 
vol. ii. é) Bericht tiber die Ergebnisse; in Chirurg. 


(6) A. Pauui, Bemerkungen iiber Congestions Klinikum zu Landshut. Landshut, 1824. 4to. 
abscesse ; in Rust’s Magazin, vol. vii. p. 383, (f) Ueber du Lymphgeschwilst ; in Rust’s Ma- 
vol. viii. p. 434. gazin, vol. xxvii. p. 1. 
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to the lymph-abscess of this paragraph, of which I was then ignorant than to a collection 
of synovia, as I thought it perhaps might be. The patient was a healthy country lad, 
seventeen years old, who three years previously had received a blow on the upper outer 
part of his left thigh, but seemed to have recovered from its effects. ‘Two mouths since 
he noticed a swelling on the outside of the same thigh, about a hand’s breadth above the 
knee-cap, which gradually increased both downwards and upwards, so that at his admis- 
sion it occupied the outer and fore part of the thigh, from a little above the knee to near 
the great trochanter, fluctuated distinctly, and was presumed to be an abscess in the 
outer chamber of the femoral sheath. Fifteen minims of tincture of muriate of iron in 
mucilage thrice a day were ordered, to excite absorption, which was continued for nearly 
three weeks without benefit. The thigh then having increased, and fluctuation and 
swelling having extended about the whole knee, I made, by the direction of my then 
colleague TRAVERS, whose patient he was, an incision two inches long, about the middle 
of the outside of the thigh, expecting to evacuate pus or open the femoral sheath ; but 
neither pus nor any other fluid escaped, although I cut into the m. vastus externus an 
inch deep. A tent of lint was left in the wound to keep it open, and hasten the escape 
of pus if any should make its way through the wound; but none appeared, and in the 
course of a fortnight the wound had entirely healed. The tincture of iron, which had 
been continued to this time, was now left off, and two grains of iodide of iron thrice a day, 
ordered in its stead. A week after the whole thigh was wrapped in mercurial ointment, 
and swathed in a roller. This treatment was continued for three weeks, but without 
any diminution in size, or apparent change; fluctuation was still very distinct, and the 
fingers of one hand being applied, whilst pressure was made with the other hand alter- 
nately above, a thrilling fluctuation was felt. It was therefore determined to introduce 
a grooved needle about the middle of the thigh, and some fluid very similar to synovia 
escaping by it, an abscess lancet was then, with my colleague’s consent, thrust in, making 
an opening an inch long in the skin, and half its length in the sheath, from which 
escaped about twenty ounces of the seemingly synovial fluid, which nearly emptied the 
cavity, leaving a rather moveable lump about the middle of the fore part of the thigh, 
the character of which I could not make out. The edges of the wound were carefully 
brought together, the limb rolled, and in four days union had taken place. A week after 
another free puncture below the former voided a quart of the same fluid as before, and 
on applying heat it coagulated speedily and almost entirely. The wound was left open, 
and a roller applied above and below it; but in the course of a week it had again united, 
and fluid was again secreted, though in smaller quantity. A solid but moveable swel- 
ling had at this time also formed to some extent around the wounds. The iodide of iron 

was then omitted, and, instead, was ordered decoction of sarsaparilla four ounces, with 
five grains of iodide of potash twice a day; the whole thigh to be enveloped in ointment 
of iodide of potash. Three weeks after the solidification had increased, and the fluc- 
tuation generally was less distinct, and soon after the ointment was given up, and mer- 
curial plaster applied. Two months after, having begun to take the iodide of potash, 
the thigh had much diminished, there was less fluctuation, the middle outer skin was 
almost solid, and there is less effusion about the knee. The diminution of size and fluc- 
tuation continued, and in about two months he was able to walk about. He continued 
with us about four months longer, and, when he left the house, the swelling about bis 
knee, although not completely subsided, had so considerably diminished as not to inter- 
fere with his walking.—J. F. S.] 


18. Ulceration (Hxulceratio, Lat.; Verschwirung, Germ. ; Uleération, 
Ir.) is distinguished from suppuration, in being connected with an actual 
destruction of parts, (by ulcerative absorption,) and with the secretion of 
a thin, acrid, fetid, and variously coloured pus-like fluid. It arises either 
immediately from inflammation, or from a preceding abscess. Its causes 
are either local injury,—for instance, improper treatment of the abscess 
which has been opened,—or general disease, as scrofula, syphilis, and 
so on. 


[In considering the subject of ulceration, or “ulcerative inflammation,” as he most 
properly calls it, HunrEr first indicates the economy of the absorbent vessels, and 
speaks of them in two views: first, as they absorb matter, which is not any part of the 
machine ; secondly, as they absorb the machine itself.” The former of these functions 
is of two kinds, of which the one absorbs external matter, either applied to the skin 
or received into the alimentary canal; and the other takes up internal matter, as many 
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of the secreted juices, the fat and the earth of bones, &c.; both, however, serve princi- 
pally to the nourishment of the body as well as to other and even hurtful purposes. 
The second function, that of “removing parts of the body itself, * * * may be 
viewed in two lights.” The one view presents them as causing “a wasting of the whole 
machine or part, * * * which I call interstitial absorption, because it is remov- 
"ing parts of the body out of the interstices of that part which remains, leaving the part 

still as a perfect whole. But this mode is often carried further than simply wasting of 
the part; it is often continued till not a vestige is left, such as the total decay of a tes- 
ticle.” The other view exhibits them as “removing whole parts of the body,” and 
“may be divided into the natural and diseased.” Under natural circumstances the 
absorbents “are to be considered as the modellers of the original construction of the 
body ;” for “no alteration can take place in the original formation of many of the parts, 
either in the natural growth, or that formation arising from disease, in which the ab- 
sorbents are not in action, and take not a considerable part: this absorption I shall call 
modelling absorption. * * * Absorption, in consequence of disease, is the power of 
removing complete parts of the body, and is in its operation somewhat similar to the 
first of this division or modelling process, but very different in the intention, and there- 
fore in its ultimate effects. This process of removing whole parts in consequence of 
disease, in some cases, produces effects which are not similar to one another; one of 
these is a sore or ulcer, and I therefore call it (the absorption) ulcerative. In other 
cases no ulcer is produced, although whole parts are removed ; and for this I have 
not been able to find a term; but both may be denominated progressive absorption. 
* * * * * Tt may be difficult at first to conceive how a part of the body can be 
removed by itself; but it is just as difficult to conceive how a body can form itself, 
which we see daily taking place; * * * but this I may assert, that wherever any 
solid part of our bodies undergoes a diminution, or is broken in upon, in conse- 
quence of any disease, it is the absorbing system which does it. When it becomes 
necessary that some whole living part should be removed, it is evident that na- 
ture, in order to effect this, must not only confer a new activity on the absor- 
bents, but must throw the part to be absorbed into such a state as to yield to this 
operation. This is the only animal power capable of producing such effects, and, 
like all other operations of the machine, arises from a stimulus or an irritation ; all 
other methods of destruction being either mechanical or chemical. The first by 
cutting instruments, as knives, saws, &¢e.; the second by caustics, metallic salts, &c. 
The process of ulceration is of the same general nature in all cases; but some of 
the causes and effects are very different from one another.” (pp. 440, 2.) This 
process of the removal of parts of the body, either by interstitial or progressive absorp- 
tion, answers very material purposes in the machine, without which many local 
diseases could not be removed, and which, if allowed to remain, would destroy the 
person. It may be called in such cases the natural surgeon. It is by the progressive 
absorption that matter or pus, and extraneous bodies of all kinds, whether in conse- 
quence of or producing inflammation and suppuration, are brought to the external surface ; 
it is by means of this that bones exfoliate; it is this operation which separates sloughs ; 
it is the absorbents which are removing old bones, while the arteries are supplying 
new ones; and, although in these last cases of bones it arises from disease, yet it is 
somewhat similar to the modelling process of the system in the natural formation of 
bone; it is this operation that removes useless parts, as the alveolar processes when 
the teeth drop out, or when they are removed by art; as also the fangs of the shedding 
teeth, which allows them to drop off; and it is by these means ulcers are formed. It 
becomes a substitute in many cases for mortification, which is another mode for 
the loss of substance; and in such cases it seems to owe its taking place of mortifi- 
cation to a degree of strength or vigour superior to that where mortification takes. 
place; for, although it arises often from weakness, yet it is an action, while mor- 
tification is the loss of all action. In many cases it finishes what mortification had 
begun, by separating the mortified part. These two modes of absorption—the inter- 
stitial and the progressive—are often wisely united, or perform their purposes often in 
the same part which is to be removed; and this may be called the mixed, which I be- 
lieve takes place in most cases, as in that of extraneous bodies of all kinds coming to 
the skin; also in abscesses, when in soft parts. It is the second kind of interstitial 
absorption, the progressive and the mixed, that become mostly the object of surgery, 
although the first of the interstitial sometimes takes place so as to be worthy of atten- 
tion. This operation of the absorption of whole parts, like many other processes in 
the animal economy, arising from disease, would often appear to be doing mischief, 
by destroying parts which are of service, and where no visible good appears to arise 
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from it: * * * but in all cases it must still be referred to some necessary purpose ; for, 
we may depend upon it that those parts have not the power of maintaining their ground, 
and it becomes a substitute for mortification ; and, indeed, in many ulcers we shall 
see both ulceration and mortification going on; ulceration removing those parts that 
have power to resist death.” (pp. 444, 5.) 

As regards “ the absorption of whole parts from disease, it would appear,” says 
Hunter, “ that they are capable of being absorbed, from five causes: first, from parts 
being pressed; secondly, from parts being considerably irritated by irritating sub- 
stances; thirdly, from parts being weakened; fourthly, from parts being rendered 
useless; fifthly, from parts becoming dead.” (p. 446.) 

“The dispositions of the two parts of the living body, which absorb and are absorbed, 
must,” says HunTsr, “be of two kinds respecting the parts; one passive and the other 
active. ‘The first ofthese is an irritated state of the part to be absorbed, which renders 
it unfit to remain under such circumstances; the action excited by this irritation 
being incompatible with the natural actions and the existence of the parts, whatever 
these are, therefore become ready for removal, or yield to it with ease. The second is, 
the absorbents being stimulated to action by such a state of parts, so that both conspire 
to thesame end. When the part to be absorbed is a dead part, as nourishment or ex- 
traneous matter of all kinds, then the whole disposition is in the absorbents. (p. 446.) 
Many parts of our solids are more susceptible of being absorbed, especially by ulcera- 
tion, than others, even under the same or similar circumstances, while the same part 
shall vary its susceptibility according to circumstances.” (p. 447.) 

“ Progressive absorption is divisible into two kinds, one without suppuration, and 
the other with. * * The absorption which does not produce suppuration may take 
place, either from pressure made by sound parts upon diseased parts, or by diseased 
upon sound parts.” (p. 454.) The absorption attended with suppuration, “ which I call 
ulceration,” * * * is connected with the formation of pus, being either a consequence 
of it or producing it, and is that which in all cases constitutes an ulcer. It is this 
which principally constitutes the progressive absorption. This differs from the fore- 
going in some circumstances of its operations. It either takes place in consequence of 
suppuration already begun, and then the pus acts as an extraneous body, capable of 
producing pressure ; or absorption attacks external surfaces from particular irritations 
or weakness, in which case suppuration, forming an ulcer, must follow, let the cause of 
that breach or loss of substance be what it may.” (p. 456.) 

“This process of ulceration or absorption with suppuration, is almost constantly 
attended by inflammation, but it cannot be called an original inflammation but a 
consequent, which gave rise to the term ‘ulcerative inflammation.” It is always pre- 
ceded by the adhesive inflammation, and perhaps it is simply this inflammation which 
attends it.” (p. 457.) 

“ The effect, then, of irritation, as above described, is to produce first the adhesive 
inflammation in such parts as will readily admit of it, and, if that has not the intended 
effect, the suppurative takes place, and then the ulceration comes on to lead the matter 
already formed to the skin if it is confined.” (p. 458.) “Any irritation which is so 
great as to destroy suddenly the natural operations of any one part, and the effect of 
which is so long continued as to oblige the parts to act for their own relief, produces 
in some parts, first, the adhesive inflammation; and, if the cause be increased or con- 
tinue still longer, the suppurative state takes place, and all the other consequences, as 
ulceration ; or, if in the other parts, as secreting surfaces, then the suppurative takes 
place immediately, and, if too violent, the adhesive will succeed ; or, if parts are very 
much weakened, the ulcerative will immediately succeed the adhesive, and then suppu- 
ration will be the consequence. This species of ulceration in general gives considerable 
pain, which pain is commonly distinguished by the name of soreness; * * * but it does 
not attend all ulcerations, for there are some of a specific kind, which give little or no 
pain, such as the scrofula; but, even in this disease, when the ulceration proceeds 
pretty fast, it gives often considerable pain: therefore the pain may in some degree be 
proportioned to the quickness of its operation. The greatest pain which in general 
attends this operation arises from those ulcerations which are formed for the purpose 
of bringing the matter of an abscess to the skin, as also where ulceration begins upon a 
surface, or is increasing a sore : whether the increase of pain arises from the ulcerative 
inflammation singly, or from the adhesive and ulcerative going on together in the 
same point, is not easily determined ; but, in some cases, these three are pretty rapid 
in their progress, and it is more than probable that the pain arises from all these 
causes. In those cases where ulceration is employed in separating a dead part, such 
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as sloughing, exfoliation, &c., it is seldom attended with pain: perhaps it may not be 
easy to assign a cause for this.” (p. 459.) 

The following are some of TrRavers’s observations on this important subject :-— 
“ Ulceration, when it occurs, is consecutive to adhesion and suppuration, in almost all 
cases; and, although suppuration may now and then pass without ulcerations, in the 
same manner as adhesion prevents suppuration, yet the frequent case of ulcerative 
inflammation succeeding to abscess, and the very rare existence of ulceration without 
pus, constitute the ulcerative, third in order, of the processes of inflammation.” (p. 187.) 

“Ulcerative absorption never occurs but as an inflammatory process, and the action 
of the absorbents in this process is therefore exclusively a morbid one, and generally 
partakes of an increase proportionate and corresponding to the opposed action of morbid 
secretion.” (p. 188.) 

“The ulcerative, being a purely vital action of the absorbents proper to the part 
affected, goes on progressively, either by perforation of the substance, or by.an en- 
croachment on the surface, or by undermining and separating parts prepared by dis- 
organization or actual death for being cast off. The texture of the part determines 
which of these modes of action is employed. The cornea, the cartilage, and bone 
present the penetrating and circumscribed, foveolous or fossulated ulcer, a pit or chink ; 
the cellular membrane presents the hollowing and undermining process, as in the 
sinuses and pouches of abscess in cellulous parts and on the margin of indolent ulcers, 
also between the articular extremities of bones and their cartilages ; the spreading or 
superficial ulceration is best exemplified in the skin. But it is always by the ab- 
sorbents proper to the inflamed surface that this action is carried on.” (p. 190.) 

“The ulcerative process stands between the life and death of parts subjected to its 
action, and administers to either, according to the circumstances of the case ; being the 
instrument of reparation in the suppurative and adhesive inflammation, and of sepa- 
ration and removal of the waste and decayed, in the suppurative and gangrenous. It 
is the agent of granulation in the former, of sloughing in the latter, case, suppuration 
being the common link by which these extreme processes are connected. Without 
granulation ulceration is a wasting process ; with it, a repairing one. In like manner, 
ulceration without suppuration is a devastation without means of control or repair.” 
(pp. 191, 2.) 

«“ An ulcer is a patent and familiar illustration of the pathology, not only of the ulcer- 
ative, but of all the processes of inflammation; and, as it is that vital action by which 
not only the dead are separated from the living, but the living are removed, which have 
undergone such organic changes, or lost so much of their vital power as to be incapable 
of resisting absorption, it may be regarded, as before observed, as an agent for life and 
death, and, if in one case the ‘natural surgeon,’ (HuNTER,) in another the natural 
destroyer.” (p. 196.)] 


19. Hardening (Induratio, Lat.; Verhiirtung, Germ. ; Induration, Fr.) 
occurs when during inflammation the fluids effused into the cellular tissue 
(par. 4) collect, thicken, and connect the walls of the cells together. 
Vessels pass into the connecting mass, which becomes organized, and the 
nutrition of the swelling depends on these vessels. If they are numerous 
or much expanded, the volume of the part is correspondingly increased, 
and permanent coagulable lymph is deposited, fatty or even bony masses 
are produced. If the walls of the cells become firmly united together with- 
out further deposit in the swelling, the hardened part sometimes becomes 
smaller than in the healthy state. The hardness of the indurated part 
varies according to the quantity of lymph effused in the cellular tissue, 
according to the structure of the part, according to the course of the pre- 
vious inflammation, and the duration of the hardening. The skin upon 
the swelling is commonly not changed: the vessels, however, may be vari- 
cose, or the skin itself may be intimately united with the swelling. In this 
manner are formed, consequent on inflammation, various degenerations, 
enlargement of parts by hypertrophy, sarcomatous, steatomatous degenera- 
tions, and so on. 


20. In the hardened parts, if no peculiar irritation exist, the sensibility is 
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lessened, the circulation seems to proceed but imperfectly, because the 
nerves are completely enveloped in the plastic mass which connects the 
several parts, and the more minute vessels are closed: hence the tempera- 
ture is lower, often sensibly so to the patient himself. Sometimes not 
the least inconvenience arises from the hardening; but it may run into 
inflammation, ulceration, and cancer (a). 

In every part inflammation may run into hardening; but especially in 
long-continued insidious inflammations; in organs which possess a low 
degree of vitality, in glands, and those organs in which the very numerous 
ramifications of vessels are surrounded with dense cellular tissue, in persons 
of atrabiliary constitution, who have had much mental anxiety, have been 
subject to scrofula or other diseases which depend upon unnatural mingling 
of the juices. 

21. The transition of Inflammation into Softening (Erweichung, Germ.) 
produces changes directly contrary to those caused by hardening, viz., 
diminished cohesion and consistence—liquescence. It occurs only in long 
continued dyscratic and cachectic inflammations ; it is always connected at 
the onset with collections of serous, not plastic, matter in the parenchyma 
of the part, which is therefore sometimes loosened up and thickened ; 
or it consists in actual deliquescence and dissolution of the parts, probably 
consequent on diminished or changed nervous influence. It may, to acer- 
tain extent, be considered as the intermediate condition between ulceration 
and mortification. ‘The softer and looser the texture of an organ, so much 
the more readily does softening take place, though it also occurs in hard 
organs ; for example, in the bones: childhood is most subject to it. In many 
swellings softening precedes and accompanies their giving way. 

22. Mortification ( Gangrena, Sphacelus, Lat.; Brand, Germ: ; Gan- 
grene, Sphacele, Fr.) is the. passage of inflammation into partial death, 
and the mortified part is subject to the general chemical laws. We usually 
distinguish with the name of mortification two conditions, viz., the hot 
Mortification, (Gangrena, heissen Brand, Germ.; Gangrene chaude ou 
Asphyxie des parties, Fr.,) in which the living power is not perfectly extin- 
guished, and in which it may be restored to its natural action, (here there 
is but a certain degree of inflammation,) and the cold Mortification, (Spha- 
celus, kalten Brand, Germ. ; Gangrene froide, ou Sphacele, Fr.,) in which 
the part is actually dead. 


[The division here employed by Cuettus is that proposed by Dr. Joun THomson. 
TRAVERS objects to the terms mortification and sphacelus on the following ground :—“ I 
do not,” says he, “employ the term ‘mortification’ because it is not technically explicit, 
and has been vaguely and indiscriminately used. Nor shall I use the term ‘sphacelus,’ 
because gangrene is a sufficient synonyme, if the term gangrenous inflammation be ac- 
cepted, which presents the stages of recoverable and irrecoverable, threatened and devi- 
talized texture. A gangrened part is never restored. By the arrest of gangrenous in- 
flammation, the gangrene may be circumscribed, and, by the supervention of other pro- 
cesses, the dead may be cast off, and the living part repaired with more or less loss of 
substance. The special use of the term sphacelus has been to designate a state of utter 
death, in which the part becomes subject to chemical changes, as if severed from the 
body, and such meaning I affix to the substantive term ‘ gangrene.’” (p. 208.) Hence it 
will be observed that TRAVERS’s gangrenous inflammation, and his gangrene, are syno- 
nymous with CHELIUs’s hot mortification, and with his cold mortification.—J. F. 8.] 


23. Mortification truly consists in the extinction of vascular and nervous 
activity, in consequence of which partial death ensues. ‘his transition 


(a) Wenzex, Ueber die Induration und das Geschwir in indurirten Theilen. 8vo. Mainz, 1815. 
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is to be feared in unusually severe and quickly developed inflammations 
with well marked general symptoms in young powerful subjects, and after 
the operation of severe injuries; in persons with the general appearance 
of weakness, if the redness of the inflamed part be bluish, of a dirty yellow, 
the pain slight, and if it be accompanied with typhus. If the pain quickly 
increase to a great degree, the inflammatory swelling be hard, dry, and 
very tense, the heat intolerable, the skin dark red, often brownish, the 
fever extraordinarily severe, and no appearances ensue which lead to the 
hope of the inflammation terminating in suppuration, then the signs of 
incipient exhaustion become manifest. The acute pain becomes dull, 
aching, stretching; there is still indeed circulation, but its current gets 
slower and slower, and at last stops altogether. ‘The redness therefore 
becomes deeper, more dusky, and further extended ; the warmth diminishes, 
the swelling, at first hard and tense, becomes soft, doughy, cedematous, the 
cuticle rises in blisters, containing a dark-coloured brownish fluid. In 
this condition the part has not yet lost all its sensibility and warmth; the 
vital activity may therefore be reawakened and reparation effected. The 
pulse is small, quick, and loses all fulness and hardness; the patient is 
depressed, is uneasy, has a languid countenance, cold sweats, dry, dirty 
tongue, unquenchable thirst, frequently burning hot skin; the features at 
the same time become pinched, and the urine is thick. When exhaustion 
of the living activity and fully developed mortification takes place, then 
the pain ceases entirely, the colour of the part becomes blue, ash gray, or 
even black, the bone assumes a light white, dirty yellowish, or even black 
spotted appearance. By the decomposition of the parts still covered with 
skin, and the evolution of the gases of mortification an emphysematous 
swelling is produced, the part becomes quite cold, and the general appear- 
ances of exhaustion are present in a higher degree, the mortification either 
spreads further, and death ensues from exhaustion, or on the confines of 
the slough is produced a bright redness, suppuration, and by the opera- 
tion of the absorbing vessels a groove, becoming deeper and deeper, by 
which the slough is thrown off. 

[This is TRAVERs’s acute gangrene. He observes also, that “if the inflammation oc- 
cupies a circumscribed space, it is generally consecutive upon, and defined by, the adhesive 
inflammation ; if it appears in several contiguous spots or patches, the whole of the in- 
tervening surface, and more or less of the subjacent and surrounding part, partakes of 
the inflammation and is marked for destruction ; if, as often happens, it is of irregular 


size and shape and the surrounding margin darkly discoloured, tumid and painful to 
the touch, it is spreading, and rapidly travels along a continuous surface without check, 
to the destruction of texture, and generally of lifee * * * In some rare instances, 
gangrenous inflammation takes possession of an entire structure, as, for example, hand or 
foot, or even a limb up to its connexion with the trunk, and beyond it, and the indica- 
tion is the sudden subsidence of agonizing pain, change of colour to a pale bluish hue, 
loss of temperature and of sensation, so that the limb looks and feels like gray or clouded 
marble. I have seen in two cases the upper and lower extremities of the same side so 
affected in the same patient. The rapid dissolution of the vital principle in such in- 
stances, anticipates the march of disorganization ; such cases are generally depending on 
nervous prostration from injury or operation, attended by peculiar circumstances of ag- 
gravation, or, yet more frequently, peculiar temperament.” (pp. 209, 10.)] 


24. The decomposition of the mortified part is accompanied by a peculiar 
exhalation, ditterent in smell from that occurring in the decomposition 
of dead bodies, the cause of which seems to depend on the higher tem-. 
perature to which the mortified part is exposed. The destruction of the 
mortified part occurs in different ways: Ist, the slough shrivels up, the 
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cuticle does not separate, the fetid exhalation is less, the pain is some- 
times very severe (Dry Gangrene; Trockner Brand, Germ.; Gangrene 
seche, Fr. ;) 2nd, the mortified part increases in bulk, the cuticle rises in 
blisters, which burst and discharge a quantity of stinking ichorous fluid 
(Moist Gangrene; Feuchter Brand, Germ.; Gangrene humide, Fy. ;) 
drd, all the organic structures without distinction are changed into a 
glutinous grayish white or ulcerous mass (Hospital Gangrene; Hospital- 
brand, Germ.; Pourriture @hépital, Fr.) 


[In severe bruises, and occasionally when, after the swelling of a limb consequent on 
a fracture, the bandages confining splints have become tight and caused much pressure, 
vesications filled with bluish or bluish-black fluid occur. This often excites alarm, and 
is mistaken for mortification; but it is of little consequence. It is only requisite to 
puncture the blisters with a needle, evacuate the fluid, and apply lead wash for a few 
days, when all soon becomes sound. If the vesications are left unemptied, they often 
ono = ela superficial sores, which heal with the use of zinc ointment.— 
J.F.S. 


25. Mortification may be produced by all hurts which cause a too high 
degree of inflammation, obstruction of the circulation, weakness, oppression 
of the nervous activity, and thereby loss of life of a part ; for instance, 
too irritating treatment of inflammation, checking of the circulation by 
ligature, too tight bandaging, pressure kept up by unyielding aponeuroses ; 
violent operation of heat and cold, malignant character of the inflamma- 
tion where in seeming mildness of the symptoms mortification often occurs, 
of which the cause is generally unknown, but sometimes depends on 
hurtful matter in the bowels; further, from a great degree of weakness, 
degeneration of the juices, scurvy, and so on, malignant, putrid fevers, 
great age, severe bruises and concussions, by which the part is filled with 
stagnant juices; ligature and ossification of the vessels, (which may with- 
out inflammation give rise to mortification,) certain fluids extravasated 
from their cavities, as urine, bile, feculent matter; bad foul air and con- 

-tagious influences. 


[Bropre (a) enumerates sudden loss of blood as sometimes causing mortification, and 
in proof mentions the case of a man who, whilst very tipsy, one evening, was bled to 
the extent of three pints, when he became very ill, and the next morning his toes and 
feet up to the insteps were mortified. They sloughed off, however, and he did well, 

. 635. 

t Thee mentions among the causes of mortification “ such deep and extensive 
effusions as compress and annihilate the internal circulation of the part. Thus, I have 
seen,” says he, “ a subfascial effusion, following a severe strain of the fore arm, pro- 
ducing a spreading gangrenous inflammation of the extremity to within a hand’s 
breadth of the axilla; and similar cases, of suppuration, between the deep-seated 
muscles of the thigh, I have known terminate suddenly in gangrenous inflammation of 
the entire Jimb to the groin. Injuries of nerves, particularly, are liable to be followed 
by gangrenous inflammation: of this I have also seen some marked examples. Baron 
Larrey found reason to attribute the gangrene of the foot following the operation for 
popliteal aneurism to the nerve having been injured or included in the ligature.” 
. 214, 
PF Ae ahs many years ago seeing a case of mortification of the whole lower 
extremity, consequent on a bayonet wound of the femoral artery, in which the death of 
the limb seemed to result from the slow effusion of blood and gradual distension first of 
the fasciee, and subsequently of the skin, which occupied many months. The man was 
a sailor, and during a homeward voyage from the Kast Indies dropped a bayonet point 
into his thigh. The ship being without any surgeon, the captain bandaged the thigh 
tightly up, and effectually prevented external hemorrhage for five or six weeks. When 
he reached home, he was brought to St. Thomas’s Hospital, and, on removing the 
bandage, the wound was found united. The limb was much swollen up to the pelvis; 


(a) Lectures on Mortification; in London Medical Gazette, 1840-41, vol. i. 
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but his health had not suffered much. It was thought advisable to wait and see what 
might be the result. The limb increased in size, the skin gradually became more and 
more discoloured, and gangrenous in patches ; indistinct fluctuation was perceived : he 
was slowly worn out, and died, On examination, the whole limb was found distended 
with blood, some of which was coagulated, some fluid, and other mixed with pus. On 
removing the clots, which were principally about the femoral artery, a spurious 
aneurism was found, the sac formed by the clot being as large as a hen’s egg around 
the wound made by the bayonet in the artery, which had not closed, and was rather 
bigger than a crow-quill. On one side of the sac, close to the vessel, was a small 
aperture, by which blood had continued escaping, probably up to his death, into the 
surrounding soft parts. 

Mortification of a limb, or at least of that part of it in the neighbourhood of an 
aneurismal sac (which is not uncommon if from any cause the vessel have not been 
tied at the proper time) in general depends simply on the distension from effusion, 
which at last bursts the skin. 

Mortification occasionally happens in simple fracture, from slow but continued 
effusion, and without wound of the principal artery or arteries of the limb. I have 
seen this once in a flour-porter, whose leg was. broken by being jammed with a cart- 
wheel ; his constitution speedily took the alarm, and, though incisions were made 
through the skin to relieve the tension, he gradually became worse, and sunk into hectic, 
in which state his limb was removed ; but he died a few hours after. Although from 
the first no pulsation could be felt in the tibial arteries, yet the examination after 
death showed them uninjured and undiminished in size. 

Mortification I have also seen in one or two instances occurring from splints having 
been applied previous to the subsidence of the swelling after fracture, and not propor- 
tionally loosened as the swelling increased. 

The two following are cases of mortification, resulting, the first from simple continued 
fever, and the second probably after scarlet fever :— 

Case 1.—J. J., forty-eight years of age, a hatter by occupation, of intemperate habits, 
is now— 

Aug. 1. Slowly recovering from an attack of fever which commenced seven weeks since. 
A sore on the inner ankle of the left leg, which he has had for eighteen months, about 
five weeks since became sloughy, and the surrounding skin was attacked with gangrene, 
which continued spreading till it has attained its present size, that of the hand. As yet 
there is not any line of demarcation, and the wound is very painful though cleaning. 
He is much emaciated, very weak, without appetite, cannot rest, his pulse extremely 
quick and almost imperceptible, (this may perhaps arise from exhaustion in bringing 
him to the hospital,) the countenance sunk and pallid, surface warm, but occasionally 
bathed in profuse sweats, tongue clean. I ordered for him five grains of carbonate of 
ammonia, with ten minims of tincture of hyoscyamus every six hours, six ounces of 
brandy and a pint of beef tea, with arrow-root daily. To the wound, chlorate of soda 
lotion and linseed-meal poultice. | 

Aug. 2. Better, but without sleep. Twenty minims of tincture of opium at night. 

Aug. 4. Is improving ; the wound is free from pain, and two or three granulations 
are seen in its centre; the slough has rather increased. An abscess which has formed 
on the outside of the knee was opened, and a teaspoonful of thin but otherwise healthy 
pus discharged ; pulse improved; he complains of sore throat, with difficulty in swal- 
lowing, and disposition to retch, but he takes plenty of fluid though he cannot manage 
solid food. As he wished for some porter, a pint daily was ordered. The mixture 
discontinued ; but twenty minims of tincture of opium in camphor mixture directed to 
be taken at night. 

Aug. 9. Is improving, and yesterday began taking a mutton chop. The slough 
has cleaned from the wound, leaving a sore surface which, occupying nearly two-thirds 
of the back and inner part of the leg, is now beginning to granulate. “As the pus 
seemed disposed to bag on the outside of the instep, in consequence of the limb lying 
on its outside, the skin was cut through to prevent this, and a small abscess below the 
tubercle of the shin-bone opened. 

Aug. 15. Improving, and desiring more nourishment. Two pints of beef tea daily. 

Aug. 22. The wound almost completely cleaned, but the granulations are flabby and 
pale. An abscess which has formed at the upper part of the thigh was opened, and 
about an ounce of good pus evacuated. He wishes to have more porter, which was 
therefore increased to two pints, and the brandy diminished to four ounces. Nitric acid - 
wash to be applied to the wound. 

Sept. 2. During the last two or three days the granulations have been receding, | 
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and have now exposed a large portion of the shin-bone, which is apparently dead; a 
considerable part of the Achilles’ tendon has become gangrenous. The drain upon his 
constitution has lately been much increased, and it is now a question whether amputa- 
tion be not necessary, and also whether he is in a condition to bear it. 

Sept. 6. The wound is more healthy, and the gangrene seems to have stopped. 
Another abscess, merely superficial, which had formed about the middle of the thigh, 
burst yesterday. 

Sept. 11. Sleeps well and feeds well, but does not get flesh; there has been a slight 
increase of sloughing on the instep, but it is now cleaning. The discharge from all the 
wounds is very free, and the granulations rather more florid. 

Sept. 13. Appetite failing. An abscess on the inside of the calf, which seems to ex- 
tend among the muscles, opened, and about three ounces of pus discharged. 

Sept. 20. Still declining, and during the last two or three days sloughing has re- 
curred. Amputation was therefore proposed, but he would not consent. 

Sept. 24, 9 a.m. Much exhausted; pulse quick and scarcely perceptible; counte- 
nance pallid ; voice weak; the sore quite bleached. I ordered him brandy and egg, as 
much as he could be induced to take, which somewhat revived him, and afterwards he 
took some wine. At 1 a.m. bleeding occurred, probably from the saphenous vein, as it 
traversed the wound; it was, however, easily checked, and did not recur. He continued 
gradually sinking, and, on 

Sept. 25, 2 p.m. He died. 

CasE 2.—K. U., twenty-seven months old, of scrofulous habit, has been weaned about 
thirteen months, and, like the children of the poor.generally, since fed on bread and 
butter, with tea. She has been always healthy till about sixteen days since, when 
the whole surface of the body became so scarlet that it was supposed to have scarbet 
fever. Two days after she was observed to point continually to the left side of her 
chest, and on examination there was found on the axillary margin of the pectoral ¢ 
muscle a dark-coloured swelling, in circumference about the size of a small tea-cup. 
Soon after the redness of the body subsided; but her belly was enlarged and the legs 
swollen. It would, therefore, seem probable that the previous disease was scarlet 
fever. 

At the present time (Sept. 8) there is a well-formed brown slough, surrounded with 
a dusky-red elevated edge of skin with similar inflammation extending about half-way 
down the left arm, also upon the neck and back, reaching as far as the right shoulder. 
The cellular tissue of the right arm-pit hard, inelastic, and painful, as if another slough 
were likely to take place. A layer of the slough was removed, and strong nitric acid 
applied with a feather; after which it was covered with nitric acid lotion and linseed- 
meal poultice. To the back of the neck a linseed poultice with acetate of lead wash was 
applied. Five grains of extract of bark every four hours, and an ounce of gin every 
six hours, were given in arrow-root. 

Sept. 10. The sloughy sore is cleaning; but the hardness on the right shoulder 
has increased; the inflammatory blush has spread considerably, and now covers all the 
chest and the belly as far as the navel, extending down on either side towards the flanks. 
On the left arm it reaches below the elbow, and on the right half down the upper arm. 
The cellular tissue on the loins is edematous. As the gin is rejected, a couple of tea- 
spoonfuls of port wine with syrup was ordered frequently during the day, but not to 
exceed four ounces. Two grains of mercury with chalk, and four grains of rhubarb 
with as much carbonate of soda, nightly, were prescribed. 

Sept. 11. Has had three dark-coloured stools, but her appearance not improved. 
She continued sinking, and about 4 p.m. died. 

No opportunity of examining her body occurred.—J. F. S.] 


26. The mortification dependent on very low vital activity which 
generally attacks the feet and more rarely the hands of old people (Senile 
Gangrene, Gangrena senilis, Lat.) must be considered as_ peculiar. 
Under this name, however, conditions have been classed together which, 
at least in reference to their origin, must be distinguished from each 
other. 

27. In persons who in every respect have lived irregularly, and whose 
living powers are in a great degree exhausted, who have suffered much 
trouble, and had irregular gout, specially in the feet, an erysipelatous 
inflammation with dusky redness and severe pain arises after any injury, 
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viz., after the violent action of frost, contusion or wound of the toes in cutting 
the nails or corns. ‘This redness spreads more or less, forms blackish 
bladders on one or more toes; the cuticle separates, and the exposed true 
skin exhibits a deep dusky redness. The inflammation usually spreads still 
further, but slowly ; attacks one after another all the toes; and usually in 
its progress the part next to be attacked swells, and is excoriated. Some- 
times it is circumscribed, in which case the toes dry like mummies and fall 
off. Most commonly the mortification spreads over the ankle-joint, and 
in its further extension death ensues from exhaustion: it may, however, be 
confined to different parts, and nature may bring about a separation of 
the mortified part. The pain is usually severe, and is soon accompanied 
with fever. 

28. In this kind of mortification the depressed condition of the vascular 
and nervous activity must be considered as the actual cause why in the 
operation of the above-mentioned hurts, the inflammation quickly passes 
into mortification and drying up, mostly of the parts farthest distant from 
the centre of circulation. This mortification exhibits some similarity to 
the dry mortification of frostbite. 

29. The other form of this mortification happens without any previous 
local injury, but after general indisposition of more or less duration, such 
as depression of spirits, listlessness, unquiet sleep, debility, sparing, high- 
coloured urine, laborious breathing, palpitations of the heart, anxiety, pain 
at the pit of the stomach, small, weak, irregular, or intermitting pulse, 
shivering, or constant internal cold. In the part in which subsequently the 
gangrenous drying appears, pains of varying severity come on, sometimes 
accompanied with cramps in the extremities: these go on for weeks, and even 
for many months, before the local destruction is observed. Or the patient 
has a sensation of cold in his extremities, a recurring sensation of being 
asleep for a longer or shorter time, insensibility to external irritation of 
the fingers and tues, entire loss of motion. Without any local cause the 
patient observes on his toe or on his finger a black, blackish-brown or 
brownish (never dusky-red according to BALLINe) colour, without any 
tense swelling. The part dries, the cuticle loosens itself, the part becomes 
quite black and lifeless. The prognosis of the disease varies: often is 
only one toe or one joint thrown off, or it attacks all the toes, confines 
itself to the foot, or spreads up to the knee. ‘The process of separation is 
connected, as in common mortification, with a bounding red line and 
slight suppuration. This kind of mortification may occur on various parts 
at the same time. The same appearances take place in children: the 
extremity becomes black-blue, its temperature diminishes, and it seems to 
be completely atrophied. In one case Bauiine observed a blackish- 
yellow colour and dried skin. Sometimes a lower degree occurs, and 
then from the first the extremities are livid and cedematous. 

[This form of mortification is TRavErRs’s chronic gangrene, which he says “is 
generally an idiopathic affection, ¢.e. independent of injury, and which he has never 
known to be traumatic. * * * The main distinction between this and acute gangrene 
is, that from the first the part thus affected losing its temperature and colour becomes 


dry, tough, and shrunken, instead of moist, soft, and swollen, and takes on a yellow or 
blackish-brown appearance, nearly resembling that of a mummy.” (p. 211.)] 


80. This form of mortification or mummy-like drying up is always the 
consequence of an exhaustion in the peripheral parts of the vascular and 
nervous systems. ‘This condition occurs most commonly in old, decrepid 
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persons living anxiously and in want of food; more frequently in men 
than in women ; in persons who have prematurely exhausted themselves 
by excessive debauchery ; in those subject to the gout, in whom, perhaps, 
the ossification of the arteries, so often observed in this kind of murtifica- 
tion, seems to be connected: this disease, however, may occur in every 
age if the above conditions are present. This kind of mortification may 
arise suddenly, and without any previous inflammatory symptoms, by 
metastasis during the course of malignant fever (1). In children born 
with blue, cold atrophied extremities, in whom the circulation does not 
proceed properly it is often noticed. The closing up of the blood vessels 
is, according to BALLING (a), constantly observed (2). Organic changes in 
the heart and aorta are also invariably present (3). 


(1) I have seen one case in a man thirty-five years old, in whom during the progress of 
abdominal typhus, the right foot up to the middle of the leg, became suddenly pale, icy 
cold, senseless and motionless, shrivelled, subsequently quite black, and the dry gan- 
grene reached to the upper third of the leg, where it stopped. 

(2) The closing up of the arteries is always present in dry gangrene, as was observed in 
former times ; it may be also in certain cases the special cause of the mortification, and 
consequence of the inflammation of the arteries, (arteritis,) or of the capillary vessels, 
first described by DupuyTrEen(b). It cannot, however, be considered as the general and 
constant cause; for, in many cases, there is not a single previous appearance indicating 
inflammation of the arteries, and their closure is caused by the mortification, and con- 
sequent to it. Compare also HECKER (c). 

(3) I have observed a case of dry gangrene in aman about forty years old, which ex- 
tended up to the middle of the leg, where it stopped, and the part separated. There 
had existed for a long time undoubted symptoms of organic disease of the heart. 


[Bropvie (d) mentions a case of mortification of the leg up to the middle of the thigh, 
which commenced with a sense of pricking numbness and weight, and on the following 
day the limb had mortified ; “no vesications formed on the foot; it was not swollen, and 
no part became putrid except just a little in the middle of the thigh, where was 
a great mass of soft parts. The limb dried, the skin assuming a brownish colour, 

being at the same time hard and semi-transparent, so that the white tendons could be 
seen shining through it. It was in fact what has been called a case of dry gangrene.” 
The patient’s powers failed, and he died at the end of six weeks. Upon examination, 
Bropis “ found marks of inflammation everywhere around the principal artery and vein 
of the limb. From the bifurcation of the large trunk down to the middle of the thigh, 
the artery was obliterated, being completely filled with coagulated lymph, evidently 
effused from inflammation; closely adhering to the inner surface, but with some 
admixture of red coagulum. The vein was filled with lymph and obliterated in the 
same manner as the artery. There had been inflammation of the sheath of the vessels, 
in consequence of which the artery and the vein adhered closely to each other and to 
the surrounding parts. I suppose that the nature of the case is plain enough: there had 
been inflammation of the artery and the vein, and the obliteration of the artery was to 
so great an extent as to cut off the supply of blood, not only through the trunk, but 
through the anastomosing branches.” (p. 635.) Brop1& also points out the cause of 
the distinction between dry and moist gangrene :—“ If mortification be the result of 
inflammation or of venous obstruction, there is always an effusion of serum before 
the parts completely dry, in the form of vesication of the skin and cedema of the cellular 
membrane; and then, when the parts die, being infiltrated with serum, they readily be- 
come putrid. But here (in inflammation of the arteries) the blood is prevented from 
entering the limb, so that there can be neither vesication nor effusion of serum into the 
cellular membrane, and the dead parts dry readily from the absence of moisture.” * * * 
Gangrene from arterial inflammation is comparatively a rare disease, and may occur at 
any period of life; whereas the gangrene of old age arises, as repeated dissections have 
enabled me to determine, entirely from other causes.” (p. 636.) From this latter obser- 
vation it will be perceived that Brop1e does not agree either with CRUvELHIER (e), who 


(a) Ueber die Gangrena senilis in Journal von iber die brandige Zerstorung durch Behinderung 


v. Grarere und vy. WALTHER, Vol. xiv. p. 42. der Circulation des Blutes. Stuttg., 1841. 
‘ Bae d) As above. 
(6) Transactions Meédicales, May, 1833. as Maladies des Artéres; in Dictionnaire de 


(c) Nosologisch-therapeutische Untersuchungen = Médecine et de Chirurgie Pratiques, vol. iii. p. 394. 
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says, that “ coagulation of the blood is, after his observations, the essential character of 
incipient arteritis,” (p. 394;) or with DupuyTREN (a), who says that, in such cases, “ Pa- 
thological anatomy always shows the existence of inflammation of the arterial tunics, 
This phlogosis may doubtless occur in arteries which are unhealthy, indurated, ossified, 
as often met with in old persons; but it appears also in the arteries of young people 
without trace of these disorders. Ina word, it may coincide with the calcareous incrus- 
tation of the vessels and with age, or it may be independent of both conditions.” (p. 484.) 

I have seen but a single case of arteritis, which happened in a young man of twenty 
years. It differed from Bropte’s case in not having exhibited the slightest appearance 
of gangrene, and, on dissection, the brachial artery was found partially obliterated, 
and shrivelled to a narrow cord, precisely as if a ligature had been applied upon the 
subclavian artery. Although, in this case, the pulse at the wrist ceased suddenly, yet 
the circulation was undoubtedly carried on by the collateral circulation, and thus gan- 
grene prevented. I shall refer to this case again when considering inflammation of 
the coats of arteries. (p. 74.)—J. F. 8. 

A most remarkable case is given by SoLLy (6) of gangrene, which commenced in a boy 
about three years old, and, gradually spreading from limb to limb, destroyed him when 
four years old. In four months from its commencement the disease had amputated the 
left foot above the ankle, as also two toes of the right foot, and upon the right calf and 
knee were hard gangrenous spots. The right fore arm was cut off through the middle 
of the ulna, and the radius had dislocated itself from the elbow joint; the whole of the 
left fore arm and part of the upper arm were gangrenous. There was a dusky spot on 
the nose upon the scar left by a gangrenous spot which had formed previously, and se- 
parated. In the sixth month the left leg, which had become quite gangrenous, was 
thrown off below the knee, and the toes of the right foot had also sloughed off. The 
right ulna had come off at the elbow-joint, and the left arm had amputated itself through 
the middle of the upper arm. The gangrene on the nose had reappeared, but been 
checked. For a short time there seemed a little rest in the gangrenous process; but it 
was again set up, and by the twelfth month the left leg had become gangrenous to the 
middle of the thigh, and all the soft parts separated, leaving the bone bare. The right 
leg had mortified to the middle of the calf, and the right foot separated above the ankle. 
The stumps of both arms had become gangrenous up to the shoulders. In the begin- 
ning of the following month the child died. Careful examination of the body did not 
show any organic disease ; but the child had become much emaciated. The stumps of 
the arms had nearly healed ; but in the lower limbs the bones protruded, and the cure 
was less perfect. | 


81. Mortification from continued pressure, or from constant lying upon 
one part (gangrena ex decubitu) occurs more readily, the weaker the 
patient, and the less cleanly and smooth the bed is. On those places where 
the pressure acts, most commonly, therefore, on the sacrum and coccyx, 
the great trochanters, the shoulder-blades, elbows, heels, and so on, a 
limited redness appears, with pain more or less severe, the skin is de- 
stroyed by ulcerative absorption, and a dry slough is formed, which is dis- 
solved in the suppuration set up around it. Should the pressure continue, 
and the general weakness be great, (for example, in typhus fever,) the de- 
struction spreads very extensively, and in many cases death is thereby 
accelerated or even caused. 

32. A special mention is required of that mortification which, in certain 
localities, in very wet and humid years, when the rye is infected with the 
blight, called “ cockspur,” occurs in the lower extremities, with a constant 
sensation of itching, great burning, and a darting pain, sometimes with 
redness and swelling, consequent on which the parts become cold, senseless, 
black, mummy-like, and shrivelled up. In rare cases this disease has 
been also observed in the upper extremities. During the course of the 
disease general symptoms, fever, delirium, and so on frequently arise. 
Oftentimes the mortification becomes defined and the part is thrown off, 
and often it spreads up to the hip-joint. 


(a) Legons Orales de Clinique Chirurgicale, (b) Med.-Chir. Trans., vol, xxii. p. 253, 1839; 
vol. iy. vol. xxiii, p. 237, 1840. 
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[A very interesting account of mortification from the use of rye-bread affected with 
cockspur (secale cornutum, Lat.; Mutterkorn, Germ. ; ergot, Fr.) has been given by 
Tuomson. “ This is,” says he, “ aspecies of mortification which has not been observed 
in this country ; but it is well known and has been frequently observed in different parts 
of the continent of Europe, particularly in France, where it has been repeatedly known 
to prevail in some districts as an endemial disease.” (p.538.) Prrerra (a) supposes this 
disease is referred to in a passage he quotes from S1GEBERT. “1089, a pestilent year, 
especially in the western parts of Lorraine, where many persons became putrid, in con- 
sequence of their inward parts being consumed by St. Anthony’s fire. Their limbs were 
rotten and became black coal. They either perished miserably or, deprived of their 
hands and feet, were reserved for a more miserable life.’ He also refers to a similar 
passage in Bay Le, with the addition, that “the bread which was eaten at this period was 
remarkable for its deep violet colour.” (part il. p. 595.) Tomson says, the disease was 
first noticed by Doparp in 1676; then by Savrarp (6), in 1694; and by Norn (c), in 
1710, in the Hétel Dieu at Orleans, of which they were both surgeons; in 1709 and 
1716 it appeared in Switzerland, and was described by Lanerus (d) ; Quassoup, and also 
Bossauv, described it on its appearance in Dauphiny in 1709. DuHameEL (e) mentions 
that in 1748 not more than four or five persons out of a hundred and twenty who had 
been attacked escaped with life. Exx1orson some years since had, in St. Thomas’s 
Hospital, a case of gangrene of the leg after using ergot; but he informs me that on 
examination after death the arteries of the limb were found ossified: it might, however, 
have been the immediate exciting cause of the disease. 

Although there was no doubt that in man the cockspur would produce gangrene, 
Mopet (f), a Russian, made experiments which led him to conclude that rye, damaged 
with cockspur, had not the power of exciting gangrene in brutes. This remarkable 
statement induced the Royal Society of Medicine at Paris to employ TEssiEr (g) to visit 
those countries where the disease was prevalent, and to institute experiments to deter- 
mine the fact, and the result showed that brutes eating it were destroyed by gangrene; 
but, in all the animals upon which it was tried a certain quantity, varying according to 
circumstances, of the cockspur was required to be taken, in order to produce the effect ; 
and, as THOMSON says, “ this afforded also a simple explanation of the fact, that persons 
might live for a considerable time upon rye affected with cockspur without suffering any 
sensible injury from its use.” (p. 547.) PErerra states, however, that “there are not 
wanting cases apparently showing that spurred rye has no injurious action on animals. 
The most remarkable and striking are those related by Brock. In 1811 twenty sheep 
ate together nine pounds of it daily for four weeks without any ill effects. In another 
instance twenty sheep consumed thirteen pounds and a half daily for two months with- 
out injury. Thirty cows took together twenty-seven pounds daily for three months with 
impunity, and two fat cows took, in addition, nine pounds of ergot daily, with no other 
obvious effect than that their milk gave a bad caseous cream, which did not yield good 
butter. These statements furnish another proof to the toxicologist that the ruminants 
suffer less from vegetable poisons than other mammals.” (p. 600.) 

A very curious history of a mother and five children, some of whom lost one and 
others both legs, as related by Dr. C. WoonasTon (h), seems to have originated in the use 
of discoloured clog-wheat. 

Ergotism, as the disease produced by the cockspurred wheat or rye is called by the 
French, is of two kinds, the convulsive and the gangrenous ; with the latter only have 
we to do here ; it sets in with formication, or the feeling of insects creeping over the 
skin, voracious appetite, coldness and insensibility of the extremities, followed with 
gangrene. | 


[32.* Here must also be mentioned that mortification of the cheek which 
has been called Noma by Voceu. It is fortunately not frequent, as it is 
a horrible and generally fatal disease. With a single exception, of the half 
dozen cases I have seen, all were children under four or three years old ; 
some idiopathic, and others originating in a sloughing of the mucous 
membrane of the mouth, under the careless use of mercurials ; and, though 


(a) Elements of Materia Medica, part ii. Lon- 
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generally in unhealthy subjects, yet the disease also occurred in robust, 
well-fed children. In its idiopathic form it has been well described, by 
Drs. Evanson and Maunsexu (a), as follows :—‘‘A particular form of 
gangrene of the mouth, without any preceding inflammation, occasionally 
attacks infants, especially such as are feeble at birth or broken down by 
disease. An cedematous circumscribed swelling appears on the cheek, with 
a central point, more or less hard, over which occurs a dark-red_ spot. 
This spot may appear on the inside or outside of the cheek ; and the skin 
over the ccdematous part is characterized by an oily appearance. An 
eschar forms from within outwards on the central point, and the soft parts 
mortify, often extensively, down to the bone, so that the parietes of the 
cheeks and gums are destroyed, falling off in shreds, mixed with a dark 
sanguineous fluid, and accompanied by a very fetid odour.” (p. 214.) In 
neither of my cases, excepting the adult, did I witness the beginning of 
the disease ; but gangrene to a greater or less extent of one cheek, involv- 
ing generally the corresponding half of the upper lip, existed when the 
children were brought to me; the surrounding parts were tumid, hard, and 
of dull yellow-white hue, very similar to the characteristic colour of the 
countenance of patients under malignant disease. I have little doubt 
that the mortification of the mouth and fauces after measles, mentioned 
by Huxuam (6), as well as those referred to by Marsuatt Hay (ec), 
and by him stated to have happened after previous disorder of the diges- 
tive organs, typhus fever, or some inflammatory disease, are of precisely 
the same character as those resulting from mercurial influence. The little 
patient, if not already in a typhoid state, soon falls into it, rapidly sinks 
as the gangrene spreads, and quickly dies; often, indeed, before the least 
attempt at separation of the slough has been made. Usually three or four 
days are sufficient to destroy life; but, in one instance, I recollect a child 
of two years old having lived for a fortnight, and the greater part of the 
gangrenous cheek had separated, leaving one side of the cavity of the 
mouth completely exposed. I fully agree with Evanson and MAUuNSELL, 
that “ no disease can be more frightful or formidable than sloughing of 
the mouth in children. Recovery seems impossible, when once the disease 
has set severely in, the child sinking beneath the constitutional disturbance, 
independent of the local ravages of the disorder, which, however, are often 
such as to render recovery not to be desired, so frightful is the deformity 
necessarily entailed.’’ (p. 215.) | 

The term Cancrum oris has been loosely applied both to the disease 
just mentioned, and also to another form of mortification commencing with 
ulceration, generally first in the gums, and thence spreading to the lips and 
cheeks. This second form alone is considered by Dr. Cummine (d) to be 
cancrum. He describes it as being either acute or chronic, and, if the 
former, more liable to be accompanied with sloughing, but the ulcerative 
process predominates, and by it, principally, the destruction is effected. It 
does not, according to this writer, attack children at the breast, nor under 
eighteen months, but occurs between twenty months and seven years. 

ey following is a short account of the case of noma in the adult alluded to 
above :— 

R. I., a gunmaker by trade, was admitted under my care— 

(a) A Practical Treatise on the Management and (c) On a peculiar species of Gangrenous Ulcer - 
nie of Children. 2nd Edit. Dublin, 1838. which affects the Face in Children ; in Edmburgh 


vo. Medical and Surgical Journal, vol. xv. p. 547. 
(b) Reports, July, 1745. (d) Dublin Hospital Reports, vol. iv. p. 18. 
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August 1, 1844. Having two superficial sores on the glans penis and a superficial 
sore on the back of the pharynx, sloughy and painful, so much so as to prevent him 
sleeping at night. He is much out of health; quick, irritable pulse ; hot, dry skin and 
foul tongue. He has also a very small sore, scarcely perceptible, and covered with 
a dry scab, on the face near the nostril. He was not seen till 


August 2. Probably from not having come in, and then ordered pulv. rhei c. hydr. 9}. 
stat ; sod. carb. gr. xv. acid. citr. yr. x. tinct. hyoscyam. 3ss. aq. distill. Zjss. 6tis 
horis ; garg. acid. mtr. 

August 6. The mixture omitted, and in its stead ordered acid. nitr. 1 Uj. inf. rosar. 
4jss. ter die. pulv. ipec. c. gr. x. On 


August 9. Very restless, scarcely sleeps at all; and is so feeble that he can hardly 
answer the questions put to him. Ordered a glass of wine and a pint of porter daily, 
and morph. mur. gr. 4. On 


August 15. Has slept better since taking the morphia. The crust under the right 
nostril has increased in size and is accompanied with swelling of the surrounding parts, 
which are of a purplish colour. 


; August 17. Is much Worse ; the lip immensely swollen and livid, but not giving any 
discharge ; face so much disfigured that he can scarcely be recognised. The sore in 
the throat much worse; bowels confined. RB pulv. rhet. c. hydr. gr. xv. stat ; vin. 
rubr. 5vj. quotid. 

August 20. Is very feeble and unable to speak. The slough has now extended around 
the mouth from the nose to the chin, including the lips and part of both cheeks. The 
sore in the throat has become very sloughy. Four ounces of brandy, three eggs and 
ee arrow-root were ordered; but he was not able to take much, and gradually sunk 
ti 

11. p.m. When he died. No discharge at all had occurred from the lip. No examina- 
tion of the body was made.—J. F. S.] 

33. Mortification occurs as a consequence of contagious influence, either 
by the contagious matter producing at first an inflammation which termi- 
nates in mortification, (malignant pustule,) or by coming in contact with 
the surface of a wound or sore, whereby the destruction of it is brought 
about (hospital gangrene.) 

34. The Malignant Pustule (Pustula maligna, Lat.; bosartige Pustel, 
Germ.; Pustule maligne, Fr.) is always consequent on local contagion. 
On the place which the contagious matter has touched, there appears in 
a short time prickling and a red point, which is scarcely raised above the 
skin. The cuticle rises in a blackish vesicle, which is soon converted into 
a slough surrounded by a whitish or violet edge and cedematous swelling, 
and spreads quickly in all directions. From the very onset there is per- 
ceived in the pustule a hard nucleus, which enlarges both inwards and 
outwards, or only spreads laterally. Notwithstanding the decided swelling, 
the patient complains rather of tension than of actual pain. Sooner or 
later it is accompanied with fever, pain in the region of the stomach, 
nausea, vomiting, high delirium, fainting, and so on. The pulse is small, 
irregular, and, if left to itself, the disease generally runs on to death, 
which in malignant cases follows very speedily. It is rarely that the 
slough comes away, and that the cure is effected by the mere powers of 
nature, or that in the course of this disease the general symptoms already 
mentioned do not appear. If several pustules are formed at the same 
time, especially on the neck or face, the disease is more dangerous. ‘The 
swelling is often here so great that symptoms of suffocation and conges- 
tion of the brain are produced. In women the disease proceeds more 
quickly than in men. At the onset a stop may usually be put to this 
disease; the danger increases in its subsequent course. It differs from 
carbuncle (par. 118.) 

The contagion develops itself in beasts which are affected with conta~ 
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gious carbuncle (Milzbrand ;) it may be communicated whilst the animal 
is alive, or it may take place during the preparation of wool, hides, and 
soon. ‘The malignant pustule is therefore most commonly observed in 
butchers, tanners, woolbeaters, shepherds, and especially on those parts of 
the body usually uncovered. In wet districts, in moist autumns, the 
disease is most common. ‘The contagion preserves its power for a long 
period. Actual contact is not always necessary to produce infection. 
The use of the flesh of such beasts sometimes does not produce any, but 
at other times very dangerous, symptoms. ‘This disease seems not to be 
communicable from one man to another, at least the facts relating thereto 
are not perfectly indisputable; it is also doubtful whether the general 
symptoms can be produced by the assumption of this contagion into the 
body, without the malignant pustule on the skin. 


Precisely similar phenomena have been observed in reference to the transference 
of the poison of glanders from horses; upon which see the article entitled 


ANSTECKUNG, Uebertragung des Ansteckungstoffes von Thieren auf Menschen, in 
Hureianp’s Journal, vol. iv. part ili. p. 57, which contains the following three 
notices :— 

Remer, W., Ein Beitrag zu den bisherigen Beobaetungen von Krankheiten der 
Thiere, welche sich dem Menschen mitgetheilt haben. 


Scuritiine, Merkwiirdige Krankheits-und sections-Geschichte einer wahrscheinlich 
durch Uebertragung eines thierischen Giftes erzeugten schwarzen Blatter. (This notice 
is also in Rust’s Magazin, vol. 11. p. 480.) 


Meter, Todtliche Uebertragung des Milzbrandes auf Menschen. 


See also, 
Tarozzi, Tommaso, Casi di Malattia Pestiforme nata in diverse persone che conveni- 
vano in una stalla in cui era un cavallo moccioso; in OmopEr’s Annali Universali di 


Medicina, 1822, vol. xxili. p. 220. 


SErpLER, Geschichte einer muthmasslieh durch Uebertragung eines thierischen 
Kranhheitsstoffes erzeugten merkwiirdigen, in todtlichen Brand ubergegangenen Gesi- 
chtrose, in Rust’s Magazin, vol. xvii. p. 161. 


Eck, Beitrag zu den Erfahrungen itiber die schadlichen Einwirkungen des Rotzgiftes 
des Pferde; in Medinischer Vereinszeitung fiir Preussen. 1837. 38rd May. — 


E.uriotson, Joun, M.D., On the Glanders in the Human Subject, in Med.-Chir. 
Trans., vol. xvi. p.171. Additional Facts respecting Glanders in the Human Subject, 
ib., vol. xvili. p. 201. 

[Exiiorson has given a very excellent account of “ The Glanders in the Human Sub- 
ject,” in which the communication of the disease from the horse to the patient is 
distinctly made out. He mentions six cases; the first three he considers acute, two 
of which occurred in St. Thomas’s Hospital, and both died very speedily after having 
been attacked ; the third occurred in a dragoon regiment in Ireland ; the fourth was a vete- 
rinary surgeon at Clapham; both died. ‘Two cases, which he calls chronic, extracted from 
Travers’s book “On Constitutional Irritation,” one of which died, and the other long 
suffered from a broken-up constitution. He also refers to the cases mentioned in Rust 
and Omoper’s journals. In a subsequent paper he gives “ Additional Facts respecting 
Glanders in the Human Subject,” in which he mentions another case that occurred in 
St. Thomas’s Hospital, which also died. 


I have to thank my friend Lawrence for the following observations of the cases 
of malignant pustule which have come under his care, and which, on account of their 
rarity I gladly avail myself of the opportunity to introduce on the present occasions. 


He says :— 


“T have had under my care, in St. Bartholomew’s Hospital, three cases of malignant . 


pustule, in neither of which, however, did I see either pustule or vesicle ; of the first and 
most remarkable, the following is the report from the Lancet of 1825-6, p. 127, in 


MALIGNANT PUSTULE. 65 


which it is described as “A singular case of Erysipelatous Inflammation of the lower 
Eyelid, terminating in gangrene in the short space of siz hours.” ~ 

J ohn Barker, aged 52 years, currier, stout and robust, came to the Ophthalmic Insti- 
tution, and, immediately after, in consequence of the nature of his ailment, by Mr. 
LawrENCce’s advice, was sent into St. Bartholomew’s Hospital. 

Feb. 18, 1826. He stated, that the day before yesterday, whilst at his usual employ- 
ment, he struck his right eye with a skin of leather, which at the time caused him great pain 
and uneasiness. At this time there is an erysipelatous inflammation extending around 
the organ, but more especially on the lower lid and adjacent portion of the cheek, in 
the centre of which there is a hard and indurated lump, more prominent than the rest, 
feeling like carbuncle. It has a very livid hue, and may be said to have gone into a 
state of gangrene. Since his admission into the hospital, he has not complained of any 
_ particular pain in the part, nor is the constitution apparently much affected ; the tongue 

is but slightly loaded; the pulse feeble. Mr. LAWRENCE made an incision through this 

hard and indurated portion, when a little dark blood escaped. The globe of the eye not 
in the least affected. Two grains of sulphate of quinine to be taken every six hours, and 
six ounces of port wine, daily. 

Feb. 22. The pulse having been quickened last night, the wine has been in conse- 
quence discontinued ; and a dose of house medicine given this morning. 

The tumefaction above the lid still continues, and there is now a distinct line of de- 
marcation around the gangrenous spot before alluded to. The whole of the inflamed 
skin, has a peculiar, hard, brawny feel, very similar to carbuncular inflammation. Mr. 
LAWRENCE stated, that when the man came to the infirmary, there was no unusual vas- 
cularity of the eye; a slight serous effusion only had taken place beneath the conjunctiva 
palpebree. A slight puffiness is observable about the under lid of the corresponding eye, 
but there is no redness. Pulse soft and compressible ; bowels open and tongue moist. 
The quinine to be continued ; the wine resumed, but omitted at night if necessary. 

Feb. 25. Has passed a good night and the condition of the parts is improved. The 
wine and bark, being too stimulating, are both discontinued. A more scarlet or what 
may be termed phlegmonous inflammation now surrounds the dark gangrenous portion 
of skin, which is about the size of a half crown in extent ; and the contiguous parts have 
a less brawny feel. Pulse 90, soft, and the patient free from any particular pain. Wears 
a poultice to the part and takes saline mixture. 

March 1. But little constitutional derangement is manifest. The eye examined to-day, 
but presented no unnatural appearance. Neither of the tarsi are implicated, although 

_the swelling commences immediately below the lower one. To continue as before. 

Mr. LAawRENcE observed, that BEER only mentions two cases wherein such a sudden 
change had taken place, and those resulting from the sting of bees, whereas, in the pre- 
sent instance, the mere contact of the leather had produced it. He also remarked that 
the only author who had mentioned any case like the present was M. DELPEcH of Mont- 
pelier, who has described two or three cases as occurring in butchers and tanners, where 
the parts went into a state of mortification in the space of a day or two after the occur- 
rence of the accident, although there was no severe contusion of the parts. He ascribes 
it to some peculiarity in the skin with which they were struck. 

March 7. The process of separation goes on favourably; that portion of the slough 
which is nearest the eyelid has become detached, and is found to extend to some depth. 
The bowels are kept open by medicine, and a poultice is applied to the part. 

March 10. A portion of the slough was removed to-day. For the last two days, as 
he has had a feeble pulse and complained of great weakness, six ounces of wine, daily, 
have been allowed. 

March 13. The whole of the slough has now been detached, and, as was suspected, 
the tarsus is quite undermined along its central part, which has caused its dropping, 
and, consequently, a degree of ectropium. The surface of the sore discharges pretty 
freely, but has a healthy aspect. Continue as before. 

March 16. Every thing to be omitted but the wine. 

March 19. The edges of the sore have already considerably approximated, and the 
granulations have nearly rendered it a mere superficial ulceration. Continue as before. 
Mr. Lawrence says, that he shall be obliged, at a future period, to remove the everted 
portion of the conjunctiva palpebre. ’ 

March 23. The ectropium is lessened, and cicatrization of the sore only now remains 
to complete the cure. ‘The man was permitted to leave the hospital, and to continue his 
visits to the Eye Infirmary if he found necessary. 

In reference to this case LAWRENCE observes, in his note, “the essential circumstances 
of this case were a reddened and thickened state of the skin on the cheek, just below the 
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_eye-lid, presenting, at the first view, the aspect of incipient erysipelas ; speedy morti- 
fication of the reddened part, and its slow separation, the mortification including the 
subjacent textures, so that the cicatrix was fixed to the bone, and the lower lid partially 
drawn down; absence of constitutional disturbance. 

“ In the other instances,” he continues, “both of which were persons employed in a 
horsehair manufactory, the skin had sloughed before they came to the hospital. The 
affected portions were circular, the size of a shillin g in one, on the front of the chest; that 
of a sixpence in the other, on the fore arm. There were no other local symptoms, nor 
the slightest constitutional disturbance.” 


TURCHETTI (a) has given, under the name of Anthrax, an account of some cases of malig- 
nant pustule, which occurred in 1841, after eating diseased flesh of cattle which had 
died of an epidemic anthrax of the tongue, and had been sold in the market of Fucee- 
chio. In some persons, small, and very painful tubercles, with a red areola, or small 
whitish pustules, encircled with purple or violet, appeared on the face, lips, neck, or 
arms, gradually increasing in size until in the space of from one to three days they 
presented the genuine characters of anthrax. In the greatest number of these cases the 
slough separated in the course of a week, leaving a more or less healthy ulcer, which 
cicatrized speedily. In the more severe cases the pustules ran together, the inflamma- 
tion spread like erysipelas, with extensive livid swelling and obstinate disorder of the 
alimentary canal. The sloughs did not separate for a fortnight, and left very foul 
ulcers, which healed with great difficulty. Two elderly persons died of this disease. A 
young man, eighteen years old, was attacked twenty-eight hours after taking this food 
with an anthrax on the left upper eyelid, whence followed mortification of the whole 
of that side of the face and neck, and part of the chest. At the end of a fortnight the 
slough cleared off, leaving an enormous ulcer, which suppurated freely and healed 
slowly. 


Dr. WAGNER (6) relates several cases of malignant pustule produced in man and 
beasts, both by contact and by eating the flesh of diseased animals, which happened at 
the village of Striesa in Saxony. On the 13th of July, 1834, a herd of cattle having 
been brought from the pastures to the village, the bull fell to the ground, and was in- 
capable of getting up again. Supposing that it had met with some injury in the loins 
which would render it useless, it was destroyed by shooting through the head, as hap- 
pened to be most convenient, and then, having been dressed and cut up by two labourers, 
the meat was distributed among the villagers. A few days after, some more cattle on 
the same farm died, and were skinned by the same persons; but the meat was not used 
as food, as almost all the persons who had eaten of the first beast had felt more or less 
unwell, mostly, however, complaining only of weight at the pit of the stomach, and pain 
in the belly, without fever: but, several, especially the two persons who had both 
dressed the animal and also eaten its flesh, complained severely of soreness of the limbs, 
dizziness and debility. Between the 15th and 18th of the month several more beasts 
dropped and died without any previous illness. On examining their bodies the spleen 
was found completely gangrenous and in so broken up a state that when cut into it pre- 
sented a black paste-like mass, which readily flowed out: there were also other inflamma- 
tory marks in the belly, and hydatids here and there beneath the skin, especially about 
the neck. One of the flayers, notwithstanding his uncomfortable feelings, proceeded to 
a village three leagues off, which he accomplished; but, on attempting to return, was 
attacked with colic and vomiting, and some hours after was found on the ground suffer- 
ing severe pain, and passing black blood by stool; his limbs were cold, and soon became 
attacked with cramp; the whole body like ice ; the eyes sunken; and he died vomiting, 
passing bloody stools, and under great anxiety. One widow woman, of thirty years, 
who had eaten the flesh, but otherwise not touched the animal, complained of oppression 
at the heart, and weight of the limbs, had a black pustule on the thigh, felt herself very 
ill in the evening, went to bed, and early in the morning was found dead. Other per- 
sons had pustules on different parts of the body. Two very remarkable cases occurred 
eight days after any beast had been affected with diseased spleen; both were women, 
one of twenty-six, and the other of fifty years, and in them the pustules were well 
marked, and the general symptoms similar to the other cases. The latter patient said 
she had been bitten by a fly upon the back of the neck, at which part the carbuncle 
appeared; and the former, that she also had been bitten on the right upper arm, by a 

(1) Sopra aleuni casi di Malattia Carbonchiosa (b) Uebertragung des Milzbrandgiftes auf Men- 
nata per ingestione delle carni di bue perito di | schen und Thiere sowohl durch Beriihrung, als 
glosso-anthrace ; in OmoprEr’s Annali Universali di durch Genuss des Fleisches; in HUFELAND’s and 


Medicina, vol. cii. p. 276. 1842. Osawn’s Journal der practischen Heilkunde, Octo- 
ber, 1834, p. 1. 
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gnat. Upon inquiry, Wacner found that the skin of one of the infected beasts had been 
hung on a neighbouring wall, and thought it very possible that the insects might have 
been attracted to them by the smell, and had thence conveyed the poison. 

A very interesting paper upon malignant pustule has within the last two years been pub- 
lished by Dr. Bourceots (a) illustrated with numerous cases. He states that the disease 
appears in from one to three days on the point where the virus charbonneux has been depo- 
sited, as a little reddish spot almost always of a deep hue, sometimes accompanied with 
itching, at other times without. It resembles a gnat-bite, is very ephemeral, and soon fol- 
lowed by a little vesicle slightly puckered, of the same colour, containing a small drop of 
reddish serosity. Sometimes, instead of this mark, the vesicle is preceded by a solid 
pimple as big as a pin’s head, more or less brown and rosy in some cases. The vesicle 
thus formed is accompanied with a sensation of great itching, and sometimes shivering, 
but is rarely painful. The patient scratches off the vesicle with his nail, and the itching 
generally ceases for a few hours, after which, around the scratched pimple, which is 
dry and yellowish, a regular circle of vesicles, similar to the first, but larger, are 
formed. In the centre of the circle, now only a few millimetres in diameter, a little 
brownish depression, deprived of its cuticle, and formed by the skin, on which rests the 
primitive ampulla, mortified, and forming a dry and very hard scar, and including the 
whole thickness of the skin. This continues enlarging, and fresh vesicles are formed 
around its margin. In from twenty-four to forty-eight hours the flesh on which the 
pustule rests swells, hardens, and forms a tumour more or less sensible, rarely deficient, 
and generally roundish, but sometimes oval, and of variable size; this he calls the 
tumeur charbonneuse, on the top of which, but rarely occupying its whole extent, is the 
pustule. That part not covered with vesicles is of a livid red, and spreading more or 
less on the neighbouring tegument. The middle part of the tumour is especially de- 
pressed, but the whole limb, head, trunk, or several of these parts, may simultaneously 
acquire an enormous size. As the pustule continues increasing, the redness spreads 
further, and fresh vesicles are developed. At this time the parts, if touched, have, in 
many cases, a hardness equal to that of a schirrous breast, but gradually soften at a 
greater distance from the centre, become tremulous, and even cedematous. But 
Bourceots says he has never noticed the emphysema mentioned by authors, and copied 
by one writer from another. The heat of the diseased part, at first very great, by 
degrees diminishes, till it becomes quite cold. On the limbs red tracks of inflamed 
superficial absorbents are constantly noticed. 

Before the parts in the neighbourhood of the tumour swell, there is most generally 
constitutional impregnation ; the patient has lassitude, headache, the tongue is covered 
with a whitish coat more or less thick, the appetite diminishes, the pulse is full, rather fre- 
quent and soft. More rarely these symptoms do not appear til] the disease is accompanied 
with considerable swelling. 

If the disease be not arrested, the swelling extends more and more ; the parts become 
enormously swollen, the phlycteene increase in number, and the scar in size, with 
scarcely any pain, but there is only weight and numbness of the affected parts. The 
general symptoms, however, become more formidable, the pulse small, quick, narrow, 
depressible and irregular; frequent vomiting of yellow or greenish bilious matter ; 
violent thirst, faintings ; singing in the ears; somnolence; urine scanty, red and brick- 
dusty ; difficult motions, but at other times, and, very rarely, very fetid purging; the 
skin, at first hot and perspiring, becomes covered with cold clammy sweat ; respiration 
more or less difficult; in the greater number of cases the intelligence remains undis- 
turbed, but in some there is violent delirium. Subsequently the pulse ceases at the 
wrist, the body is covered with a cold sweat; the voice quenched ; the’ skin becomes 
bluish ; there is a sensation of burning heat within the body; unquenchable thirst ; 
threatening suffocation ; the patient cannot sit up; no urine; extreme anxiety, and 
finally death puts an end to this frightful condition, generally without pain. — 

Bourceots says, that he has never observed the dull delirium mentioned in books, 
and that, with the exception of one case in which the patient had evidently an affection 
of the brain, all he saw were sensible to the last. Nor has he ever seen the enormous 
eschars attacking all the soft parts of a limb or spreading to a great extent, as mentioned 
by writers in general. ' : 

Authors have usually divided the disease into four stages, without including that of 
the incubation of the disease: these, however, BourGEoIs considers arbitrary, and 
thinks that there are only two distinct periods in the course of malignant pustule; the 
first commences with the appearance of the primitive malignant spot, which he calls the 


(a) Mémoire sur la Pustule Maligne, spéciale- © Archives Générales de Médecine, &c., Fourth 
ment sur celle qu’on ohserve dans la Beauce ; in Series, vol. i. pp. 172, 334. 1843. 
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local period or first period. The second, which he designates under the name of the 
period of impregnation or intoxication, commences with the first general symptoms and 
terminates only with death or cure.” The course of the disease is very variable ; it 
may terminate in two or three days or extend to the fourteenth. The first period is ge- 
nerally the shortest but he has noticed it running on to the fifth day ; the second varies 
from thirty-six hours to eight or nine days. | 


For the Literature of Malignant Pustule, see p. 97. 


35. Hospital Gangrene ( Gangrena nosocomialis, Lat.; Hospitalbrand, 
Germ.; Pourriture @hdépital, Fr.) consists of a peculiar decomposition 
of organic parts appearing under manifold forms. A wound or sore 
begins to be painful, the edges inflame, the suppuration becomes less and 
of a serous character. Some days after, on certain parts, or on the whole 
extent of the wound appears a whitish, thin, semi-transparent membrane 
pretty firmly connected with its surface, which increases in thickness 
and extent, and gives the whole surface a grayish-white appearance. 
This mass cannot be removed, and, if it be attempted, only a part of 
the whole which is firmly connected with the wound, can be removed. 
The wound increases in all directions; the edges become still more pain- 
ful, oedematous, and the oedema spreads. Sometimes hospital gangrene 
commences also with painfulness of the suppurating surface ; but upon it 
are observed more or less deep cavities, the edges of which are dusky red, 
and covered with yellowish, white, consistent pus. These ulcerous spots 
increase and run together; a bloody ichorous fluid is secreted, and the 
surface of the sore increases in all directions. Lines of inflamed lymphatic 
vessels commonly stretch to the neighbouring glands. The destruction is 
often restricted to the cellular tissue; but, in more decided cases, the 
muscles and all parts without distinction are destroyed. Bleeding often 
occurs from the destroyed vessels. The bones resist for a long while, but 
finally give way. 

With these local appearances there is always loss of appetite, pain in 
the region of the stomach, disposition to vomit, costiveness, loss of sleep, 
a quick and rather weak than strong pulse, hot skin, great anxiety, and 
restlessness. In the more severe form of the disease all the symptoms of 
typhus fever come on. ‘These general symptoms often precede the local. 
The severity and course of this disease as well as its continuance vary in 
different persons. If it be long continued or often recur, hectic fever and 
exhausting purging at last set in. 

In some cases the hospital gangrene arises in form of a little inflamed pimple or 


vesicle, without any preceding injury to the part being perceptible(a). Hospital gan- 
grene is quite different from the scrofulous complication of sores and wounds. 


[Liston (6) gives the following brief account of hospital gangrene, as it appeared in 
University College Hospital, in the year 1841. The case he mentions followed the 
removal of some metacarpal bones and fingers. “All at once, the stump, which had 
been healing kindly, assumed a carious appearance; it became enormously swollen 
within a few hours, and profuse hemorrhage took place, which there was considerable 
difficulty in stopping. This might have been, and was sure enough by some who saw 
it, taken for malignant disease; but it was exactly like what I had seen before in un- 
healthy seasons, and in badly-regulated hospitals. ‘The season was a very severe one; 
there had been a great snow-storm, with very cold weather of long duration. Not 
many days passed over before a number of wounds assumed the same appearance ; the 
parts got puffy round about them, the discharge became slimy and tenacious, very 
putrid; and bloody fetid gas filled the cellular tissue around them. They extended 
rapidly, presenting a circular form. Many patients lost a considerable quantity of 


t a) THomson, as above, p. 460. 
(b) Lectures on the Operations of Surgery, &c., in Lancet (New Series), vol. i. p. 57, 1844-5. 
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blood; in fact, we were visited by a rather rare disease, hospital gangrene, one which 
I trust I may never see again. Luckily, out of a good many patients who were so 
attacked, and in all parts of the hospital almost simultaneously, not one perished. 
Many of the wounds and ulcers were frightfully extended; but they speedily got clean, 
and healed soon afterwards very kindly. * * * After the Separation of the sloughs, a 
circular clean granulating surface was left. We were at a loss to account for this in- 
vasion: there was nothing as regarded the hospital, its ventilation, or drainage, or 
management, the dressing of sores, &c., that could be blamed. The disease came upon 
us suddenly, and as suddenly disappeared; and I need not tell you that we have seen 
nothing of the kind since.” 

My friend Arnorr informs me that in J anuary, 1835, in one of the female wards of 
Middlesex Hospital three cases occurred which might be classed under the head of 
hospital gangrene, of which the following is a short account :— 

Case 1.—The disease attacked a common ulcer of the leg ; the surface became black 
and pulpy, with a broad very red margin of integument, a raised edge, and great 
pain. From the size of half-a-crown, the disease extended and occupied, ere it was 
stopped, a space of a large wash-hand saucer, exposing the muscles and bone. It was 
arrested by the application of pure nitric acid, and the removal of the patient into 
another ward. 

CasE 2.—The disease appeared on an ulcer by the side of the anus, presented the 
same character, but was arrested by balsam of Peru, locally, and a grain of opium every 
six hours, internally. The disease recurred, and the patient was removed from the 
hospital. 

Case 3.—A punctured wound of the chest did not heal, but that of the integument 
enlarged by the conversion of the tissue into a grayish pulpy substance, (not black, 
and without the fiery margin and intense pain of the other cases,) more like phagedeena. 
It was stopped by balsam of Peru. “I have never seen,” he says, “a similar case 
in the Middlesex Hospital before or since.” 

I have mentioned the above cases of hospital gangrene, because they are, as far as I can 
ascertain, the only instances of the disease which have been seen in either of the London 
hospitals for many years. Cases occurred many years since in the old Westminster 
Hospital, and also in the York Hospital at Chelsea, which latter being a military esta- 
blishment, the disease was believed to have been brought home by the sick and 
wounded soldiers from abroad. With these exceptions, I have the best grounds for 
stating that in no other hospital in London has it existed in the memory of either of the 
_ present surgeons; so that it is a disease entirely unknown to them, excepting to the few 
who have seen it elsewhere. 


LAWRENCE (a ), speaking of sloughing phagedzena, observes “ that these occurrences 
generally take place in women of the town under the particular circumstances I have now 
stated ; but it is by no means exclusively confined to cases in which the origin might be 
supposed to be venereal. I remember a very bad instance in this (St. Bartholomew’s) 
hospital, in a case that was under the care of Dr. LatHam, by whom I was requested to 
see it on account of the sloughing phagedena. It was a young woman who had had the 
small pox very badly. The disease had rendered her very weak, and diarrhcea came on. 
There was a considerable discharge from the vagina, and a constant moisture of the 
parts by a discharge from the rectum. Thus the skin of the nates became highly in- 
flamed, and in fact a large excavation of sloughing phagedzena formed on each buttock, 
and she was reduced to a very low state by the disease. Dr. Laraam asked me what 
I thought could be done; and, having examined her, I thought badly of the case, but 
that we might destroy the excavations in her buttocks, which were nearly as large as a 
good sized teacup, and possessing all the characters that I have mentioned. They were 
treated by nitric acid applied with lint wrapped round the end of a probe till the sore was 
saturated with it, and a brown escar produced; the surrounding parts having been pre- 
viously well dried, to prevent the spreading of the acid beyond the sore. Port wine 
was liberally allowed her and she got well. This was a cause of a common kind, in 
which you could not ascribe the effect to syphilitic disease. Now, as far as I can un- 
derstand the affection called hospital gangrene, it is the same as the sloughing pha- 
gedeena I have now described.” (p. 454.) I think there is little doubt that this was a 
case of hospital gangrene and not of the so-called sloughing phagedena. But it is 
difficult to make out whether Lawrence holds them as distinct or as the same disease ; 
though probably the former, as, in speaking of “ the treatment” of hospital gangrene, 
specially, he says, it, “in other respects, is the same as I have mentioned for sloughing 
phagedena.” (p. 455.) 


(a) Lectures, as above. 
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I cannot agree with SamueL Cooper, that the sloughing phagedena, of which an ac- 
count, founded on the cases to which Lawrence refers in his Lectures, is given by 
WELBANK (@), “certainly resembles hospital gangrene,” as described in books. The 
sloughing phagedzena was certainly an endemic supervening on venereal excoriations 
or sores, and not hospital gangrene. I shall advert to it hereafter, in speaking of 
chancre, or venereal ulcers. 

The only cases that I have seen, with the slightest resemblance to hospital gangrene, 
were the sloughy stumps now and then occurring, perhaps more frequently during those 
years, formerly, when our wards were much troubled with erysipelas. The operation 
would either seem to be going on favourably for two or three days, the patient com- 
fortable, and adhesion in progress, when a sudden change would set in, the stump 
become painful, swollen, hard, and red, the un-united part become sloughy, and the 
united part falling asunder, and soon also becoming sloughy; or, the stump never 
making any attempt at union, but soon becoming painful, swollen, and sloughy. In 
either case, the patient himself hot, dry, flushed, with brown tongue, and foul alvine 
discharges, the pulse quick, irritable, delirium and death supervening. I said such 
cases occurred, perhaps, more frequently when erysipelas was rife; but they really do 
happen when no erysipelas is in the ward at the time, nor has been for many months, 
and they occur not unfrequently in primary amputations in stout persons who have 
been accustomed to large quantities of beer or spirits, or of both, and from which they 
are not unfrequently entirely at once (and, as I consider, improperly) debarred ; and 
hence, with a greater call than usual upon the powers of the constitution, are left to 
meet it with diminished means. Such cases are to be considered merely as resulting 
from want of power; but they are never epidemic or contagious, and must not be con- 
founded with, hospital gangrene, which, however frequent it may be elsewhere, is, in 
London, at the present time, and has been for years, unknown by personal experience 
to most hospital surgeons.—J. F. S.] 

36. The characteristic of hospital gangrene is its quick extension and 
the decomposition of the tissues without any special residue ; if the grayish- 
white mass in certain cases be not so considered. Hospital gangrene is 
an extension of a wound or of a sore intermediate between ulceration and 
mortification. 

37. The cause of hospital gangrene is the operation of a peculiar 
contagious matter, either upon wounds and the ulcerated parts or upon 
the whole body. The contagion develops itself usually in hospitals, 
where the air is deteriorated, many patients huddled together, and the 
bandages not kept clean; specially in unhealthy places, as gaols and 
so on. We know not how long the contagious matter may retain its 
activity. Probably the constitution of the atmosphere, the weather and 
climate influence the development and character of hospital gangrene. 
The susceptibility to contagion is not diminished by its having once been 
acted upon; on the contrary, it seems to have increased. ‘The contact of 
the contagious matter with the wound is either the consequence of 
want of care in dressing it, its long exposure to the action of the 
air infected with contagion, or its having been covered with bandages in 
which the poison is retained. The contagion may happen to every person, 
and in every kind of wound and ulcer: it rarely, however, alters specific 
ulcers, whilst on the contrary a bilious constitution, mental affections, 
great feebleness, typhus fever, appear to be most favourable to it. The 
character of the disease itself may be changed by the constitution of the 
patient, and by the state of the weather; it may even become inflamma- 
tory, in which case the wound is encircled with a red ring, the pain 
is severe and throbbing, the pulse quick and hard, and the bleeding which 
occurs produces relief. Hospital gangrene is always a very dangerous 
complication of wounds and sores. Accidental circumstances may render 
the danger still greater ; for instance, if it be impossible to give the patient 


(a) Medico-Chirurg, Trans., vol. xi. 182]. 


DIVISION OF INFLAMMATION. 71 


attacked with the disease better air and better nursing, and so on. Left 
alone, hospital gangrene is usually fatal. If it have proceeded to a certain 
extent, art is rarely of any avail. 

For the Literature of Hospital Gangrene, see p. 98. 

38. After the appearances and terminations of inflammation, which have 
been described in general terms, we now come to those variations which 
inflammation may offer to our notice. 

The existence of inflammation depends always on unnaturally raised 
vital processes: manifold circumstances, however, may change the ap- 
pearances and course of inflammation, and these changes are only to 
be considered as modifications of simple inflammation; and the more so, 
the less they correspond to what we understand by increased vital action. 
The inflammation may be classed, lst, according to its appearances 
and course ; 2nd, according to its causes; 3rd, according to the structure 
of the parts attacked. 

39. If the infammation make its appearance with a certain intensity 
of its symptoms, and proceed rapidly, it is called acute ; but, contrariwise, 
chronic, when the intensity of the symptoms is slight and their duration 
protracted, which condition may be either primitive or consecutive, de- 
pending on the constitutional condition. In regard to its character 
inflammation is further divided into simple, erethitic, torpid, malignant, 
and obscure. In simple inflammation all the symptoms of inflammation 
are present in a corresponding degree; it runs a speedy and most com- 
monly satisfactory course; it is almost peculiar to strong persons, who 
have good health ; its termination, if not resolution, is generally suppura- 
tion. The erethitic and torpid character of inflammation are merely 
modifications according to the constitution of the patient and the degree 
of the inflammation. In the erethitie inflammation the symptoms have 
_ not the same degree of severity as in simple inflammation ; the sensibility 
is, however, distinctly increased, and it therefore especially appears in 
persons of delicate constitution. The torpid inflammation has a re- 
markably tedious course, and its symptoms seem to depend rather upon 
a local obstruction of the circulation in the capillary-vascular system 
than upon an accelerated vital activity ; all the signs of active congestion 
are wanting, the part is not bright red, but dusky and brownish. It 
occurs specially in weak, reduced, cachectic subjects. Simple inflamma- 
tion may also, under improper treatment, assume a torpid character. Malig- 
nant inflammation (Lnflammatio maligna, gangrenosa) is often painless, 
or accompanied by an obtuse, heavy pain and dusky redness: its cause is 
sometimes manifest as the effect of deleterious or contagious matter; at 
other times, it is unknown: it supervenes on typhus and putrid fevers, 
and usually runs into gangrene. Obseure inflammation (Inflammatio 
occulta, clandestina) is that which is little or not at all indicated by 
symptoms. 

40. Inflammation is divided, according to its different causes, into 
idiopathic, symptomatic, specific, and sympathetic. Idiopathic inflam- 
mation is the consequence of external violence; it exists as a local 
disease, and its severity is regulated by the degree of the injury and the 
condition of the subject. Symptomatic inflammation, at least the definite 
form under which it first appears, depends on internal causes, and the 
inflammation itself is to be considered only as a reflection of the general 
disease. If this be of a specific nature, as syphilis and so on, the inflam- 
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mation is said to be specific. Sympathetic inflammation is the conse- 
quence of a consensual change in the mutual relations which one part 
holds to another, by which their diseased affections become shared by both. 
The metastatic inflammation which passes from one organ to another is 
in close connexion with the sympathetic. 

Symptomatic inflammation is either the original symptom of general disease, or an 
originally idiopathic inflammation acquires, through the general disease, a definite 
character. 

41. In whatever part inflammation may occur, its peculiar seat is always 
in the capillary-vascular system. But its symptoms vary according to the 
different conditions of the affected part. 

Inflammation of the Skin, if not severe, terminates in resolution with 
scaling of the cuticle, and not unfrequently also with dropsical swelling. 
In a more active inflammation a fluid is poured out beneath the cuticle 
producing vesications and pustules. If the inflammation be tedious with- 
out being active, the cuticle is destroyed; the fluid poured out by the 
exposed vascular net thickens into crusts. If the inflammation extend to 
the subjacent cellular tissue, it is generally severe and runs into suppura- 
tion. 

Inflammation of the Cellular Tissue is usually accompanied with much 
ill-defined redness, with firm elastic swelling, much tension and throb- 
bing pain; it does not resolve except it be in a mild form; its usual 
termination is suppuration, not unfrequently gangrenous destruction of 
the cellular tissue. 


[This important affection of the cellular tissue, which has only within the last 
twenty years been particularly noticed, though commonly spoken of under the common 
title of erysipelas, is described more at length by our author, at page 103, “as a 
metastatic deposit in the cellular tissue, and one of the causes of his Erythema symp- 
tomaticum seu consensuale. Doubtless, it may be, and occasionally is, metastatic; but, 
generally it is idiopathic. It has of late years become common, and is a very rapid and 
dangerous disease, unless early and properly treated. Its importance is so great, that 
it is as fully entitled to a proper chapter as erysipelas, from which it most decidedly 
differs. But it will be, perhaps, more convenient to insert what I have to add where 
the subject comes under consideration in our author’s arrangement, rather than to 
remove and drag his paragraphs into places for which he had not intended them, under 
pretence of making his meaning more clear, as if the author did not best understand 
his own view of the subject he discusses; a proceeding which has been occasionally prac- 
tised in English translations, which I think cannot be too much deprecated, and the 
least inconvenience of which is, that it is not unfrequently impossible to refer from the 
original to the translation, or from the translation to the original.—J. F. S.] 


Inflammation of the Glands mostly exhibits not very acute but rather 
dull pain, no great heat, very solid circumscribed swelling, which also 
extends itself into the surrounding parts. Its termination is similar to 
that of inflammation in the cellular tissue, except that glandular inflamma- 
tion most commonly assumes a chronic character, and then easily passes 
into hardening. . 

In inflammation of the Mucous Membranes, their secretion is stopped 
at the onset ; at the same time, increased warmth and sensibility, heavy 
pain and great redness make their appearance, a secretion of thin some- 
what acrid fluid, the thickness of which increases, becomes creamy, and 
of perfectly mild character. No tissue so readily as the mucous mem- 
brane acquires a morbid disposition to inflammation. When affected 


with long-continued inflammation their spongy cellular tissue becomes . 


loosened, swelled, thickened, and the vegetation on it often is so changed 
that new formations, polypous excrescences, are developed. In active 
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inflammation, or in long-continued flow of mucus, ulceration and destruc- 
tion of the underlying parts frequently occur. Very rarely do inflamed 
mucous membranes become adherent. 


[In reference to the kind of inflammation which occurs in mucous membranes, HUNTER 
says :—“ In internal canals, (I make a difference between an internal cavity and a canal ; 
they are very different in their construction, their uses, and also their mode of action 
in disease are very different,) where adhesions in most cases would prove hurtful, the 
parts run immediately into the suppurative inflammation, the adhesive inflammation in 
common being excluded ; such parts are the internal surface of the eyelids, nose, mouth, 
trachea, air-cells of the lungs, esophagus, stomach, intestines, pelvis of the kidneys, 
ureters, bladder, urethra, uterus, vagina, and indeed all the ducts and outlets of the 
organs of secretion, which all these parts mentioned may be in some degree reckoned, 
and which are commonly called mucous membranes. In such parts, if the inflammation 
is but slight, the suppurative in common takes place, which is almost immediate, as it 
is not retarded by the adhesive stage, which accounts for the quickness of suppuration 
of these parts in many cases. * * * Since those surfaces are, in general, secreting sur- 
faces, suppuration would appear to be only a change in the secretion; and I think I 
have visibly seen, or could visibly trace, the one change gradually leading into the 
other ; the different parts, therefore, of which the pus is composed, will not always be 
in the same proportion, so that the matter will seem to vary from true matter towards that 
of the common secretion of the part, and vice versd; but this does not alter the position, 
for it is common to matter from a sore, and even common to our ordinary secretions. 
Ifthis inflammation which produced suppuration on those surfaces becomes more violent, 
or has something of the erysipelatous disposition, we find that it moves from the suppu- 
rative to the adhesive, and throws out the coagulating lymph.” (p. 241, 2.)] 


The Serous Membranes have great disposition to inflame; the inflam- 
mation is very painful, usually appears suddenly, spreads quickly, and 
easily passes into resolution, adhesion, transudation, and mortification, but 
rarely into ulceration. Serous membranes often thicken, either by the 
cellular tissue upon their external surface or by plastic membranes, or even 
in their own proper substance. Chronic inflammation of serous membranes 
appears mostly in the form of dropsical affections. 


[Serous membranes are the circumscribed cavities which, with “the cellular membrane 
or the body in general,” belong to the first order of parts into which the body is divided 
by HunTEr, and in relation to which he observes :—“ When inflammation takes place in 
the first order of parts, it is commonly the adhesive; but it will be according to circum- 
stances whether the suppurative or the ulcerative follows first.” (p. 253.) “The 
adhesive inflammation serves as a check to the suppurative, by making parts which 
otherwise must infallibly fall into that state, previously unite, in order to prevent its 
access, as was described in the adhesive inflammation being limited ; and, where it 
cannot produce this effect so as altogether to hinder the suppurative inflammation itself 
from taking place, it becomes, in most cases, a check upon the extent of it” (p. 3653) 
of which inflammations of the pleura, or surface of the lungs, presents a good example ; 
“the adhesive inflammation takes place, and the surfaces are united, which union going 
before the suppurative confines it to certain limits, so that distinct abscesses are formed 
in this union of the parts; and the whole cavity of the thorax is not involved in a general 
suppuration.” (p. 366.) 

The peculiar disposition of serous membranes to assume in preference adhesive inflam- 
mation is remarkably contrasted with the equally special preference of mucous mem- 
branes for the suppurative inflammation. The construction of closed cavities by the 
serous, and of canals by the mucous membranes, afford the ready explanation of these 
peculiarities. Any opening, therefore, in a serous membrane puts it in an unnatural 
condition, and, consequently, if it were attacked with suppurative inflammation, the pus 
produced requiring an aperture for its escape, such unnatural state would be induced, 
and the functions of the membrane interfered with or destroyed: therefore, most 
commonly, adhesive is the kind of inflammation occurring, which only diminishes the 
cavity (the lesser evil) without opening it; and when, more rarely, suppurative inflam- 
mation ensues, it is most usually shut off from the general cavity by adhesive inflammation, 
as in spurious empyema; and only in few cases existing without such adhesion, Whilst, 
on the contrary, were mucous canals attacked with adhesive inflammation, they would 
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be at once blocked up and the most dangerous consequences ensue, as occasionally 
observed in croup, and so on; but they prefer suppurative inflammation, and no such 
danger accrues.—J. F. S. 

The inflammation of serous membranes sometimes runs on to suppuration. This was 
noticed by Hunrer, who observes :—“In spontaneous suppurations, one, two, three, 
or more parts of the inflammation lose the power of resolution, and assume exactly the 
same disposition with those of an exposed surface, or a surface in contact with an 
extraneous body. If it is in the cellular membrane that this disposition takes place, or 
in the investing membranes of circumscribed cavities, their vessels now begin to alter 
their disposition and mode of action, and continue changing till they gradually form 
themselves to that state which fits them to form pus. * * * From hence it must appear 
that suppuration takes place upon those surfaces without a breach of solids or dissolu- 
tion of parts, a circumstance not commonly allowed ; and, when got beyond the adhesive 
state, they become similar in their suppuration to the inner surfaces of internal canals.” 


(p. 378.) } 


In inflammation of the Fibrous Tissues the pain is sometimes very 
severe, sometimes changeable, deep-seated, increased less by pressure than 
by the motions of the part, the warmth is much increased, the swelling, 
according to the difference in structure of the neighbouring parts, some- 
times hard, sometimes soft, the redness slight, often scarcely discernible, but 
often far outspread. Its terminations are resolution, metathesis, gouty: 
concretions, gangrene, and suppuration, which is confined to the cellular 
tissue connecting the fibres together, whereby a laminated arrangement 
is produced. 

Inflammation of the coats of Arteries (1) is either generally diffused, with 
violent pulsation of the heart and arteries and high fever ; or it is confined 
to one spot, when the symptoms are commonly obscure. Theacute partial 
inflammation of arteries commonly runs into adhesion ;_ the chronic, which 
mostly depends on diseases with little power, into thickening, loosening, 
ulceration, deposition of calcareous masses, whence (2) commonly results the 
origin of aneurisms. 


[(1) Arteritis, as itis now generally called, is, probably, if idiopathic, an inflammation 
of the internal only, and not of all the coats of an artery, but, if traumatic, arising 
either from wound, from ligature, or more extensive pressure and the like, or if 
the inflammation have been communicated to the artery from neighbouring diseased 
parts then all the coats of the vessel become affected, and may pass through the various 
forms of inflammation. “The active and violent pulsations,” says BourLLaup (a), which 
the arteries in the neighbourhood of a very acute whitlow perform are the type of those 
which characterize general arterial irritation. And he also observes, that there is 
besides the increased force of the arterial pulsations, a sensation of heat and uneasiness 
in the region which the inflamed artery occupies.” (p. 411.) 

Redness, thickening and friability are the appearances described as presented by the 
internal coat of an artery under acute inflammation ; the redness and thickening from 
swelling of the membrane occurring simultaneously. 

Hopeson (6) describes four cases, in the first of which the internal coat of the aorta was 
of deep red colour ; a great effusion of lymph had taken place into its cavity, and become 
very intimately connected with the internal coat, and a plug of the lymph extending into 
the left sub-clavian artery nearly obliterated its cavity : these appearances accompanied a 
violent pneumonia. In three cases, viz. of carditis, pneumonia and bronchitis, he also 
saw it, but the effusion of lymph was less ; in one case the aorta was throughout of a deep 
scarlet colour, and a little above the semi-lunar valves the coats of the aorta were dis- 
tended with lymph. (p. 5.) He also quotes from Porat (c) a case of sudden subsidence 
of measles, in which “the aorta was throughout nearly its whole extent very red, and 
its walls swollen and soft, especially in the thoracic region, near the diaphragm, where 
it was covered with varicose vessels; the internal coat was swollen and softened.” 


(p. 127.) 


(a) Dictionnaire de Médecine et de Chirurgie (b) On the Diseases of Arteries and Veins, &c., 
Pratiques, yol. iii. Article Artérite. London, 1815, 8vo. 
(c) Anatomie Médicale, vol. iii. Paris, 1803. 8yo. 
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Redness, however, is not always present in an inflamed artery, and it often exists 
when there is not any inflammation, when putrefaction has commenced, in consequence 
of the blood transuding. And Bouriaup says:—“It is right to observe, that the 
redness of the internal membrane of arteries, even in the case where one is disposed 
to refer it to acute arteritis, is not produced, at least in the great majority of 
cases, by a capillary injection, but rather by a kind of tinting or fivation of the 
colouring matter of the blood on the internal membrane. Under this new point of view 
the inflammatory redness differs not essentially from that which is called cadaveric.” 
(p. 403.) In inflammation of the whole thickness of the arterial walls, the outer coat is 
generally red, in consequence of the active and free injection of the numerous vessels which 
everywhere penetrate them; and sometimes there is even a slight infiltration of blood. 
Bovuriuaup further observes, that “after the internal coat, or even all the coats of an 
artery has been some time inflamed, it is easily detached in large flakes, the subjacent 
cellular tissue becoming friable.” I apprehend, however, that what he considers as flakes 
of the internal coat are really deposits of adhesive matter upon the coat, and not portions 
ofthe coat itself. The result of acute arteritis is then deposit of adhesive matter, and, as 
already mentioned in one of Hopason’s cases, sometimes sufficient to fill up the tube of 
the artery, though, from the friction of the stream of blood upon the deposited lymph, 
Bovu1Luaup considers that it is drawn into the stream, and that rather the “ inflammation 
determines the coagulation of the blood circulating in the artery, and thus is easily ex- 
plained how the secreted matter in addition to the mass of coagulum, may produce 
arterial obliteration.” (p. 407.) 

Adhesion of the lining membrane, and obliteration of the arterial tube, is one of the 
results of arteritis; but, as will be presently shown, the effusion of adhesive matter, 
and even the coagulation of the blood in the inflamed vessel, do not always cause morti- 
fication of the limb, as DupuyTren would seem to consider; that condition depending 
rather on the number of the vessels affected with inflammation, and the quickness with 
which the adhesive deposit takes place, so that the supply of blood is cut off before the 
collateral circulation can come into play. The usual consequences of inflamed artery 
are seen in the application of a ligature upon an artery, in which case generally the 
collateral circulation is speedily established and no inconvenience to the limb is sustained, 
whilst, on the other hand, occasionally the circulation is restored so slowly that morti- 
fication to greater or less extent ensues. 

The following case of partial arteritis came under my own care, and for its previous 
history I am indebted to my intelligent friend Crisp of Walworth, whose patient he was. 

Thomas Batt, aged 213 years, a grocer’s assistant, about five years prior to the present 
time, (August 1843,) had an attack of rheumatic fever which lasted six or seven weeks; 
and since has had several slight attacks of pleuritis, for one of which he was bled, but 
neither were so severe as to confine him to bed. The bellows‘sound was always heard 
over the region of the heart. On the 7th of Auyust he was seen on account of slight pain 
in the chest, for which he was ordered some aperient medicine with vin. antim. potass 
tart. The pulse at the left wrist was then felt and nothing remarkable observed. 

August 9. a.m. Whilst putting on his waistcoat, he was struck with pain like the 
prick of a pin, about the middle of the left upper arm, and in the track of the brachial 
artery, which continued for about an hour, and during that time his arm “ became dull 
and cold as low as the elbow.” He saw his medical attendant at 10 a.m.; the arm and 
hand were then cold, and no pulsation could be felt below the arm-pit, at which part 
the artery was felt beating, but not forcibly, (90 a minute,) and over it great tenderness 
on pressure. The pulse of the right wrist was 100, and rather more powerful than usual. 
The ailing arm was ordered to be put in warm water for a quarter of an hour. 

43 p.m. In the same state as the morning; but has had five or six times a sensation 
of throbbing in the arm, with tingling and numbness of the fingers. 

10 p.m. As he continued much the same, six leeches were applied to the arm-pit, and 
an opening draught given immediately. ‘ ) 

August 10, A.M. Caustic was applied to the leech-bites, which had bled all night and 
were still bleeding, so that he felt rather faint from loss of blood; but the pulse of the 
right arm is not much affected. No pulsation in the left wrist; but the hand less cold 
than yesterday. There is great tenderness over the commencement of the brachial 
artery. R pulv. colchic., pulv. antim., aa gr.v. hydr.c. cretd, gr. x. quintis horis sum. 

August 11. Much the same: the artery painful on pressure; the powders continued. 

August 13. No change since the last report, except that the tenderness over the 
brachial artery is less and the hand not so cold. His bowels being confined, an aperient 
draught was ordered immediately, and the powders continued. 
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August 15. He came under my care-at St. Thomas’s, and, in addition to what has been 
already mentioned, he says, that he has long had a sense of weakness as if overworked, 
and that during the first day of the attack, the dullness and coldness continued extend- 
ing down to the wrist, but unaccompanied with pain; that for the last two nights his arm 
has been affected with dull aching pain which has prevented his getting rest, but has 
subsided during the day. At present he is free from pain, except when the arm is bent 
or hanging down, under either of which conditions he has pain at the original spot 
in the middle of the arm. He has much tenderness on slight pressure from the middle 
of the arm upwards, and the arm-pit in the course of the artery, but none below. The 
pulsation in the brachial artery below the specially indicated part, is scarcely, if at all 
perceptible, and above it is slight; at the wrist, in the ulnary artery, there is not any 
pulsation, but the radial artery pulsates slightly. The pulse of the right wrist is dis- 
tinct, full and quick. I ordered bleeding from the right arm to twelve ounces, milk 
diet, and lig. ant. potass. tart. 1x. ex mist. potass. citr. 4tis 

August 16. He has been relieved by the bleeding; has less pain and more feeling in 
the arm. 

August 17. A careful examination by the stethoscope indicates regurgitation through 
the aortic valves. 

August 22. Complains of having had occasional shooting pain in the fore and middle 
fingers of the left hand, as if being cut off. No increase of pulsation at the wrist; the 
upper arm is less tender. He complains of having had pain in the sole of the left foot 
two days since, which yesterday extended into the great and second toe, so that he could 
not bend them without much pain; in course of the day the pain subsided at this part 
and attacked the dorsum pedis, where it yet remains, though less severe than yesterday. 

September 5. Pulsation in the left radial artery is now very distinct though small. 

September 26. On examination with the stethoscope, distinct bellows murmur with 
the second sound most decidedly over the aortic valves, and the first loud, short and clear: 
pulse jerking, regurgitation through the aortic valves, and dilatation of the heart. 

October 4. The pulsation at the wrist still continues steady. He complains of having 
cough with expectoration and want of rest at night; is languid and thin, and his health 
not improving. k pil. opti. gr. 1 o.n., which was, on 

October 24. Replaced with tinct. camph. comp. 3j ex mist. amygd. ter in die, and, on 

October 27. The opium was resumed. He has been gradually becoming more languid 
without any very distinct cause. 

November 3. He spata little blood, which continued increasing by degrees till 

November 5. When he spat a large quantity, and died in the evening. During the 
last three days he has been so much exhausted, that it was absolutely necessary to keep 
him up with arrow-root and port wine four ounces daily. 

Examination.—Chest. Some old pleuritic bands on the left side, but none on the 
right; the left pleural cavity containing a considerable quantity of serum. 

Pericardium universally adherent; its free portion separated from the visceral with 
great difficulty. Heart enlarged; its apex wide and rounded: both ventricles enlarged; 
the walls of the left thickened, and those of the right somewhat thinned. Valves on the 
right side perfectly healthy. On the left the sigmoid valve of the aorta thickly beset or 
fringed with vegetations. The curtains of the mitral valve thickened and containing points 
of cartilage and bone. Both aortic and mitral orifices contracted, mainly dependent on 
the thickening of their individual valves. 

Belly. Liver rather enlarged, dark-coloured, and in a state of hepatic venous con- 

estion. 
: Left Arm. Brachial artery high upon the arm over a space of from half-an-inch to 
an inch, of a red colour, and its coats thickened, containing at this point a plug of coagu- 
lable lymph adherent on one side to the lining of the vessel. Below this part the vessel 
was much contracted to the extent of three or four inches, beyond which it again 
resumed its original calibre, and there the orifices of three or four minute vessels were 
perceived. 

Adhesive matter may be deposited between the internal and middle coats of an artery, 
and even pus, of which an instance is mentioned by ANDRAL. The internal coat of the 
aorta “ was elevated by half-a-dozen little abscesses, each about the size of a hazel nut 
and situated between it and the middle coat; the pus contained in these abscesses resem- 
bled the usual pus of phlegmon.” (p. 379.) 

(2) The deposit of earthy matter in arteries generally involves only their coats, 
especially the inner coat; upon the exterior of which the earth is held to be deposited, 
in consequence of the thin internal coat being usually traceable and separable from it, so 
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that the earth is not in immediate contact with the stream of blood. This, however, is not 
always the case, for the lining coat sometimes appears to be deficient, or hangs in shreds 
into the tube of the artery, so that the blood does actually flow in contact with the earthy 
matter, and the latter is occasionally deposited in such quantities that it completely fills 
up the cavity of the artery, rendering it impervious, and converting it as it were into a 
calcareous rod, the particles of which, however, are not in very intimate union: an 
excellent instance of such conversion of the femoral artery is in the Museum of St. 
Thomas’s Hospital. 

The deposition of calcareous matter in the coats of arteries is not restricted to old 
persons ; for PorTaL observes :—“ The vessels of young persons rarely ossify ; instances, 
however, have been noticed of ossifications in the arteries of some children, in whom the 
ossification of the bones had not proceeded far.” (p. 133.) Hopason also mentions, 
that “ George Young possesses a temporal artery, which he removed from an infant of 
fifteen months old, in which the coats of the vessel are converted into a complete tube 
of calcareous matter.” (p. 23.) 

The analysis of the earthy concretions made by BranpE for Hopeson presented 65.5 
of phosphate of lime, and 34.5 of animal matter in 100 parts; the latter consisted chiefly 
of albumen, with traces only of gelatin. No carbonate of lime was discoverable.—J. F.S. 

These earthy deposits are not bone as appears from the following statement of 
MIESCHER (@):—“ Ossifications of all the arteries very frequently occur which are situated 
between the innermost and proper tunic, in form of larger and smaller plates, of which 
the smooth surface turned towards the cavity of the artery, the colour, density and 
toughness very closely resemble true bone ; but, when broken, they always had to me a 
foliaceous or squamous appearance, very like the scales of an oyster-shell ; nor could I 
ever, though often seeking with the microscope, discover corpuscles or canalicules; the 
soft substance left after the addition of hydrochloric acid never presented any definite 
texture.” (p. 46.)j ‘ 


Inflammation of the Veins, when partial, manifests itself by the symptoms 
of inflammation in general ; but, when it spreads further and attacks the 
large venous trunks, then appear violent symptoms, such as a rapid pulse, 
depression, restlessness, delirium, and so on. The cause of inflammation 
of the veins is most commonly external injury. Its terminations are, 
lst, thickening of the venous coats; 2nd, stagnation and formation of 
‘clots; 8rd, effusion of plastic lymph and obliteration; 4th, formation of 
pulsating swelling; 5th, suppuration and bursting of the venous walls ; 
and, 6th, ossification. 


According to CRuvELHIER (6), the symptoms in adhesive phlebitis, as well as in cir- 
cumscribed suppurative phlebitis, are entirely local, and originate in irritation of the 
internal coat of the vein, and in the mechanical obstruction, which, by stopping up the 
veins or the branches of the inflamed venous twigs, opposes the passage of the blood and 
of the lymph. The pain and fever depend on the inflammation, and the edema upon 
the mechanical obstruction to the circulation. In the uncircumscribed suppurative 
phlebitis, the symptoms depend on infection of the blood. The patient passes suddenly 
and without intermission from a state not seemingly dangerous to stupor, prostration of 
power, and to death, like an animal into whose veins pus has been injected. 

[Inflammation of the veins or phlebitis as it is now generally called is far from an 
infrequent disease, and when very active is extremely dangerous. As our author states, 
the cause of this disease is most commonly external injury; but I have known it to arise 
spontaneously in the leg, where the veins have had a varicose disposition. The track 
of the inflamed vein is easily distinguished by its redness, by its feeling like a cord of 
greater or less length beneath the skin, as thick and sometimes thicker than a goose- 
quill with protuberances at uncertain distances corresponding to the situation of the 
valves. This cordlike character depends upon the coagulation of the contained blood, 
“ the coagulating lymph (fibrin) undergoing,” as HunTer (c) observes, “some changes 
in its passage through, the inflamed vessels, which obliges it to coagulate more immedi- 
ately or much sooner than it would otherwise; for, in those cases of inflamed arms after 
bleeding, and in inflammations in consequence of other causes, we find that the cavities 
of the veins are in many places furred over and in others united by means of the coagu- 
lating lymph. Now, if this coagulating lymph is similar in its productions to that 

(a) De Inflammatione Ossium eornmque Ana- ON on nda Pathologique. Paris, 1837. 
tome generali. Berolini, 1836. <to. (c) On Inflammation, &c. 


78 PHLEBITIS. 


which we have been describing, it must have been thrown out from the vasa vasorum, 
these vessels having separated it and poured it into the cavity of the veins, and it 
must there have coagulated immediately: in this separation, therefore, from the blood, 
it must have undergone some change, arising from the action of the vessels ; for, if this 
lymph was no more than the coagulating lymph, with its common properties, or the 
properties common to that which is circulating in the same vein which receives it, it 
would in such cases only continue to throw in more coagulating lymph, in addition to 
what was circulating, and therefore probably it would be carried along with the blood 
to the heart as a part of the common mass. From this we should infer that this coagu- 
lating matter is not simply the coagulating lymph such as it was when circulating, 
but somewhat different, from having undergone a change in its passage through the 
inflamed vessels, partaking of the disposition of those solids through which it passed. 
* * * But this may be taken up in another point of view, and upon the same principle ; 
the infiamed vessels may give a disposition to the blood as it is moving slowly along, to 
coagulate on its surface, and this is probably the more just idea of the two; as we find 
that the vessels both veins and arteries can give this disposition, and to a very great 
extent: we find, in the begining of mortification, the blood coagulating in the vessels so 
as to fill them up entirely, and this, preceding the mortification, seems to be for the pur- 
pose of securing the vessel before it is to give way; we, therefore cannot doubt of a co- 
agulating principle being given to the blood from the vessels.” (pp. 811, 12.) 

Accompanying the redness and cordlike feel there is more or less tenderness, and 
even actual and severe pain. The inflammation continues to extend towards the heart, 
presenting, as it proceeds, the same characters. Not unfrequently a chain of little ab- 
scesses take place generally at the protuberant valves, which burst of themselves, but are 
best laid open. The constitutional excitement varies considerably, sometimes is trifling, 
but sometimes very severe. With constitutional and local antiphilogistic treatment, 
leeching, fomenting and poulticing, the disease, however, is not unfrequently checked, 
the inflammation subsides, and the cordlike condition alone remains, which requires 
some time for its removal. If suppuration in form of little abscesses, as just mentioned, 
occur, the inflammation oftentimes ceases, and the case does well; but, if suppuration 
do not occur, then the disease becomes dangerous.—J. F. S. 

Attention has long been drawn to the severe form of phlebitis; for, more than fifty 
years since HUNTER (a) observed that “in all cases where inflammation of veins rises 
high, or extends itself considerably, it is to be expected that the whole system will be 
affected. For the most part, the same kind of affection takes place which arises from 
other inflammations, with this exception that where no adhesions of the sides of the 
vein are formed, or where such adhesions are incomplete, pus passing into the circu- 
lation may add to the general disorder and even render it fatal.” (p. 26.) And, having 
seen inflammation propagated along the jugular vein of horses into their chest, and 
followed by death, Hunrer says:—“ But what is the particular circumstance which 
occasions their death I have not been able to determine; it may either be, that the 
inflammation extends itself to the heart, or that the matter secreted from the inside of 
the vein, passes along that tube in considerable quantity to the heart, and mixes with 
the blood.” (p. 25.) This suggestion of HunTEr’s was, without having seen a case, 
converted by ABERNETHY ()) into an actuality, when he ascribes the great sympathetic 
fever occuring in an extensively inflamed vein, not simply to the inflammatory excite- 
ment, but also “ because irritation will be continued along the membranous lining of 
the vein to the heart.” Hopason (c) copies this statement of ABERNETHY’s ; for, in the 
single case of inflamed vein which he gives, he says distinctly, that “ the vena cava 
superior was healthy. The diseased appearances were not gradually lost, but terminated 
abruptly ; the heart was healthy ;” whilst “ the external jugular and the subclavian veins 
were filled with pus, and when slit open were found to be much thickened and lined 
with lymph.” (p. 514.) He considers that “the constitutional irritation which is ac- 
companied with symptoms of greater debility than acute inflammation in general, may 
probably arise from the extent of the inflamed surface, but that it is not unlikely it may 
be an effect produced upon the nervous system by the pus which is secreted into the 
vessel being mixed with the circulating blood.” (p. 518.) CarmicHarEL (d) holds 
that the symptoms presented in phlebitis “were no doubt owing to the formation of 


(a) Observations on the Inflammation of the (c) As above. 
internal Coats of Veins; in ‘Transactions of a So- (d) Observations on Varix and Varicose Inflam- 
ciety for the Improvement of Medical and Surgical mations; in Transactions of the King’s and Queen’s _ 
Knowledge, vol. i. London, 1798. vo. College of Physicians in Ireland, vol. ii. Dublin, 
(b) On the occasional Ill Consequences of Vene- 1818. 8vo. 
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matter, and the influence which it must produce on the general system when mixed with 
the mass of blood.” (p. 368.) And Bourniaup (a) also ascribes the typhoid symp- 
toms to the presence of pus in the system. Travers (b), however, does not agree with 
these writers as to the existence of pus being the cause of the symptoms. He first 
distinguishes between the inflammation which terminates in the formation of pus, and 
that which terminates in depositing adhesive matter or lymph, extends to the trunks 
of the system, and sometimes, it is said, reaching the heart: the former condition is 
a protracted irritation, causing hectic and ending in exhaustion; the latter a typhoid 
fever which, speedily producing delirium, terminates within a few days: cases of the 
first kind, though always dangerous, sometimes recover, but of the second, he believes, 
never. He then proceeds :—‘ There have been many conjectures respecting the cause 
of the fatal termination of these cases, at which I confess I feel surprised ; among 
others, the inflammations, by extension, of the heart or the membranes of the brain 
and the conveyance of pus into the circulation have been mentioned. Not to insist 
on the innocuous quality of pus, it should be observed, that the most rapidly destructive 
inflammation is that which has the true adhesive progress, in which no pus is secreted. 
But, if we consider the importance of the veins in the economy, the extent of sur- 
face which the collective arez of the venous trunks afford, larger, I imagine, than 
any of the shut sacs of the body, and the diffused and disorganizing character of the 
inflammation, we can surely be at no loss to account for the disturbance of the system. 
It is an error to suppose that any quicker sympathy exists between the constitution and 
the venous, than the arterial or absorbent system. I say this because I have observed 
something like that superstitious alarm which is excited by events that we do not 
expect, and cannot explain, has been produced by the fatal catalogue of tied veins, and 
a comparison of this with the generally successful cases of tied arteries. All the 
mystery of veins is, as I have attempted to show, that they are indisposed to inflame, 
but, when excited, inflame by continuity; and therefore it is that the constitution 
sympathises so deeply.” (p. 286.) Ina very excellent paper on phlebitis, ArNoTT (c) 
deduces from the collation of cases “ the total disproval of the assertion, that death 
results from the extension of the inflammation of the vein to the heart.” In none of the 
ten instances following venesection was the superior cava affected, much less the heart ; 
and, in half this number, inflammation had not reached to the subclavian or even to 
the axillary vein. In the cases where the inferior cava had become inflamed, the first 
is the only one in which the heart is represented to have been actually implicated ; and 
here, the deposition of lymph terminating at the entrance of the emulgent vein, the 
observation is, that there were marks of diffused inflammation extending to the right 
auricle of the heart, but the signs of adhesive inflammation terminated as above.” * * * 
With the exception of the instance just alluded to, I have only found two others in 
which it is alleged that the inflammation had extended from the vein to the heart, and 
in these the description is not very precise. Both cases are mentioned by Rrpss (d). 
In one, occurring so far back as the year 1799, where the veins of the arm were in- 
flamed in connexion with gangrene of the hand from chilblain, “traces of inflamma- 
tion” are stated to have been continued into the superior cava, and even to the interior 
of the right auricle and ventricle ; and, in the other instance, where the saphena evinced 
some signs of inflammation, in a. case of mortification of the leg and foot, it is stated, in 
the same vague terms, that “the right auricle and ventricle of the heart, as well as the 
inferior cava at its insertion into this organ, had manifest traces of recent inflamma- 
tion.” Itis to be regretted that Rises has not distinctly specified what the “traces” 
were which he considered as indicative of inflammation in the lining membrane of the 
heart. (p. 42, 43.) From Arnort’s statement, it appears further that “ there are con- 
siderable differences in the extent of vein occupied by inflammation in fatal cases of 
phlebitis. Sometimes the disease has spread into several or most of the veins of a limb 
from that primarily affected ; at others it has not proceeded beyond the vessel in which 
it originally appeared,” sometimes is “limited to a few inches only of a vein,” and 
thus “ justifies the inference that the dangerous consequences from phlebitis bear no 
direct relation to the extent of the vein which is inflamed.” (p. 44.) As regards the 
contents of the inflamed vessels, “in a number of them, where an open wound existed 
in the vein, pus was discharged from it during life; whilst in fourteen cases out of 
seventeen, pus, or pus in conjunction with lymph, was present in the vessel after death. 


(a) Recherches Cliniques pour servir a 1’ Histoire (c) A Pathological Inquiry into the Secondary 
de la Phlébite : in Revue Médicale, June, 1&24. Effects of Inflammation of the Veins; in Medico- 
(b) Essay on Wounds and Ligatures of Veins; in Chirurg. Trans., vol. xy. 1829. 
Cooper and ‘I'Ravers’s Surgical Essays, vol. i. (ad) Revue Médicale for July, 1825. 
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In two instances, no mention is made of pus, the contents of the veins being described 
in the one as “ adhesive matter,” in the other, where the cava was concerned, as 
“ flakes of lymph.” In one case only, whére the inflammation occurred in a vein pre- 
viously diseased, or in a vein, the branches of which at least were varicose, neither pus 
nor lymph was found in the vessel. “It results from this statement, that, although pus 
is present in the great majority of fatal cases of phlebitis, and that, although it should 
appear from the character of the general symptoms, and the effects produced upon 
animals by the injection of a similar fluid into their vessels, the passage of pus into the 
circulation is probably the principal, yet the circumstances do not justify us in re- 
garding it as the sole, cause of the secondary affection. In addition to the presumed 
absence of pus in two instances, and its declared absence in a third, it may be remarked 
that the early appearance of the symptoms in some cases seems scarcely to correspond 
with the time usually required for the production of pus, as in one which occurred to 
FREER, (quoted by Hopeson, p. 551,) where they came on suddenly, four hours after 
ligature of the saphena.” (pp. 44, 45.) 

“The secondary affection in phlebitis usually shows itself in from two to ten or 
twelve days after the receipt of the injury which has occasioned the inflammation in 
the vein; where the vessel has been previously diseased, sometimes sooner. * * * The 
duration of this affection offers some variety,” (pp. 51, 53,) death taking place at different 
periods from the fourth day to the end of the seventh week. The remarkable morbid 
appearances recited by ArNoTT are, “in the chest, effusions of sero-purulent fluid into 
the cavities of the pleura and pericardium, exudation of coagulable lymph on the sur- 
faces of the heart and lungs, hepatisation of the latter organ, infiltration of pus into 
its tissue, or small collections like a mixture of pus and lymph, pus also in the muscular 
substance of the heart. * * * In the cellular substance, intermuscular as well as sub- 
cutaneous, pus and sero-purulent fluid have been extensively deposited, sometimes in 
collections like abscesses, at others, appearing more like an effusion into its cells than as 
resulting from the common process of inflammation. These collections more frequently 
occur in the vicinity of joints. * * * In the joints, a most violent inflammation of the 
synovial membrane, its distension with purulent matter, destruction of the cartilage and 
baring of the bones. * * * In the eye, opacity of the cornea, injection of its blood-vessels, 
and destructive changes in its humours or its coats. Besides these affections, there 
were found in five instances within the cranium opacity and thickening of the tunica 
arachnoides, effusion between it and the pia mater, and increased secretion into the 
ventricles. In nine the head was not examined, and in three no morbid appearances 
were noticed.” (pp. 53, 57.) The conclusion at which ARNorr arives is, “that death 
in cases of phlebitis does not take place from the inflammation extending to the heart ; 
whilst the history and character of the symptoms which precede this event, the very 
small portion of vein which is sometimes found to have been inflamed, and the general 
presence of pus in its cavity, all tend to establish, that the entrance of this fluid into the 
circulation is the principal cause of the alarming and fatal consequences of phlebitis, a 
similar influence being perhaps also possessed by any inflammatory secretion from the 
vein.” (p. 61. 

On ae inflammation of the femoral and iliac veins, which occurs in puerperal women, 
which sometimes, but not always, gives rise to Phlegmasia dolens, Dr. Ropert LEE (a) 
observes, that, “ whether the inflammation of the coats of the veins be simple adhe- 
sive inflammation, or inflammation of a specific kind connected with the puerperal 
state, and differing, not only in the degree of intensity, but in its essential nature from 
phlebitis after venesection, it is difficult to determine. The peculiar character of the 
symptoms seems strongly to favour the latter opinion, though it cannot be denied that 
the disease occasionally assumes the form of common phlebitis, fatal cases having oc- 
curred where pus has been found secreted by the internal coats of the iliac veins, and 
death caused by inflammation and apostematous deposits of matter in the lungs and 
other remote organs of the body.” (p. 145.)] 


In the Absorbent Vessels, inflammation arises either from external injuries 
and so on, or from some morbid matter which they have taken up. It is 
indicated by painful red swelling of the absorbent vessels up to the nearest 
gland. It usually terminates in resolution. 

[Inflammation of the absorbent vessels may arise without either injury or the absorption 


of morbid matter, but simply from irritation, as frequently seen in whitlow or other 
inflamed condition of the fingers or toes, as when they have been chafed or after the 


(a) On the Pathology of Phlegmasia dolens; in Medico- Chirurg. Trans. vol. xv. 1829. 
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application of a blister. The red streak or streaks which indicate the inflamed absorbent 
vessel or vessels, is generally little thicker than a stout thread, pale towards its edges, 
can at first scarcely be called a swelling, but is more like a streak of paint on the skin, 
and. only after some time has a slightly knotted feel. It runs along the limb with great 
rapidity, and will in the course of a few hours enter the cavities of the trunk. It termi- 
nates in suppuration less frequently and less quickly than inflammation of the veins. 
Generally it subsides as the irritation which has excited it is relieved, and I do not 
remember to have observed continuance of the cordlike feel long after the inflammation 
has ceased.—J. F. 8. 

In reference to these red streaks, HunTER observes :—« These reddish streaks are sup- 
posed to be absorbents, becoming inflamed by their carrying a stimulating fluid. Iam apt 
to suppose them to be absorbents ; but I do not conceive that this effect arises from absorp- 
tion. If it arose from such a cause, it should be uniform ; the cause should always exist 
when the effect takes place. It is first to be observed that it only takes place in certain 
constitutions, in which absorption one way or other explains nothing; and I find upon. 
observation that this effect shall be coeval with the inflammation where no suppuration 
has taken place. I have even seen it arise from accident, prior to the possibility of 
inflammation taking place, viz., in the time of the pain arising from the immediate effects 
of the accident; this was in the finger, from the prick of a clean needle, which had been 
for some time pricking new buckskin leather; the glands in the arm-pit were sore, 
sickness attended with its usual symptoms, such as oppression, was nearly immediate. 
Its direction from the source of the circulation is another strong proof of its not arising 
from absorption, and its taking place at some distance is also a corroboration of the 
same opinion. Another strong circumstance in favour of this opinion is, that the morbid 
poisons do not produce this effect where we know absorption has taken place. Thus 
the venereal seldom or never produces it.” (p. 27 Baye 

I have seen earthy deposits in the absorbent vessels of the skin, and also of the spermatic 
cord, giving them the appearance of corallines.—J. F. S.] 

Inflammation of Nerves or rather of their sheaths is no very rare 
circumstance. As the nerves have but few nutritive vessels, the usual 
symptoms of inflammation, viz., heat, redness, and swelling, are present 
only in a slight degree. It begins with formication, torpor, frequently 
with severe darting pain, which spreads in paroxysms, like electric shocks, 
along the branches of the nerves; and to these are added febrile excite- 

ment, cramps, and convulsions. The inflammation may have either a 
chronic or acute course; the former we observe in ischias nervosa and 
many neuralgies, the latter in tetanus, hydrophobia, and so on. On 
examination we find the nervous sheaths especially affected, reddened, 
swollen; the nervous matter is frequently dissolved, as if grangrenous ; 
often there are produced exudations in the nervous sheaths, or degenera- 
tion of the nerves. 

Inflammation in the Bones occurs either in the periosteum or in the 
medullary membrane, or in the substance of the bone itself. In all these 
cases the symptoms are different, especially according to the acute or 
chronic course of the inflammation. In inflammation of the Periosteum, 
(Pertostitis,) a circumscribed swelling with more or less acute pain is 
produced by exudation between the bone and the periosteum. If the in- 
flammation do not resolve, it runs on to hardening, gouty thickening, ex- 
ostosis, into caries, necrosis, and more rarely into fungous degeneration. 
Inflammation of the Medullary Membrane is characterized by deep-seated, 
gnawing pain, at last the bone itself swells throughout its whole thick- 
ness ; and, if the inflammation do not resolve, it runs on to closing up of 
the medullary canal, or suppuration and destruction of the bone from 
within outwards, in necrosis or fungous degeneration. In inflammation 
of the Bone itself thickening throughout its whole extent (. Hypertrophy) 
may occur, with closing of the medullary hole, ulceration, necrosis, and 
different kinds of degeneration of the bony tissue. 
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42. The Prognosis of inflammation is very various ; it depends specially 
on its severity and character, on its causes, on the constitution of the subject, 
and on the parts in which it is situated. 

43. The Treatment of inflammation generally purposes to effect its 
resolution, except in certain critical inflammations, in wounds with much 
contusion, and in furuncles. 

The first indication is the removal of the cause, if it continue to 
operate. If the inflammation be not very great, this alone is often sufh- 
cient. If the cause cannot be removed, or the inflammation have ad- 
vanced to a certain extent, the plan of treatment includes all the means 
which are implied in the term antiphlogistic mode of cure. In those 
inflammations which are connected with much fever we must employ 
bleeding, nitrate of potash, and other antiphlogistic remedies, with cooling 
diet and rest. If the inflammatory symptoms are thereby diminished, 
calomel is specially useful to hasten the absorption of the lymph effused 
into the cellular tissue, and to prevent its coagulation. If the inflamma- 
tion have an erethitic character, if it be accompanied with greatly increased 
sensibility, we endeavour after the above-mentioned antiphlogistic treat- 
ment to lessen it by opium in connexion with proper antiphlogistic means, 
such as mercury, hyoscyamus, and hydrocyanic acid, laurel water, and so 
on. If gastric impurities exist, they. must be removed by vomiting and 
purging. In malignant inflammation the treatment must particularly 
depend on the kind of accompanying fever; the antiphlogistic treatment 
is then to be used only with circumspection. If the inflammation have a 
specific character, if it be connected with a dyscratic affection, we must 
act according to the degree of the inflammatory reaction, first on the anti- 
phlogistic plan and then against the dyscracy : the antiphlogistic treatment, 
however, in this case, requires to be pursued with moderation. 


[Joun Hunrer, in treating “of the methods of resolution by constitutional means,” 
makes many very excellent remarks on blood-letting, the object of which, as just men- 
tioned, is to produce the contraction of the vessels, and which is always to go “ hand 
in hand” with the soothing or lessening irritability, or the action of dilatation, by 
means of sedatives, relaxants, and stimulants, sudorifics, &c. Neither of these proceed- 
ings “can possibly lessen the original inflammatory disposition :” they may, however, 
“ in some sense be reckoned direct ; for, whatever will produce the action of contraction 
in the vessels, is counteracting the action of the dilatation. Lessening the power of 
action belonging to any disposition can only lessen or protract the effects, which, how- 
ever will be of singular service, as less mischief will be done, and it will often give the 
disposition time to wear itself out. Means employed on this principle, should be such 
as give the feel of weakness to the constitution; which will affect the part, and will 
make the vessels contract; but this practice should not be carried so far as to produce 
the sense of too much weakness, for then the heart acts with great force and the 
arteries dilate. Bleeding, then, as a general principle, is to be put in practice: but this 
must be done with judgment ; for I conceive the effects of bleeding to be very extensive. 
Besides the loss of any quantity of blood being felt, in proportion to the quantity lost, 
an universal alarm is excited, and a greater contraction of the vessels ensues, than 
simply in proportion to this quantity, in consequence as it would appear of a sympa- 
thetic affection with the part bleeding. 

“ As many patients that seem to require bleeding have been already bled, it may 
not be improper to inquire how they bear or are affected by bleeding ; for, certainly, 
all constitutions (independently of every other circumstance) do not bear this evacu- 
ation equally, and it is probable, that its effects on inflammation may be nearly in 
the same proportion; if so, it becomes a very useful caution; for, although the loss 
of blood may as a general principle be set down as a weakener, and probably the 
greatest, as we can kill by such means, yet the loss of certain quantities in many con- 
stitutions is necessary for health; this is either when there is a disposition to make 
too much blood, or a constitution that cannot bear the usual quantity ; in such, when 


LOCAL TREATMENT. 83 


known, bleeding with freedom is certainly necessary. * * * * * x Every part 
of the body under inflammation will not bear bleeding alike. I believe that the consti- 
tution bears bleeding best when the inflammation is in parts not vital, and those near 
the source of the circulation: whatever disturbs some of the vital parts, depresses, but 
not equally in all; and in them it becomes more necessary to be particular, for, in acci- 
dents of the brain, bleeding freely, even so as to produce sickness and fainting, is neces- 
sary. It is probable that the sickness attending such accidents, is designed to lessen the 
influx to the head, and occasion the vessels of the brain to contract.” (pp. 335, 7.) 
“With regard to this evacuation,” (blood-letting,) he observes further, “it is worthy 
of particular consideration, whether or not in all cases, where it can be put in practice, 
bleeding in or near the part will answer better than taking the blood from the general 
habit; for certainly less may be removed in this way, so as to have equal effect upon 
the part inflamed, (and probably upon every disease that is relieved by bleeding,) and 
yet affect the constitution less; for, although, in many cases, the general habit may be 
relieved by bleeding, yet the part affected, where it can act, will in all cases require this 
evacuation most, and local bleeding will keep nearer these proportions, whereas takin 
blood from the general system is just the reverse. * *  * I have observed that 
there is something similar to sympathetic affection in bleeding. I conceive that all the 
sympathetic powers, the universal, continued and contiguous, may be brought into action 
from the local influence of bleeding. Thus, bleeding in the part inflamed, I can con- 
ceive, does more than simply emptying the vessels mechanically, for that would soon 
be restored from the general circulation ; but it acts by continued Sympathy, viz., the 
vessels of the part being opened, they contract for their own defence, and this is carried 
further among the vessels of the part; so that bleeding from the part acts in two ways, 
viz., mechanically by relieving the vessels of some blood, so as to allow them to con. 
tract in proportion as the load is taken off, and also to excite them to contraction in 
order to prevent the effusion of blood. I suppose, likewise, that contiguous sympathy 
comes into action; for this would appear from practice and observation to be a principle 
in bleeding: therefore, in inflammation of contiguous parts it is proper to bleed from 
the skin opposite to them.” (pp. 338, 9.) 

“ Where the first indication for bleeding takes place, viz., where there is violent 
inflammation, with strength of constitution, bleeding freely will be of singular ser- 
vice. * * * As it seldom happens that bleeding once will be sufficient in a considerable 
inflammation, the first or preceding blood taken becomes a symptom of the disease. 
* * * On the other hand, there may be indications for bleeding sparingly ; first, when 

_ there is too much action with weakened powers; secondly, when there is a disposition 
to form but little blood; thirdly, when the part affected is far from the source of the 
circulation. From the above three dispositions that require bleeding sparingly or with 
caution, I may observe, that it will most probably be proper in all such cases to bleed from, 
or as near, the part affected as possible, in order to have the greatest effect with the loss 
of the least quantity of blood, more so than when the constitution is strong, because the 
constitution in such cases should feel the loss of blood as little as possible. * * * But 
in many cases the blood cannot be taken away from the part itself, but only from some 
neighbouring part, so as to affect the part inflamed.” (pp. 339, 40.) 

“ Bleeding should in all cases be performed with great caution, more particularly at 
first; and no more taken than appears to be really necessary ; it should only be done 
to ease the constitution, or the part, and rather lower it where the constitution can 
bear it; but, if the constitution is already below or brought below a certain point, or 
gives the signs of it from the situation of the disease, then an irritable habit takes place, 
which is an increased disposition to act without the power to act with. This of itself 
becomes a cause of the continuance of the original disposition, and therefore will admit 
neither of resolution nor suppuration, but continue in a state of inflammation, which is 
a much worse disease than the former.” (p. 344.) 


44, Different as is the General treatment of Inflammation, no less so is 
the Local. The local means are, abstraction of blood, cold, moist, or dry 
warmth, salves and plasters, astringent, anodyne and derivative means. 


[“ Wherever,” says Joun Hunrer, “ there has been a violence committed, or some 
violent action is going on, there is a greater influx of blood to that part. Lessening 
therefore that influx becomes one mode of relief ; for, as the vessels dilate, they should 
not be encouraged in that action. Although the increased influx is to be considered 
chiefly as an effect, yet it is to be considered as a secondary cause; and, from our igno- 
rance of the immediate cause, it is probably only through such secondary causes that 
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we can produce any effect; and upon these principles most likely rests, in some measure, 
the method of resolution ; for, whatever will lessen the power and disposition will also 
lessen the effect ; and possibly these will likewise lessen the force of the circulation. 
If the inflammation is attended with considerable action and power, as it were in- 
creasing itself, then the modes of resolution are to be put in practice; the one by pro- 
ducing a contraction of the vessels, the other by soothing or lessening irritability, or 
the action of dilatation. The first, or contraction of the vessels, is produced in two 
ways; one by producing weakness, for weakness excites the action of contraction of the 
vessels ; the other by such applications as induce the vessels to contract.” (p. 335.) | 


45. Local Bleeding is more indicated as the inflammation is more simple 
and active, the redness and swelling greater. Every local blood-letting 
is connected with a certain degree of irritation which may at once repro- 
duce an increased influx of blood. This is the more certain when general 
plethora is present. It is therefore necessary in many cases to employ ge- 
neral previously to local bleeding. Local blood-letting is performed by 
leeches, scarifications, and cupping-glasses. Leeches are most commonly 
employed ; scarifications are restricted to those cases in which the applica- 
tion of leeches is not possible, as, in the mouth, on the tongue, in the throat, 
on the conjunctiva. Cupping is more especially suited to lingering and 
deep-seated inflammations, inasmuch as, besides the abstraction of blood, 
it also operates as a powerful derivative on the surface. 

46. The employment of cold by the overlaying of cloths dipped in 
cold water, in water and vinegar, in water cooled by the solution of dif- 
ferent salts, in solutions of acetate of lead or sulphate of zinc, the appli- 
cation of ice and snow, is only indicated at the commencent of idiopathic 
inflammation, when but little swelling has taken place. These means 
must always be preserved at the same degree of cold. ‘They are specially 
active in inflammations caused by severe bruises, lacerations, and so on, 
when there is accompanying weakness of the vessels, and their effect may 
then be still more increased by the addition of spirituous remedies; for 
example, brandy, THEDEN’s arquebusade, and so on. ; 


[In using ice or freezing mixtures, care must be taken, lest, by their too long continu- 
ance, the vitality of the part is destroyed, and sloughing of the skin produced, which has 
occasionally happened.—J.F-.S. | 


47. Moist warm remedies are employed in shape of fomentations and 
poultices, which are made of mucilaginous or mealy substances, from linseed- 
meal, bread crumbs, oatmeal, bran, marshmallow leaves, emollient herbs 
boiled with water or milk put into linen bags and laid in such way as at 
once to cover the whole neighbourhood of the inflamed part. Poultices are 
preferable to fomentations, as their warmth is retained longer, and they 
need less frequent renewal. Fomentations are therefore only employed 
in cases where the part is so sensitive that it cannot bear the pressure of 
the poultice ; they must also extend over the whole neighbourhood of the 
inflamed part, and be covered with a dry towel or flannel by which the 
heat is longer retained. These remedies are especially applicable to large 
swellings and painful tensions, as, by their relaxing properties, they 
diminish the resistance of the cellular tissue. If the tension be less, the 
poultice may be moistened with lead wash. Many inflammations, as gouty 
and erysipelatous, do not consort with the employment of moist remedies, 
but only with dry warmth. When the pain is very severe, narcotics, as. 
the fresh hyoscyamus, belladonna, and so on, may be added to the poul- 
tices. With these moist warm remedies are usually also employed the 


LOCAL TREATMENT. 85 


infriction of emollient salves, especially mercurial ointment, in order to 
further resolution by hastening the absorption. | 


[“* Fomentations, or steams, washes, and poultices,” says Hunter, “are the common 
applications toa part in the state of inflammation. The first and last are commonly ap- 
plied to inflammation arising from external violence and proceeding to suppuration ; the 
second commonly to internal surfaces, as the mouth, nose, urethra, vagina, rectum, &c, 
The action of the first two is but of short duration. — 

“‘Fomentations and steams are fluid bodies raised into vapour: they may be either simple 
or compound ; simple, as steam or vapour of water, compound as steam of water impreg- 
nated with medicine. * * * * Washes are in general fluid applications, and are more 
commonly applied to inflammations of internal surfaces, than of the common integuments : 
there are washes to the eye, called collyria; washes to the mouth and throat, called 
gargles; washes to the urethra, called injections, and to the rectum, called clysters. * * * 
These applications, like fomentations, are of short duration, for there is no possibility of 
applying these powers constantly, except in the form of a poultice, whose operation is 
somewhat similar, and indeed they are only substitutes for a poultice, where that mode 
of application cannot be made use of, as I observed with respect to internal surfaces. 

“ Poultices are constant applications, and like fomentations may be of two kinds, either 
simply warm and wet or medicated. The greatest effect that a poultice can produce 
must be immediate; but its power will extend beyond the surface of contact, although 
only in a secondary degree. 

“To the common inflammation, the simplest poultice is supposed to be the best, and 
that effect I believe is only by keeping the parts easier under the complaint; but I am of 
opinion that such do not affect the inflammation any other way. A common poultice is, 
perhaps one of the best applications when we mean to do nothing but to allow nature to 
perform the cure with much as ease to herself as possible. Poultices may be medicated 
So as to be adapted to the kind of inflammation.” (pp. 361, 362.) 


ABERNETHY’S observation that “poultices are blessings or curses as they are well or 
ill made, and that more commonly they only irritate instead of doing good,” though it 
may excite a smile, is borne out by daily observation ; for, instead of the highly sensitive 
surface of an inflamed part being soothed, as it should be by the application of a poultice, 
‘‘the three properties of which are,” to use that excellent teacher’s words, “that it should 
be perfectly soft, perfectly smooth, and perfectly moist,” it is too frequently irritated by 
loading with a heap of hard and lumpy materials which soon dry, and almost as soon 
become sour. 

_ The bread and water poultice is the best, and in general most suited for all circum- 
stances, either as a simple application, or as a vehicle for the employment of the juices 
of substances which in themselves are too harsh to be applied to very sensitive parts. 
To make this poultice, ABERNETHY directs :—“ Scald out a basin (for you can never make 
a good poultice unless you have perfectly boiling water) and put boiling water in it; 
throw insome coarsely crumbled bread crumbs, and cover it up with a plate. When as 
much water has been soaked up as the bread will imbibe, drain off the rest, and a light 
pulp (not to be beaten into paste, as usually done, but merely broken with the edge 
of a fork) is then left, which is to be spread, the third of an inch thick, on folded linen, 
and applied at the temperature of a warm bath.” If it be advisable to medicate the 
poultice, the juice of fresh hemlock, decoction of carrot, or opium, or any other material 
in solution, may be added to the sodden bread after it has been well drained ; and thus is 
formed avery soothing application. It is best not toadd lard or grease of any kind toa 
bread poultice, as thereby its relaxing effect on the skin is diminished or destroyed. But 
as, if left exposed to the air, it soon cools, dries, gets hard, and becomes uncomfortable and 
irritating, it must be either continually moistened by dropping on it, from a sponge, warm 
water or the warm medicated solution through the linen, without removing it from the 
part to which it is applied, and under which circumstances it acts to a certain extent by 
evaporation, diminishing the increased external heat, and lessening the action of the ves- 
sels, though the warmth of the water prevents its reduction to coldness. But, ifsuppuration 
have set in and it is necessary to keep up the warmth, then the cloth containing the poultice 
must be enveloped in a piece of oiled silk, which retains the moisture, and be overlapped 
with flannel, which preserves the warmth. Milk is often used instead of water for making 
poultices ; but, ifthe skin be unbroken, water is preferable. No poultice should be boiled, 
as it is merely converted into paste. 

The linseed-meal poultice is to be made like the former, by throwing the meal into 
perfectly boiling water; but it requires well beating to remove all the lumps, and is 
then to be spread a quarter of an inch thick on linen. It is not a good application for 
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inflamed parts on account of its weight, and, indeeed, under any circumstances, it is best 
if made with an equal quantity of bread crumbs.—MS. Notes of Lectures. 

In cases where warmth is most agreeable to the patient’s feelings, and in which 
fomentations are employed, either because thin flannel dipped in them is lighter than 
the poultice, or because the surface to be covered is so large that a flannel is most con- 
venient, the moisture and warmth are easily preserved by enveloping the overlaying 
flannel with oiled silk; this treatment has also the advantage of not so repeatedly 
disturbing the patient as the flannels alone do.—J. F. 8.] 


48. In the Torpid inflammation this character may show itself from 
the first or during its progress: when the expansion is more passive, and 
the vessels over distended, with diminished reaction, the congestion of the 
vessels must first be relieved by local blood-letting, and then the vital 
activity must be aroused by exciting remedies; by the momentary use of 
cold, by overlaying with watery or vinous infusions of aromatic herbs, by 
warm applications of lead wash or THEpEn’s arquebusade, by infriction of 
volatile salves, of mercurial ointment with camphor, by the application of 
irritating plaisters, of ammoniacum plaister, which we specially use at 
night, because the applications very readily cool. With these local re- 
medies a corresponding general treatment according to circumstances must 
be coupled. 

The local and general use of stimulating and irritating remedies in many cases of 
inflammation is not contradictory to the above-mentioned conditions, and does not 
mislead to the recognition of the so-called asthenic inflammations. 'There is no inflam- 
mation depending on weakness ; certain states of disease may, however, co-exist with 


inflammation, or be produced by the consumption of vital activity, caused by the 
inflammation, by the removal of which alone a cure of the inflammation is possible. 


49. The derivative remedies are founded on the law of reciprocal action 
in our constitution ; by which means an existing irritation may be lessened 
or removed by a more severe one. ‘To this class belong blisters, setons, 
issues, and the rubbing-in of irritating salves. In general these are only 
to be used when the severity of the inflammation has been moderated by 
the preceding treatment; they are particularly useful in chronic inflam- 
mation. 

In how far this general mode of treating inflammation must be modified 
according to the difference of the structure affected, will be subsequently 
considered in many places. 

[“ Derivation” says HunTER, “ means a cessation of action in one part, in consequence 
of an action having taken place in another: and when this is a cessation of a diseased 
action, then a cure of that action in the original part may be said to be performed : this 
cure was brought into use from the idea of humors; that is, the drawing off of the 
humors from the seat where they had taken possession: but I believe much more has 
been ascribed to it than it deserves. How far it really takes place, I have not been able 
fully to ascertain in all its parts; that is, how far the real disease has been invited, and 
accepts of the invitation: but I have already observed that there is such a principle of 
disease in the animal economy, although we must see from derivation, that the same 
quantity or perhaps more irritation is retained in the constitution; yet the artificial 
irritation produced being either such as more readily admits of a cure than the diseased 


part, or being in parts which are not so essential to life, an advantage by this means is 
gained.” (p. 359.) ] 


50. If the inflammation have a disposition to recede, every thing must 
be removed from the inflamed part which can disturb the proper develop- 
ment of the inflammation and favour its recession. ‘The inflamed part 
must be covered with warm flannel, it must be protected from the approach 
of the air, and medicines given internally which will act on the skin. If 
the inflammation have already subsided from the external surface, we must 
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endeavour to bring it back by mustard plasters, blisters, and cauteries ; 
it must be treated generally according to the severity and character of the 
inflammation. 

. 51. If the inflammation have run on to exudation, and inflammatory 
symptoms still remain, antiphlogistic neutral salts must be employed, espe- 
cially bitartrate of potash; but, if accompanied with weakness and inac- 
tivity of the absorbents, then exciting remedies and such as act upon the 
kidneys must be used, as mercury, squills, digitalis, senega, and so on. If 
the accumulation be so great that it interferes with the active functions 
of important viscera, or cannot be removed by the methods already pro- 
posed, the fluid must be discharged by opening the cavity in which it is 
contained. In oedematous swelling of the cellular tissue, bags of warm 
aromatic herbs, mingled with camphor, must be used ; in torpid subjects, 
flannel fumigated with mastic and amber, and a moderate compression by 
means of bandages may be employed. 

52. If the symptoms described (par. 10) indicate a transition of the in- 
flammation to suppuration, nature must be assisted in this process. In 
strong persons, and with a certain degree of inflammation, suppuration in 
general is effected without difficulty, and it is sufficient to employ a less active 
general treatment, emollient fomentations and poultices. If the pain be 
more severe, narcotic poultices may be used ; and, in decided hardness and 
inflammation, even blood-letting. But if, on account of the weakness of 
the constitution, or the torpid character of the inflammation, the formation 
of pus is tedious, it must be assisted by stimulating remedies ; roasted 
onions, yeast, must be mixed with the poultices and applied warm. The 
diseased parts must be covered with rye flour and honey, with emplast. 
de cicuté ce. ammoniaco, emp. galb., emp. diachylon comp. All these, 
however, may be dispensed with by the suitable and constant application 
of warm lotions and poultices. 

53. When under this treatment of abscess its ripening has taken place, 
that is, if about its circumference hardness is no longer to be felt, it either 
opens of itself or it must be opened. Only in small abscesses just beneath 
the skin, and in those in glandular structures, may the opening be left to na- 
ture (1). The early opening of abscesses is not unfrequently required, and 
specially under the following circumstances: 1. if-in sensitive parts severe 
pain arises from the collection of pus, and the tissue of the part is thereby 
rendered tough and unyielding; 2. if the pus be collected beneath muscles 
and firm aponeuroses, in which case its burrowing is to be dreaded; 3. in 
abscesses in the neighbourhood of important organs surreunded with loose 
cellular tissue ; for instance, abscesses in the neighbourhood of the rectum, or 
in the neck, where the pus may spread to the collar-bones; 4. in abscesses 
on the joints, or in the neighbourhood of other cavities, where, however, 
bursting into these cavities is not so much to be feared as the symptoms 
resulting from the pressure of the pus; 5. if the suppuration be near a 
bone or a tendon; 6. if by long continuance of the inflammation the 
cellular tissue beneath the skin be destroyed to a considerable extent ; 
7. and in critical abscess. 

Abscesses in the neighbourhood of important parts are generally opened 
rather late, because in a large collection of pus the elevation of the skin 
ensures against any injury to deep-seated parts. 

[(1) This is not good practice; abscesses just beneath the skin should always be 
punctured early, as otherwise there is great risk of sloughing of the integument and 
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the formation of an ugly scar. Neither should abscesses in glands be left to burst, 
which is often a very tedious process, as the capsule of the gland does not readily ulcer- 
ate, and will not till the whole, or nearly the whole, gland is destroyed ; a large cavity 
is thus formed, which is generally very difficult to heal, as it-assumes oftentimes a 
fistulous character. It is therefore always best to puncture a glandular abscess as soon 
as the capsule and the skin have become adherent, and the angry appearance of the 
latter indicates its disposition to ulcerate. But it is not unfrequently advisable to open 
such abscesses before the skin reddens, or even before it is adherent; for, in scrofulous and 
chronic abscesses, there is often little and sometimes no redness of the skin, and yet, the 
collection of pus increasing, the skin becomes stretched beyond endurance, and sloughing 
ensues.—J. F. S.] 


54. The opening of abscesses (Oncotomia) is effected either by a 
cutting instrument, by escharotics, or by seton. That point is preferred 
for opening where the fluctuation is most distinct and the skin thinnest ; 
but, if the skin is everywhere equally thin, then the lowest part is pre- 
ferred. The size of the opening depends on the extent of the abscess, and 
should always be such that the pus will flow without hinderance. An 
aperture of five to eight lines long is generally sufficient ; an opening of 
an inch and a half must be the extreme for an abscess of large size. It 
must be recollected, however, that the skin, distended by the pus, will 
contract after its evacuation, and thereby the aperture will be rendered 
smaller than was intended. . 

55. The cutting instrument is used in the following manner: the blade 
of the lancet being held with the finger and thumb of the right hand, 
sufficiently far from the point to permit of its entrance into the cavity of 
the abscess, and the skin covering the abscess being stretched by the 
fingers of the left hand, the lancet is to be thrust perpendicularly or 
obliquely in till the pus, oozing up by its sides, shows that the cavity of 
the abscess has been opened; and the aperture is to be increased to a 
proper size by raising the point of the lancet as it is withdrawn. 

If the abscess be deep and the coverings thick, it should be opened with 
a bistoury, which, being held like a pen, is to be thrust into the abscess in 
the direction of the muscular fibres, and the opening is to be enlarged on 
bringing it out. If the abscess be very deep, and in the neighbourhood of 
important parts, it is most advisable to divide the parts covering it by re- 
peated cuts, and with the fore finger of the left hand to feel in the wound 
at which point the fluctuation is most perceptible. This precaution is 
specially to be recommended in deep abscesses of the coverings of the 
belly and chest. 

After opening an abscess the pus must be allowed to flow out gradually 
of itself, or it may be assisted by gentle pressure; everything which can 
interfere with its escape must be avoided, the aperture of the abscesses 
should not by any means be stopped up, but only covered lightly with 
charpie and a warm moist poultice, or merely with the latter. 


[Pressing and squeezing abscesses, for the purpose of emptying after they have been 
punctured cannot be too much deprecated. Unnecessary pain is inflicted on the patient 
by the rough handling, which bruises the distended and still inflamed walls of the 
abscess. One object in making the puncture is to relieve the tension of the adjacent 
parts, and the escape of a very small quantity of pus immediately effects this. But the 
abscess empties itself sufficiently quickly by the simple contractibility of the skin, which 
gently presses out the fluid contents with little or no pain to the patient. 

It not unfrequently happens that if the walls of the abscess be thick, the clean cut 
edges of the puncture are found adherent, and the aperture closed within twenty-four _ 
hours. The adhesions, however, are easily broken through, and the opening re-esta- 
blished by a little gentle pressure on the abscess, But I think it preferable, after making 
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the puncture, to introduce between the lips of the wound a very small portion of lint, 
with a long end hanging out: this is to be removed when the first poultice is replaced 
a few hours after making the puncture, which by that time is sufficiently established.— 


J.F.S 

56. Escharotics are employed in the following manner: a piece of 
linen spread with sticking plaster, and in which a properly shaped hole 
has been cut, is to be so laid upon the abscess that the aperture should cor- 
respond with the point where it is intended to be emptied. The hole in 
the plaister is then to be filled with bruised and moistened caustic, and 
covered with sticking plaster. After six or eight hours the plaister is to 
be removed, if the caustic have produced a good slough, or the walls of 
the abscess have been eaten through and the pus escaped. The slough 
is to be pierced with a lancet and the abscess emptied, or, if the emptying 
does not seem urgent, the slough may be allowed to separate, and then 
the lancet is to be introduced. The pus is to be discharged by moderate 
pressure in an unbroken stream, the aperture to be covered with sticking 
plaster and a bandage applied. The walls of the abscess frequently at 
once unite, but most commonly a smaller quantity of pus collects, the 
emptying of which is to be performed by a second puncture, and the 
union furthered by a compressing bandage. 

57. In passing a seton through an abscess an aperture with a lancet is 
to be made at its upper part, through which a blunt probe, armed with a 
bundle of several cotton threads some yards long is to be passed to the very 
bottom of the abscess, till its extremity is felt against the skin. An 
assistant retains the probe in this situation, and the skin being rendered 
tense, a cut is made upon the probe, which is then to be drawn out and 
the seton introduced into the cavity of the abscess. ‘This may be done 
with a seton needle, in which case the parts covering the abscess are to be 
raised intoa fold and then transfixed with the needle. When the abscess 
is emptied, the opening is to be covered with charpie and sticking plaster, 
the seton thread fastened, the whole covered with a compress and sup- 
ported with a proper bandage. A fresh portion of the thread is to be 
drawn in daily. When the suppuration has diminished the threads are to 
be withdrawn and the union of the walls promoted by regulated pressure. 
In many cases the seton may be removed in three or four days, if the walls 
of the abscess have acquired a sufficient degree of inflammation to unite by 
proper pressure. : 

58. In general the opening of abscesses with a cutting instrument is 
most preferable. The application of escharotics is accompanied with 
great pain ; a part of the skin is always destroyed, in consequence of which 
a large scar remains. ‘The seton is also painful and excites more or less 
severe inflammation. These modes of opening are therefore restricted to 
those cases in which it is desirable to excite a certain degree of inflam- 
mation, as will be presently mentioned in speaking of cold abscess. The” 
employment of caustic in critical abscesses, in order to hasten and bring 
about their opening at an earlier period, may be conveniently replaced by 
the proper use of poultices, and the ordinary method of opening with the 
lancet. 

[Puncturing abscesses is in all cases to be preferred. Escharotics are never per- 
missible, as they produce a certain slough, the prevention of which is one object in 
emptying an abscess. The introduction of a seton is almost as objectionable; for the 


inflammation of the sac of the abscess which it excites will often be uncontrollable and 
hasten hectic fever—J. F. S.] 
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59. The so-called Cold Abscess (Lymph-Abscess) resulting from lin- 
gering inflammation, (par. 15,) in which the covering skin is but little or 
not at all changed, may sometimes be dispersed by resolving poultices, infric- 
tions, and plasters, by producing artificial wounds in the neighbourhood, 
by the application of the moxa, and so on, with simultaneous attention to the 
constitutional disorder. This, however, seldom happens, and since, after 
they have been opened in the way of ordinary abscesses, or have opened of 
themselves in consequence of the diminished vital activity of their walls, 
and the generally depressed state of the system, a very ill-conditioned and 
frequently fatal thin and copious suppuration sets in, special modes of 
proceeding in the treatment of these abscesses are therefore directed, in 
order partly to prevent the entrance of the air in opening them, partly to 
excite by the emptying of the swelling, such degree of inflammation as 
will produce their union, or the secretion of a good plastic pus, and then 
the cure is effected as in common abscess. 

60. The modes of treatment to this end are, the emptying of the 
swelling with a lancet puncture or with a trochar, without admitting air, 
after which the opening is to be closed with sticking plaster, a mode- 
rately compressing bandage applied, and the opening frequently remade, 
till the union of the walls of the abscess has taken place (ABERNETHY ;) 
opening with the lancet after the previous application of caustic (BEINL ;) 
the introduction of a seton or a bundle of silk threads, to be withdrawn 
on the third or fourth day, and the cure then perfected by compression 
(WALTHER ;) tapping with the trochar and injection of red wine, solution 
of bichloride of mercury, or of nitrate of silver (ScHaacx ;) or of boiling 
hot water (Rust;) or a solution of fully neutralized nitrate of mercury 
(NasseE;) the laying open of the swelling longitudinally throughout half 
its length, and filling it with charpie moistened with solutions of caustic 
(ZANG ;) and the removal of the skin from the whole extent of the swelling 
(CALLISEN.) 

61. The variety of these modes of treatment proves, that neither of 
them separately taken is sufficient to meet our wishes. ‘The choice of 
them must therefore be guided by the difference of constitution, by the 
more or less weak state of the cellular walls and by the size of the swelling. 
If the tumour be not be very large and the constitution of the patient 
still tolerably good, perfect closing of the cavity of the abscess may 
usually be produced by repeated puncture with the lancet or trochar, or 
at least it may be so much diminished that we may be able to effect a cure 
by laying it open with a bistoury, and filling it with charpie, moistened 
with irritating remedies, especially solution of nitrate of mercury. In 
swellings of larger size it is far preferable to make the opening with 
caustic, or by the introduction of a seton. If the cure be not in this way 
effected, and, if suppuration threatening exhaustion occur after artificial 
or spontaneous opening, it is proper to remove from the front wall of 
the swelling as much as may be allowable, or to fill the whole cavity 
with charpie, which, according to the various degrees of irritating, is 
to be moistened with a stronger or weaker solution of nitrate of silver, 
or nitrate of mercury, to bring about a good suppuration. I am, how- 
ever, convinced, that by the employment of these violent modes of treat- 
ment, the very worst symptoms are often produced which are dreaded in 
the common mode of treating abscesses. At least, I have in very many 
cases of cold abscess made the opening at the proper spot in the usual 
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way with the lancet, and, without the use of any other local means than 
moist warm poultices, the cure has been effected more quickly and with 
less trouble than by other modes of treatment. The opinions relative to 
the treatment of this cold or lymphatic abscess are so various, doubt- 
less because they are confounded with congestive abscess and with the 
swellings of mucous bags (par. 17.) Corresponding general means must 
be employed with the local treatment ; we must use strengthening remedies 
bark, rhatany, sweet flag, with diluted acids, a strong nourishing diet, and 
attention must be paid to cleanliness and good air. 


According to Kiucs (a), the lymph should be discharged by an incision, or, if 
that be not sufficient, the whole front wall of the swelling must be cut away, the 
opening of the hardened lymphatic vessel must be found, which is usually super- 
ficial and easily discernible by the trickling of the lymph; a bristle must be intro- 
duced into its open mouth, and then the vessel must be slit up for half an inch or 
an inch, until the healthy trunk is reached. The bristle is then to be removed, and 
either a compressing bandage applied, or, if there do not occur a proper degree of 
inflammation, the opened lymph-vessel must be touched along the part which has been 
slit open with a pointed piece of nitrate of silver up to the healthy portion, and then the 
compress applied. 


Upon the subject of opening abscesses consult 


ABERNETHY on Chronic and Lumbar Abscesses, in his Surgical Works, London, 
1815, vol. ii. p. 153. 


Scuaack und Mursrnna, iiber de oft unzulangliche Hiilfe bei lymphatischen Gesch- 
wiilsten : in Mursrnna’s Journal, vol.i. p. 2. 1800. 


Bernt, A., von einer eigenen Art Lymphgeschwiilst, und der zweckmissigsten 
Methode, die selbe zu heilen. Wien, 1801. In Abhandl. der med. chir. J osephin 
Akademie in Wien, vol. ii. 


Rust, einige Reflexionen tiber die Natur und Heilung der Lymphgeschwiilste, in 
Haruess Jahrbiichern der teutschen Medicin und Chirurgie, vol. i. p. 155. And in 
Rust’s Magazin, vol. i. 


Jacopt, Operazioni e Sperienze fatti nel instituto clinico di Chirurgia di Pavia nel 
anno 1812, 1813, vol. ii. 
CuHELtvs, in neuen Chiron herausgegeben von TExToR, vol. i. part i. 


von WALTHER, iiber die wahre Natur der Lymphgeschwiilste ; in Journal fiir Chi- 
rurgie und Augenheilkunde, vol. i. p. 584. 


62. The further treatment after opening an abscess must be quite 
simple ; we must endeavour to keep up merely a free undisturbed escape of 
pus, and to preserve a proper vital correspondence. No further local 
treatment is required beyond the use of moist warm poultices. ‘The 
edges of the opening draw together, the walls of the abscess approach and 
adhere, granulations (Fleischwarzen, Germ.) are produced from the bottom 
of the abscess by the development of fine vessels and delicate cellular tissue, 
which become more and more solid, are covered with a thin skin, and form 
a sear (Cicatrix, Lat. ; Narbe, Germ.; Cicatrice, Fr.) A more active 
degree of inflammation, when continued or developed after the opening 
of the abscess, in consequence of which its edges swell, its neighbour- 
hood becomes very sensitive, and the suppuration diminished, is usually 
consequent on improper treatment, on the use of tents and so on, and can 
only be relieved by the aforesaid treatment, which diminishes the irritation. 

63. Ifa proper degree of vitality be wanting in weak constitutions or 
in abscesses in parts far distant from the heart; if the edges of the 


(a) ZEmBscH, as above. 
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abscess be flabby, insensible, discoloured; if a thin lymphatic sanious 
fluid be secreted ; these are indications for the employment of more or 
less stimulating remedies, the ung. digestivum basilicum, the oil of tur- 
pentine, decoction of oak bark, bark with tincture of myrrh, filling the 
cavity of the abscess with charpie, strong solution of nitrate of silver, 
with which is to be moistened the charpie laid in the cavity of the 
abscess. But all these means are superfluous; the moist warm poul- 
tices are more effectual in raising the vital activity necessary for the secre- 
tion of good pus, the pus thereby more readily escapes, and the patient 
is saved from the troublesome and painful dressings by the sticking of 
the bandages. If the patient’s strength fail and general weakness ensue, 
strengthening remedies, bark, rhatany, sweet flag, good nourishment, 
the enjoyment of pure air, and so on, are indicated. 

64. If the edges of the abscess-aperture unite, whilst the secretion of 
pus continues, they may be easily drawn asunder or separated with a 
probe. Should the opening become too small, so that the pus cannot 
escape freely, it must be enlarged with the knife. If the granulations 
are developed too strongly, the proud flesh (Caro luxurians, Lat.; Wau- 
cherndes Fleisch, Germ.) must be touched with nitrate of silver and a com- 
pressing bandage applied, by which cicatrization is specially encouraged. 

65. When the pus does not escape properly, but collects in the abscess, 
(which may depend on the opening being too small or upon some pecu- 
liar situation of the abscess,) it sinks down in consequence of its own 
weight, or the little opposition which the loose cellular tissue in the 
interspaces of the part offers to it, or the suppurative process may extend 
with failure of the adhesive inflammation, and, on the other hand, an 
ulcerative absorption may favour the extension of the abscess, and form 
cavities or canals which are called fistulous passages (sinus fistulosi.) 
These fistulous passages are often consequent on improper treatment, if 
the opening of the abscess be stopped by plugs, and so on, and the due 
flowing of the pus thereby prevented. Under these circumstances a much 
larger quantity of pus escapes from the abscess than from its size might 
be expected ; especially if its neighbourhood be pressed in different direc- 
tions ; examination with the probe gives certain knowledge of its extent. 
If such fistulous passages remain long, their walls are overspread with a 
soft fungous membrane, similar to mucous membrane, which prevents 
the healing, and, when still longer continued, assumes a whitish, hard, 
callous condition. 

The membrane of the fistula first pointed out by Hunter, has been well described by 
VILLERME (a), LAENNEC, and BrescHeET (5). 

[The passage in HunTer here alluded to is the following :—“ When the parts are un- 
sound, and of course the granulations formed upon them unsound, we have not this 
disposition for union, but a smooth surface is formed, somewhat similar to many natural 
internal surfaces of the body, and such as have no tendency to granulate, which con- 
tinues to secrete a matter expressive of the sore which it lubricates, and in some measure 
prevents the union of the granulations. 1 imagine, for instance, that the internal surface 
of a fistulous ulcer is in some degree similar to the inner surface of the urethra, when it 
is forming the discharge commonly called a gleet. Such sores have therefore no dis- 
position in their granulations to unite, and nothing can produce an union between them 
but altering the disposition of these granulations by exciting a considerable inflammation, 


and probably ulceration, so as to form new granulations, and by these means give them 
a chance of falling into a sound state.” (p. 480.)] 
Si In Journal de Médecine, par Lx Roux, July, 1815. 
b) Dictionnaire des Sciences Médicales, vol: viii. p. 206. Journal von GrazFe und WALTHER, 
vol. ii. part iv. | 
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66. These fistulous passages may be generally avoided by the treat- 
ment already mentioned. If the fistulous passage be still recent, the free 
escape of the pus may be effected by a suitable enlarging of the opening, 
by the entire division of the fistulous passage, if it be superficial ; or, if the 
bottom of the passage be near the skin, by means of a counter opening ; 
for the latter purpose a probe is introduced, with which the bottom of the 
passage and the skin above it are raised, and then the probe is to be cut 
upon. ‘The further treatment is to be according to the preceding rules. 
In still longer continued fistulous passages, especially when their walls 
have become callous, we endeavour to excite a proper degree of inflam- 
mation of the walls of the passage, usually by the introduction of a seton, 
or of a bundle composed of many threads, which is tied together externally 
upon the fistulous passage, and daily drawn tighter (LANGENBECK) (a), 
or by the injection of irritating fluids (H. Dewar) (0) ; for instance, a so- 
lution of nitrate of silver, of bichloride, or nitrate of quicksilver, or by 
the introduction of a bougie, the point of which has been smeared with 
powdered nitrate of silver (CRAMER) (¢), (von WALTHER) (d), and so on, 
and then, by a regulated pressure throughout its whole extent, to produce 
union of its walls. Where a satisfactory dilatation of the fistulous passage 
is possible, the cure may be effected without these painful remedies by 
the careful avoidance of any bandage which might interfere with the escape 
of the pus, and by close attention to the before-mentioned rules. 

According to LANGENBECK, the introduction of a ligature is, in many cases, preferable 
to incision, which oftentimes is impracticable without injuring large vessels, and so on. 
By the ligature inflammation is produced, the surface of the abscess becomes red and 
painful, the secretion of ichorous fluid is diminished, good consistent pus and near the 
ligature shooting healthy granulations are produced, and the skin becomes more firm and 
solid. As these symptoms come on, the ligature is to be gradually drawn tighter. In 
common cases, the ligature requires to be used only from four to eight days, to produce 
its effects. If it should be necessary to cut through the wall of the fistulous passage 
with the ligature, the remaining cavity must be filled with charpie. 

67. During suppuration the practitioner must pay especial attention to 
the condition of the digestive organs ; for impurities in the intestinal canal 
are frequently the cause of unhealthy pus; neither must pure healthy air 
be forgotten. 

If the suppuration be continued on account of any dyscracy, the proper 
means for its counteraction must be employed. 

On the treatment of abscess compare 

von Kern, Annalen der chirurgischen Klinik zu Wien, vol. i. 1807, vol. ii. 1809. 

VON WALTHER, iiber die topische Behandlung und iiber den Verband der eiternden 
Wunden, der Abscesse, Geschwiire und Fisteln, in Journal fiir Chirurgie und 
Augenheilkunde, vol. ix. part ii. 

68. The treatment of the Hardening into which inflammation has sub- 
sided has a double object, viz. its dispersion or its removal with the knife. 
The resolution of the hardening is only possible when the lymph poured 
into the cellular tissue has not yet consolidated the walls of the part with 
each other, and its natural structure is not yet entirely lost ; consequently, 
when the induration is still recent and not very hard. If there be also 
decided dyscracy, the curative treatment must be first directed to it. 


(a) Von der Behandlung der Fistelgange, der (c) Beitrage zur Heilung der Fisteln und 
Schusscanile und grosser Eiter absondernden = Geschwiire; in Heidelberger clinischen Annalen, 
Héhlen ; in Neue Bibliothek fir die Chirurgieund vol. x. parti. p.71. : , 
Ophthalmologie, vol. i. p. 2, par. 313. (a) Uber Hohlgeschwiire und Fisteln ; in Jour- 

(b) On the Treatment of Sinuous Ulcers; in nal von GRAEFE und WALTHER, vol. v. p. 1. 
Medico-Chirurgical Transactions, vol. vii. p. 487. 
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For the resolution of hardening it is usual to employ the saponaria, the 
taraxacum, gramen; the gummi ammoniacum, galbanum ; cicuta, bella- 
donna, cherry-laurel water, various preparations of mercury and antimony ; 
the soaps, alkalies and so on: for external use, warm bathing especially 
with or without alkalies, infriction of volatile salves, mercurial ointment ; 
various plasters, the empl. de cicuté e. ammoniaco, de mercurio ec. cam- 
phoré and so on; fomentations of narcotic plants; electricity, and gal- 
vanism. ‘The repeated application of leeches, the internal and external 
use of mercury, and iodine, the employment of derivative remedies, with 
a better regulated and rather strict mode of living, act most satisfactorily. 

69. ‘These means must be used with discretion, and not pursued too 
long, because, otherwise, the general health will be much disturbed or 
inflammation and transition of the hardening into other kinds of disorga- 
nization, or even into cancer, may be produced. When, therefore, reso- 
lution is not effected, or when it cannot be attempted, it is most advisable 
to remove the hardened parts with the knife. If the patient will not 
submit to the operation, the hardening must be protected as much as pos- 
sible from external influences; it must be kept warm, attention must be 
paid to the secretions and excretions ; the patient must live regularly, and 
specially preserve himself from all depressing emotions of the mind. 

70. Gangrene is always the loss of vital activity in some part ; but the 
variety of its causes and of the circumstances connected with it render 
very different kinds of treatment necessary, in order to stop the further 
spreading of the gangrene, to assist nature in throwing off the gangrenous 
part, and to prevent the operation of the gangrenous juices acting upon 
other parts of the body. 

71. Gangrene may be specially connected with inflammatory, nervous, or 
gastric fever, with general debility or increased sensibility and convulsions. 

When it is consequent on active inflammation and accompanied with in- 
flammatory fever, which is specially the case in young strong persons 
after external injury and so on, a moderating antiphlogistic treatment 
can only be employed, and emollient poultices to hasten the throwing off 
the gangrene. If the gangrene arise from the confinement of the in- 
flamed parts by unyielding aponeuroses, the removal of these mechanical 
hinderances, by suitably deep and extensive incisions, can alone prevent 
the production or further spreading of the gangrene. 

In most cases the gangrene is connected with general debility, nervous or 
putrid fever, and then especially is indicated the use of bark with valerian, 
arnica ; serpentaria, fluid hartshorn, diluted acids ; naphtha, wine, and so 
on; if there be putrid symptoms, bark with mineral acids and alum. 
It must not be forgotten, however, that not unfrequently, under these cir- 
cumstances, wine and animal food decidedly increase the febrile heat, the 
pulse becomes quicker, the tongue coated, and the patient very uneasy. A 
less irritating diet, and only so much mild, nourishing, and farinaceous food 
as the appetite requires and the stomach can bear, is then more proper. 

Not unfrequently in gangrene there is a loaded state of the bowels, 
which must be as early as possible removed, and then the strengthening re- 
medies employed. In greatly increased sensibility and convulsions, opium, 
musk, fluid alkalies, and other antispasmodic means are to be used. 

72. The Local Treatment of gangrene has the two-fold purpose of sup- 
porting nature in throwing off the slough and in diminishing the danger- 
ous operation of the gangrenous juices. 
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If the gangrene be connected with active inflammation, softening, and 
in very severe pain, soothing poultices are to be used; but, if the gan- 
grenous part be free from pain and shrivelled, stimulating remedies are 
required, in order to excite suppuration on the boundary of the slough ; 
with which object it is most advisable to use warm aromatic poultices. 

The remedies which prevent the influence of the gangrenous juices, by 
absorbing or decomposing them, are quinine, oak or chestnut bark, camo- 
mile, vinegar, wine, brandy, camphor, hydrochlorate of ammonia, turpen- 
tine, diluted mineral acids, pyroligneous acid, carbonic acid, effervescing 
fluids, powdered charcoal. In moist gangrene, these substances are better 
used in powder, but in dry gangrene fomentations or poultices. Inall cases 
the stench is best diminished by the employment of aromatic or simply 
moist warm poultices, and by suitable cleansing at each time of their re- 
newal. It is still further lessened by the very useful strewing of powder, 
which, by its partial drying, often directly prevents the outflowing of the 
gangrenous juices. 

The operation of these remedies may be promoted by scarification or 
cutting into the gangrenous parts. ‘The scarifications must not, however, 
penetrate into the living part, or they will favour the action of the gan- 
grenous juice, accelerate the increase of the gangrene and cause dangerous 
bleeding; their principal object must be to prevent the collection of the 
gangrenous juices. In the gangrene of old people (gangrena senilis) 
scarifications are always dangerous; so long as the toes are still attached 
at some parts, they must not be removed. 

73. The sloughs having been thrown off by this treatment, the remain- 
ing wound must be managed according to the rules laid down for treating 
abscesses, and the vital activity of the patient must be supported by the 
suitable employment of bark and a nourishing strengthening diet. 

74. In most cases nature, after the gangrene is defined, throws off the 
gangrenous part, and amputation is not required. Amputation is not ap- 
plicable in gangrene depending on an internal cause which is still in ope- 
ration; for, in such case, after the performance of amputation, gangrene 
again takes place in the wound. But when the gangrene has affected the 
whole thickness of a limb, and is defined, and the separation of the dead 
part cannot be expected; or, when produced by external violence, it is 
proceeding, but the causes of the gangrene can be removed with the 
gangrenous part, amputation is to be considered as necessary and likely 
to save life(1). It is, however, here to be borne in mind that gangrene 
in the deeper parts commonly makes further progress than the external 
appearance indicates. ‘The amputation must always be performed in the 
healthy part. 

(1) Such is the opinion of Larrey (a); but the opposite is especially supported by 
Port. 


When the gangrene remains stationary, the greatest danger is over. However desi- 
rable it may be to relieve the patient of the mortified part, yet in many cases is he 
unable to bear the shock of the operation. Here, then, in combination with a treatment 
suited to the diseased condition of the patient, it is more advisable, if the soft parts are 
divided down to the bone, to saw the latter through below the limits of the healthy part. 
Diseased condition of the remaining ulcerated surface, may at a subsequent period ren- 
der amputation necessary. ; 

[So far as my experience is concerned, I believe that amputation should on no ac- 
count ever be performed, so long as the gangrene is in progress, whatever be its cause ; 


(a) Mémoires de Chirurgie Militaire, vol. iii. p. 142. 
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for, if it be, the same action will be set up in the stump, and the patient’s condition ren- 
dered worse by the shock of the operation. Only when the gangrene is proved to have 
stopped, by the line of separation having descended to some depth in the soft parts, is 
amputation to be entertained.—J. F. 8. ] 

15. The treatment of senile gangrene must depend on the different 
modes in which it has arisen ( par. 26.) When livid redness and swelling 
set in as a consequence of injury, or any other locally operating mischief, 
softening, soothing, or dry aromatic compositions must be applied, accord- 
ing to the circumstances; in more active inflammation, and in robust per- 
sons, leeches should be used. It is proper to allude to these cases, and 
especially when occurring in plethoric subjects, as DuPUYTREN (a), by the 
employment of the antiphlogistic method, by bleeding and leeching, pro- 
fesses to have met with successful results. The general treatment must cor- 
respond with the local; in very severe pain opium in considerable doses 
should be given (6), and, according to circumstances, with tonic medicines. 
In the other kind of senile gangrene, which comes on with blackening and 
shrivelling of the part, tonic means in combination with volatile applications 
with the addition of opium if there be pain, and the local employment of 
soothing poultices, can alone produce the limiting and throwing off the 
slough, and respite life for some time. 

I have communicated (c) an interesting example of senile gangrene of the hand 


and fore arm, in a woman of eighty-two years of age, in which by proper support of the 
powers separation of the slough and healing ensued. Compare also Herm (d), 


76. Gangrene from pressure by lying is to be guarded against by 
suitable preparation of the bed, by lying on a mattress instead of a 
feather-bed, by proper cleanliness, frequent change of the body-linen 
and sheets, repeated alteration of position, by putting doe-skin beneath 
the patient, by frequent washing the compressed parts with cold water, 
lead wash and camphorated spirit. If the part have become red, it must be 
laid on a hollow formed by introduction of ring-shaped pads, little bolsters 
of horsehair, cleft mattresses, and afterwards compresses moistened with 
lead wash, vinegar, or THEDEN’s arquebusade water must be applied, or the 
part must frequently be smeared with an ointment of white of egg and 
camphor beaten to a cream. When ulcerative absorption has occurred, 
softening poultices, ointment of oxide of zinc, or of lead, with opium or 
camphor, should be applied, and, if the ulceration be spreading and deep, 
aromatic poultices. If actual gangrene be present, then the ordinary 
treatment for gangrene must be employed. Of course the treatment of 
the patient’s health should be guided by the state of the disease. 

In many cases where it is difficult to move the patient, the application of local means 
may be assisted by the use of Lecat’s suspending mat (e), or LEyp1e’s (f) apparatus for 
raising invalids. 

77. In gangrene after the use of cockspurred rye, vomiting and 
purging must be had recourse to, and subsequently both internal and 
external stimulating remedies. In many cases amputation has been per- 
formed, which, however, has not always been of service, because, espe- 
cially in patients who had been much weakened, the same changes took 
place in the stump. If the gangrene has become defined, it is most 


“ In Bauuina, as above. (d) Schweiz. Zeitschr. fir Naturw. u. Heilk, 
b) Port, Observations on Frostbite on the vol. li, part. i. p. 73. 

Toes and Feet; in his Surgical Works, vol. iii. p. (e) Philosoph. Trans. 1742, p. 346. 

189 et seg. Ed. 1808 (f) Der Krankenheber, &c., mit 2 Kupf. 


(c) Heidelberger klin. Annalen, vol. vi, part i. Mainz, 1812. 
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advisable to leave the separation of the parts to nature and saw off the 
bone. 


Full reports of observations on this subject are to be found in THomson (a) and in 
SAMUEL Cooper (6). 


78. The treatment of malignant pustule varies according to the ac- 
companying symptoms. The local treatment consists in cutting out the 
pustule by a circular incision, and afterwards cauterizing the edges of the 
wound with nitrate of silver or sulphuric acid, (also with the actual cautery, ) 
and placing upon it charpie moistened with oxymuriatic acid. The slough 
is to be covered with a softening bran poultice, and, after it is thrown off, 
the treatment of the wound is to be simple. If the pustule be not deep, 
but the slough much outspread, it is proper to make deep scarifications 
and employ the remedies just mentioned. If general symptoms are not 
present, it is only necessary to use sulphuric acid or HaLuEr’s acid mixed 
asa drink. If there be indications of gastric impurities, emetics must 
be employed in divided but sufficiently effectual doses, and, if they do not 
operate, purging, or vinegar clysters must be used. If the powers sink and 
nervous symptoms appear, strengthening and stimulating medicines are 
required ; bark, serpentaria, arnica, valerian with elixir of vitriol, hydro- 
chloric acid, and so on. But bleeding is rarely required, unless in decided 
plethora and great determination of blood to the head and chest. 

On malignant pustule see 

LarrEy, as above, vol. i. p. 52. 

HuFELAND’s Journal, vol. li. part v.; vol. liv. part iii.; vol. vi. part iv. 

Rust’s Magazine, vol. xv. part i.; vol. xvi. part iii.; vol. xvii. 


J. N. Horrmann, der Milzbrand, oder contagidse Carbunkel der Menschen, mit 
Beruchsichtigung einiger damit zu verweckselnder Krankheitsformen und einer frag- 
_ Mnentarischen Uebersicht des bei den Thieren herrschenden Milzbrandes. Stuttgardt, 
1827. 8vo. 


RasEpow, die schwarze Pocke; in Journal von von GRAEFE, u. VON WALTHER, 
vol. vil. p. 185; vol. xii. p. 549. 

ScHROEDER, iiber die schwarze Blatter; in Rust’s Magazin, vol. xxix. part ii. 

WENDROTH, tiber die Ursachen, Erkentniss und Behandlung des contagidsen Car- 
bunkels. Sangershausen, 1838. 

79. It is apparent, from the nature of the causes of hospital gangrene, 
already mentioned in what way this dangerous complication of wounds 
and ulcers can be guarded against. Care must be taken as much as possible 
for purity of air and proper diet with a moderate use of wine; the 
greatest cleanliness of the bandages must be observed, the wound must be 
washed with a light aromatic infusion or with diluted alkaline solutions, 
and symptoms of gastric impurity must be removed by vomiting and 
purging. Emetics are especially advised by Pourravu, Dussausoy, 
and others, as the most important remedies at the beginning of the 
disease. ‘They recommend them as being of themselves capable of stop- 
ping the advance of the disease. 

If the peculiar changes occur in the wound or in the sore, (par. 35,) 
washing the whole surface with good vinegar, after thoroughly cleansing 
with charpie, and frequently moistening the bandage with vinegar, is often 
sufficient at the onset to restore the wounds in a few days to their former 
condition. For the same purpose also is the solution of arsenic recom- 


(a) As above, p, 338. (6) Dictionary of Surgery, article Mortification. 
VOL. I. H 
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mended. If the surface of the wound do not improve in appearance, its 
entire extent should be touched with nitrate of silver, or conical pieces of 
caustic laid in the viscid mass. But, under these circumstances, the most 
important remedy is the free application of the actual cautery to the whole 
surface of the ulcerated part. The slough is to be covered with powdered 
bark and turpentine or some stimulating salve, and when the slough has 
separated, the appearance of the wound must determine whether the ap- 
plication of the cautery is to be repeated or not. Besides these means, 
the following may also be recommended ; decoction of bark, diluted 
mineral acids, especially hydrochloric acid, yeast poultices, spirituous 
lotions, brandy and myrrh, aloes and camphor, hydrochlorate of am- 
monia with water and vinegar, spir. terebinth, ung. styrac. and Egyptia- 
cum, balsam of copaiva, solutions of bichloride of mercury and nitrate of 
silver, butyr of antimony, pyroligneous acid, lemon juice and so on. 

80. General treatment, suited to the different condition of the patient, 
must also be connected with this local treatment. At the onset, if symptoms 
of irritation and active febrile excitement are present, acid drinks, espe- 
cially dilute mineral acids, are serviceable ; in impurities of the stomach, 
emetics; in great weakness, bark and other tonic remedies; only in rare 
cases is a strict antiphilogistic plan of treatment called for. ‘The diet 
must of course correspond with the general treatment, and care should be 
taken for purity of air and keeping the patient apart from others. 

On hospital gangrene compare 

PouTEAv, (Euvres Posthumes, vol. iii. 1783. 8vo. 

GILLESPIE, LEon, Observations on the Putrid Ulcer; in London Medical Journal 
vol. vi. p. 373. 1785. 

Dussaussoy, Sur la Gangrene des Hépitaux. Geneve, 1787. 8vo. 


BuanE, G., M.D., gives an account of this gangrene, by the name of Malignant Ulcer, 
in his Diseases of Seamen, p. 502, 3rd Edit., London, 1799. 


Trorrer, M.D., describes it by the same title in his Medicina Nautica, vol. ii. p. 170; 
vol. ili. p. 467. 


BELL, JOHN, Principles of Surgery, vol. i. p. 136. 

Lesiiz, De Gangreena Contagiosa. Edinburgh, 1805. 

Jounson, CHARLES, M.D., de Gangrzend ContagiosAé Nosocomiale. Edinburgh, 1805. 
THOMSON, JOHN, in his Lectures on Inflammation, p. 456. 

RENARD, tiber den Hospitalbrand. Mairz, 1815. 8vo. 

Gerson, iiber den Hospitalbrand, nach eigenen Erfahrungen. Hamburg, 1817. 8vo. 
H. BrackappeEr, Observations on Phagedena Gangrenosa. Edinburgh, 1818. 8vo. 


W. Wernick, kurzegefasste Beitriage zur Kenntniss der Natur, der Entstehung, der 
Verhutung und Heilung des Hospitalbrandes. Salzburg, 1820. Large 8vo. 


Braver, Observationes quedam de Gangrena Nosocomiali, que anno hujus seeuli 
xiv. Lipsiz inter milites variarum nationum grassata est. Lipsie, 1820. 


ALEXANDER, iiber den Hospitalbrand; in Hippocrates Magazin von SanpER und 
WAEPTER, vol. v. p. 1—220. 


Devrecu, Clinique Chirurgicale de Montpellier, vol. i. p. 78. 


Bocere, in the Transactions of the Medico-Chirurgical Society of Edinburgh, vol. iii. 
p. 1. 1828. 


Oxivirr, A. F., Traité experimental du Typhus Traumatique, Gangréne ou Pourri- 
ture des hépitaux. Paris, 1822. 8vo. 
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Seconp SEcTION.—OF CERTAIN PECULIAR KINDS OF INFLAMMATION. 


I.—OF ERYSIPELAS. 


Ricuter G. G., Diss. de Erysipelate. Goetting, 1744. 4to. 

TurerEns, A. L., Diss. de Erysipelate. Lugd. Batav., 1790. 

WrinkeEL, L.H.0O., Aphorismi de cognoscendo et curando Erysipelate. Erlang., 
1794. 8vo. 

FerneE, W. C. S., Diss. de divers& Erysipelatis natura. Franc ad Viadr., 1795. 4to. 

DersavLt, Observations sur Diverses Espéces d’Erysipéles ; in Journal de Chirurgie, 
vol, ii. p. 13. 1791. 

Rust, das Pseudo-Erysipelas, eine noch nicht hinreichend erkannte Krankheits- 
form; in his Magazin, vol. viii. part ili. p. 498. 

Hutcuinson, A. C., Practical Observations on Surgery. 2nd Edit. London, 1826. 
chap. ii. 

Pav, tiber Phlegmone tele cellulose; in Rust’s Magazin, vol. xxvii. p. 129. 

LAWRENCE, WILLIAM, Observations on the Nature and_Treatment of Erysipelas ; in 
Medico-Chirurg. Trans. vol. xiv. parti. p. 1. 

DuruyTren, Du Phlegmon Diffus; in Lecgons Orales, vol. ii. p. 289. 

Fencer, C. E., Diss. de Erysipelate ambulanti. Haonie, 1842. 


81. Under the terms Erysipelas, St. Anthony’s Fire, (Rosa, Erysipelas, 
Lat.; Rose oder Rothlauf, Germ.; Hrysipele, Fr.,) is usually understood 
an inflammation of the lymphatic vascular network overspreading the sur- 
face of the cutis, in which, not unfrequently, the skin, glands, and Mal- 
pighian mucous net, but more rarely the cellular tissue and muscles lying 
beneath, partiticipate. Under this general notion are included a number of 
diseased conditions which are considered as modifications of erysipelas, 
but in their nature are entirely different from it. Rusr has the merit of 
having pointed out their special points of difference, and recognises a True 
Erysipelas (Erysipelas verum seu exanthematicum, Lat. ; dete Rose,Germ.) 
and a False Erysipelas (Erysipelas spurium seu Pseudo-Hrysipelas, Lat. ; 
uniichte Rose, Germ.) 

[Hunter long since observed, that “ most inflammations that are not of the true adhe- 
sive and suppurative kinds are called erysipelatous, although, probably, they do not in the 
least belong to it.” (p. 269.) And CueExius has echoed him in the above observation, 
that “a number of diseased conditions, which are considered as modifications of erysipelas, 
in their nature are entirely different from it.” But he has not at all, by his arrange- 
ment, mended the matter, and I have, therefore, pointed out, first, the different applica- 
tions of the terms erysipelas and erythema, which are employed by him very contrarily 
to our ordinary usage of them ; and, afterwards, I have shown that one of his forms of 
erythema is really that important disease, inflammation of the cellular tissue, which, by 
other writers as well as by him, is confounded with inflammation of the skin, and often 
mentioned as gangrenous erysipelas. It is, however, right to observe that our author 
has, at the end of paragraph 83, shown that he is not unaware of the impropriety of 
considering this disease as an affection of the skin.—J. F. 8.] 


82. The True Erysipelas appears without any local disposition to dis- 


ease, but with previous general indisposition, which is usually shown by 
H 2 
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weakness and heaviness of the limbs, listlessness, pain in the region of 
the stomach, loaded tongue, nasty taste in the mouth, disposition to vomit, 
more or less active fever, head-ache, wandering, lethargy, or madness, —as 
a pale uncircumscribed redness of the skin, fading into yellowish, which 
spreads unequally, is shaded off towards the edge, disappears on pressure 
with the finger, but returns when the pressure is removed. After the ap- 
pearance of the erysipelas the fever generally diminishes or disappears ; 
but every fresh attack is accompanied with fever. The seat of this ery- 
sipelas never extends beyond the lymphatic-vascular net overspreading 
the surface of the cutis. The severity of the disease is as various as is 
the condition of the part first attacked ; it, however, usually subsides under 
critical discharges of perspiration and urine, and with scaling of the skin ; 
it never runs into suppuration, but only, with weakly constitutions and 
other concurrent circumstances, into ulceration and gangrene, in conse- 
sequence of which the destruction of the surface of the body extends to 
the parts beneath, and there ensues, not a bounded fluctuating abscess, 
but an open, wide-spreading, putrid, ulcerating surface. If the scaling 
of the skin, critically following the erysipelas, be disturbed by moist 
remedies, by cold and so on, dropsical swelling ensues. This erysipelas 
is very fugitive; it subsides of itself; but more commonly after the ex 

ternal use of moist remedies, of cold, or on mental emotions, and so on, it 
suddenly quits the surface, and causes inflammation of the brain, chest, or 
belly, madness, convulsions, paralysis, and so on. The true causes of this 
erysipelas are biliary irritation, disturbance of the functions of the liver, 
collections of gastric impurities, use of indigestible food, obstruction in the 
portal system, and a prevalence of peculiar atmosphere and temperature, 
in consequence of which it seems to be commonly epidemic, especially 
towards autumn and during summer. 


Compare Batiine, das Akklimatisations-Erysipelas; in Heidelberg Klinischen 
Annalen, vol. vii. p. 176 


The Vesicular Erysipelas ( Erysipelas vesiculare, bullosum ) is a variety of this kind 
of erysipelas, in which either at the onset, or in the course of the disease, vesicles of 
various size arise, sometimes like a miliary eruption, sometimes like peas or hens’ eggs, 
which often run together, and, after bursting, form crusts, or, frequently, spreading 
sores. 

[(1) The disease here described as true erysipelas by CHELIUs, is the erythema of 
English practitioners, and which has been well described by WILLAN (a) as “a nearly 
continuous redness of some portion of the skin, attended with disorder of the constitution, 
but not contagious” (p. 472;) and Barrman (6) observes, that “it differs from erysipelas 
inasmuch as it is a mere rash or efflorescence, and is not accompanied by any swelling, 
vesication, or regular fever.” (p. 119.) Rayer (c) speaks of it as a superficial inflam- 
mation of the skin, characterized by morbid redness and heat. and the absence, for the 
most part, of papulz, vesicles and pustules. (vol. i. p. 98.) Elsewhere he observes, that 
“it is the first stage of a number of cutaneous affections, but when permanent it consti- 
tutes a disease in itself.” (p. 95.) 

The vesicular erysipelas, which CHExtus considers merely as a variety of his erysi- 
pelas, is a distinct and definite disease, the acute erysipelas of W1ILLAN and Bareman, 
which “most frequently occurs in the face, affecting usually one side of it only ; some- 
times it seizes one of the extremities, and in both cases it is ushered in by a smart 
feverish attack. The colour is higher than in the other species of the disease, and the 
burning heat and tingling in the part are exceedingly distressing. The swelling generally 
appears on the second night or third day of the fever; the vesications rise on the fourth 
and fifth, and break or subside on the fifth or sixth, when the redness changes to a 
yellowish hue, and the swelling and fever begin to diminish; and on the eighth day 


(a) On Cutaneous Diseases. Lond., 1808. 4to. according to the arrangement of Dr. WiLLAN. 
(6) A Practical Synopsis of Cutaneous Diseases London, 1819. 8vo. 15th Edition. 
(c) Traité Théorique et Pratique des Maladies de la Peau. Paris, 1826. 2 vols. 8vo. 
’ 


SPURIOUS ERYSIPELAS. 1UL 


both disappear; on the tenth the new cuticle is commonly left exposed, the old one 
having separated, and the brownish or dark scab, which had formed where the fluid of 
the vesications had been discharged, having fallen off.” The disease runs its course 
more quickly in the young than in those of more advanced age ; and “ the vesications, 
in the latter instances, are often succeeded by a profuse discharge of acrimonious lymph 
for several days, so that scabs do not form. Suppuration very rarely occurs in this 
species of erysipelas, especially when it affects the face.” (pp. 126, 7.) 

From this description it is quite evident that CHELIUs is incorrect in making his vesi- 
cular erysipelas a variety of his true erysipelas; the latter being really erythema, and 
therefore an exanthematous disease, whilst the former, which is our acute erysipelas, 
is a bullous disease. It was necessary also to make these observations to prevent the 
confusion which would otherwise arise from the acceptation in which CHELIUS uses 
the terms erysipelas and erythema, differing so entirely from that in which they are 
employed by English writers.—J. F. 8. ] 

83. The Spurious Erysipelas or Pseudo-Erysipelas is a continual in- 
flammation of the skin with some redness, (A’rythema,) which has nothing 
in common with the true erysipelas but its external appearance, and is 
produced by any pretty strong irritation of the skin. Influences of this 
kind are, scerching by the sun, slight burning, cold, irritating ointments 
and plasters, cantharides, mustard plaster, horse-radish, the juice of toxi- 
codendron, hard rubbing, wounds and injuries of all kinds, stagnant 
humours, swellings, hardenings, and so on. Hence inflammation of the 
skin is produced, either directly or indirectly; in the first case appear- 
ing immediately, in the second as a consequence of some other disease, 
which has been excited by inflammation. The inflammation of the skin, 
thus produced, is either superficial, or it penetrates deeper into the sub- 
stance of the skin. The former is more like erysipelas, but the latter 
has rather the character of phlegmonous inflammation, and the more the 
cellular membrane and muscles are attacked by it, so much the less does 
the disease deserve the name of inflammation of the skin. 

84. According to its various causes, Pseudo-Erysipelas is divided into 
two kinds :— 

First. The Erythema idiopathicum, which is merely consequence of 
external irritation (from cold, heat, corrosive substances, slight injuries, 
and so on.) 

[A very frequent form of idiopathic erythema is that caused by friction, and com- 
monly known as Jntertrigo, which is well exemplified in the chafing of the skin in fat 
persons; often also noticed in the folds of the skin of the neck, groin and hams, and 
behind the ears of infants, and resulting from inattention to cleanliness, the moisture and 
sebaceous secretions which are left on the delicate skin of these parts irritating it, so that 
often the character of the perspiration is changed to clamminess, and its quantity increased, 
and, where it can dry, superficial thin scabs are formed, even before excoriation of the 
skin occurs, which soon takes place, and, if left alone, runs on to gangrene. Erythema 
may also originate from the flow of other natural secretions over the skin, as the spittle 
over the chin and neck, if the lower lip be imperfect, or do not retain its proper place ; 
the urine, in incontinence or in perineal fistula; the tears over the cheek ; and so also 
the increased and altered mucous discharge from the nostrils during catarrh, will cause 
severe erythema of the upper lip.—J. F. 8.] 

Second. The Erythema symptomaticum, consensuale, which is the simple 
reflection of another disease of the structures lying deeper beneath the skin. 
This other disease may be, 

a. An inflammatory or serous distension of the tendinous expansions, 
and aponeuroses, with the intensity of which the accompanying inflam- 
mation of the skin increases, and oftentimes spreads very far, as, for 
instance, in cedema, in injuries of the head, in whitlow, and so on. 


[This is the “erysipelatous inflammation” which, HUNTER says, “ often arises from 
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accident; but then it is commonly a secondary inflammation, although not always ; for, 
the first shall have gone off, and, when the suppuration was to take place, it shall have 
come kindly on, but afterwards the erysipelatous shall take place. * * * It is more 
commonly a cutaneous inflammation than situated in the deeper-seated parts ; although, 
in some constitutions, every inflammation, wherever it exists, will most probably be of 
this kind; however, the skin appears to be most susceptible of it, because it will 
spread over a prodigious surface of skin, while it does not affect even the cellular mem- 
brane underneath. * * * It is more common inthe summer than in the winter, 
more especially in hospitals ; and, I think, takes place oftener after wounds on the head 
than any other. I have often seen it begin round a wound on the scalp, extending itself 
over the whole head and face; the eyelids being very much swelled, the ears thickened, 
and it has advanced to the neck, shoulders and body ; creeping along both arms, and 
terminating at the fingers’ ends: that which attacks the body, often goes along the body 
to both thighs, down the legs, and terminates at the ends of the toes; and, while this is 
going on, it is as expeditiously cured behind, and the skin peels off the cured parts : 
however, this is not always the case; it often stops, and where it proceeds so far, it is 
commonly becoming milder.” (pp. 270, 1.) 

The form of the disease just described by Hunter, is the erratic erysipelas of WILLAN 
and BaremMan. It, however, more commonly occurs on the limbs and body, than on the 
head, and frequently accompanies punctured wounds, or poisoned wounds in dissection. 
In the latter cases, it is often extremely troublesome, and continues for weeks; making 
its appearance in the neighbourhood of the wound, after the more severe symptoms, either 
without or with suppuration and sloughing, have subsided, and the patient seems nearly 
convalescent: it will run up and down finger after finger, consecutively, and I have 
known the fingers thus affected twice or thrice during the same attack. 

That form of the disease which sometimes follows scalp-wounds is rather the edema- 
tous erysipelas of W1LLAN and Bateman than the erratic. It is described by those 
writers “ of a paler red, or of a yellowish-brown colour, is accompanied by less heat and 
local distress” than true, or even erratic erysipelas; “ its surface is smooth and shining, 
and, if it be strongly pressed with the finger, a slight pit remains for a short time.” The 
scalp swells enormously, and the disease spreads more or less slowly and extensively, 
till “the whole face is much enlarged, so that the form of the features is scarcely recog- 
nised, and the appearance is not unaptly compared by W1ILLAN to that of a bladder dis- 
tended with water.” (p. 127.) Generally, as far as I have observed, this cedematous 
erysipelas is not accompanied with vesication—J. F. S.] 


B. A metastatic deposit in the cellular tissue, periosteum, and glands, 
in gastric, rheumatic, arthritic, and puerperal diseases. In such cases, 
when the masses deposited are fluid, the parts attacked quickly die, and 
are given up to the ulcerative process. Often, within a few hours, in a 
previously healthy part, (mostly of the thigh or leg, especially on the 
right side in persons advanced in years,) a redness of the skin comes on 
with fluctuation and diffused pain, in which, after opening the abscess, 
whole sheets of dead cellular tissue may be withdrawn ; and, if the perios- 
teum be involved, the bone may be felt bare. Usually, however, its 
course is not so quick ; the local pain is preceded by more or less severe 
shiverings which, from their repeated accessions, resemble an ague. The 
fever continuing, the skin is rosy red at the painful parts, and somewhat 
cedematous, so that it retains the impression of the finger. The fever 
becomes more active, the swelling harder, the redness bluish, the skin 
grows shining and blisters, the cellular tissue is hard and firm, the 
urinary and fecal discharges are changed and suppressed; with accom- 
panying restlessness, and great agitation. At this point the disease seems 
to stand still; the heat, tension, and pain are unaltered; the vesicles 
have the same appearance. If at this time the skin and cellular tissue be 
cut into, a quantity of whitish fluid with a little pus escapes, a few days 
after, less of the thin fluid, and more pus ; and, still later, a whitish lard- 
like substance, and upon pressure only a very little pus; the cellular 
tissue is dead. When it has gone thus far, the skin is destroyed, the 
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vesicles burst, a whitish ichorous fluid is discharged, whitish or blackish 
spots appear which quickly spread, the cellular tissue is thrown off in 
large patches, the skin is entirely separated from the underlying parts, all 
the connecting cellular tissue between the muscles is destroyed, the skin 
becomes gangrenous, the suppuration is very plentiful and offensive, the 
destruction spreads and exhaustion follows with copious sweats, purging, 
and so on. If the patient’s powers revive, and the disease be arrested, 
the formation of granulations and cicatrization is always very tedious, on 
account of the great destruction of the cellular tissue (1). If the masses 
- deposited be solid, they sink into the substance of the cellular tissue, inflame 
and harden it, and destroy its vital relations, without causing actual death. 
This degeneration frequently does not occur until after several weeks, and 
appears with accompanying redness of the skin and with a somewhat 
painful, far-spread, deep-seated hardening (2). The termination of this 
disease (which Kiucer has commonly observed in the scrotum, and which 
I have seen upon the hand and fore arm) is either a tedious resolution 
with gradual subsidence of the redness and hardness, or death of the de- 
generated organ, in which the size of the part is increased, the previous 
hardness becomes doughy, fluctuation takes place, and the above-described 
destruction and ichorousness ensues (a). 


[(1) This is the inflammation of the cellular tissue, to which I slightly adverted at p. 72 ; 
and, although very commonly confused with erysipelas, or, as by CHELIUs, with erythema, 
it is decidedly different from either, although both occasionally run into it. JOHN 
Hunter was well acquainted with it, as will be presently seen, though he included it 
with erythema, under the common title erysipelatous inflammation, which he does not 
describe at all. He says:—“ The erysipelatous inflammation is very peculiar; and most 
inflammations that are not of the true adhesive and suppurative kind are called so, 
although probably they do not in the least belong to it; and this may arise more from 
the want of terms, than the want of discrimination.” (p. 269.) After describing erythema, 
which it is quite certain he means, restricting it to the skin, he proceeds :—“ When 
it (the inflammation) goes deeper than the skin into the cellular membrane, it often 
suppurates ; but then I suspect it is not the true erysipelatous; for, in such cases, it com- 
monly produces mortification in the cells, by which air is let loose; this gives a strange 
feel, neither of fluctuation nor crepitation, and, as there are no adhesions, the matter finds 
an easy passage into the common cellular membrane, increasing the same kind of suppu- 
ration wherever it comes; and, as mortification is a consequence of these inflammations, 
putrefaction ensues, and the discharge becomes very offensive. * * * * When it 
produces suppuration in the cellular membrane it is often dangerous, both from the 
disease itself and the consequences of the matter diffusing itself much farther. * * * 
The sores seldom ulcerate ; they should be opened early, or the matter either gets into 
the cellular membrane from the want of adhesions, or it separates parts that are only 
attached, as the periosteum from the bone, muscles from muscles, etc. Whereas the true 
suppurative ulcerates briskly, which therefore should not be opened early, but allowed 
to burst.” (pp. 271, 2.) 

So far as it goes, Hunter has well described this disease ; but he speaks of it as if 
invariably consequent on erythema, which is more rare than its following erysipelas, 
which he does not mention at all. It is perfectly true that, from both these diseases, the 
inflammatory action may descend, and attack the cellular tissue; but very commonly the 
inflammation begins in that tissue; and the redness of the skin is only secondary, and 
symptomatic of the mischief going on beneath. 

Inflammation of the cellular tissue arises frequently without any apparent cause, but 
sometimes follows a graze or slight wound or contusion of the skin. It commences with 
swelling, tension and dusky redness of the limb, (almost invariably attacking the extre- 
mities,) is very painful, and has a doughy feel; it spreads very rapidly, downwards as 
well as upwards if it have commenced on the upper or on the middle of the lower 
member of the limb. The pain and tension increase, the redness becomes darker, and, if 
not interfered with, large patches of the skin assume a gangrenous character, sometimes 
accompanied with large vesications loaded with dirty serum, but very often without 


(a) Kuivae; in Rust, as above, p. 525. 
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them. Pressure upon the skin not unfrequently gives a crackling sensation. The 
gangrene of the skin continues spreading, and, generally, in the course of forty-eight 
hours or less, the greater part, or the whole, of the skin is sloughy. If there be suffi- 
cient power, ulceration takes place at the edge of one or other slough, and a little 
ichorous exudation is observed, which subsequently is followed by fetid pus, and sloughs 
begin to separate, simultaneously with which the character and quantity of suppuration 
are improved and increased, till the whole of the dead parts are thrown off ; but this is 
a result which can scarcely be expected, for the patient is generally worn out before this 
ean take place. The constitutional symptoms in this disease are at first those of great 
excitement and general disturbance; the skin burning hot and dry ; the pulse quick and 
full; the alvine secretion unhealthy and the tongue dry; the patient becomes restless, 
soon wanders, becomes delirious, often violently, and then drops into a typhoid state, in 
which condition he speedily sinks. The disease is easily distinguishable from erysipelas, 
by the absence of vesication at the onset, and by its darker redness ; also by its usually 
occurring in the limbs. But, as I have already mentioned, erysipelas may subside into 
it, as it not unfrequently does when attacking the scalp, and occasionally also when the 
face is affected, specially when the regions of the orbits are concerned, in which cases I 
have seen some very fearful sloughing of the cellular tissue in those cavities. 

The disease generally attacks adults, and more especially persons accustomed to large 
quantities of beer and spirits, and gross feeding. In such persons the disease often 
seems to occur spontaneously, and at other times from the slightest cause, as a mere 
scratch. But I do not agree with Cuexius that metastasis is generally, if ever, the 
cause of the disease.—J. F. S.] 


(2) I have once or twice seen this degeneration in the scrotum ; and I think I have 
noticed it occasionally in the legs of people addicted to drinking, in whom it seems to have 
- been a commixture of adhesive deposit with the serum of cedema. But, many years ago, 
I had under my care a woman, between twenty and thirty years of age, whose face was 
thus affected, consequent on repeated attacks of erysipelas previous to my seeing her. 
Her forehead, and face especially, were considerably swollen and fiery red, having the 
appearance of skin distended with edema, and threatening to burst; but it had not any 
such disposition. When pressed, it was found firm and but little yielding. She did not 
suffer pain in any material degree, but was principally inconvenienced by both eyelids 
being included in the disease, and so swollen that their apertures were little more than 
narrow horizontal slits, so that without bowing her head much forwards she could see 
nothing immediately below her for a considerable distance. All sorts of constitutional 
and local remedies having been employed without avail, it was proposed to her that 
some slices (they could only so be properly called) should be taken out of the swollen 
eyelids. To this she readily assented, being anxious for the slighest chance of relief ; 
and, performing an operation similar to that for entropium, I removed a horizontal 
slice from between each tarsus and the corresponding edge of the orbit of both eyes, 
digging down to the bone, to the depth of half an inch, and cutting through cellular 
tissue literally converted into brawn ; the gaping edges were then brought together, and, 
at first, she seemed a little benefited ; but the wounds soon healed, and no advantage 
was derived. Ina second operation, I removed some short vertical slices from the lower 
lids, but not with much immediate advantage. I have constantly seen her up to the present 
time, and, probably from the’ contraction of the sears, the apertures of the lids are in- 
creased but are still small. The face is also somewhat less, but it is still very full and 
deformed.—J. F. S.] 


GULLIVER (a) mentions two peculiar affections of the cellular tissue which he has ob- 
served, and which he believes by no means uncommon among soldiers on service, who 
frequently “complain of inability to sustain the fatigue of marching, in consequence of 
swelling and pain in the feet and ankles, produced by this exercise. In many instances 
the cause of the affection is very obscure, and in some it may probably be ascribed to simu- 
lation ; but I have seen cases in which the complaint was evidently connected with a change 
of structure in the subcutaneous cellular membrane of the legs, generally presenting itself 
in one of two forms. 

“ In the first and most numerous class of cases, after the patient has been long subjected 
to the inconvenience of swelling around the ankles and back of the feet, the disease 
assumes a more inveterate character,—that of thickening and induration of the subcu- 
taneous cellular texture, so as to leave no further doubt of the incapacity of the man for 
active service. In one instance, in which the disease attacked the right leg, the part was 


(a) Remarks on certain Affections of the Cellular Tissue of the Legs; in Edinburgh Medical and 
Surgical Journal, vol. xlvi. 1836, 
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constantly bedewed with perspiration, emitting a peculiarly offensive odour. The affec- 
tion sometimes occurs in both extremities, and frequently in one only. 

“In the second description of cases, although the soldier assigns the same cause of 
disability as in the preceding, the anatomical character of the disease offers a marked 
difference. There appear simply to be induration and rigidity, without thickening of 
the subcutaneous cellular substance. I know of no specific term by which it could be 
appropriately designated. The lower part of the leg, and frequently the back of the 
foct, appears hide-bound, the limb feeling hard and smooth, from loss of extensibility in 
the filamentous web, which no longer possesses that yielding looseness necessary to the 
due performance of its functions, so that the smallest fold of the skin cannot be grasped 
between the thumb and finger. The affection is unattended by swelling, except inci- 
dentally from unusual exertion. The examples which have come to my knowledge 
have been invariably confined to one extremity. * * * Of the first, which, in its advanced 
stage, may be considered as a species of compact oedema, we find no account in the 
accurate Treatise of Dr. Crarai£, and only a doubtful-notice by Dr. Orro; of the second, 
I am unaware of any description.” (p. 309.) “The chronic induration and thickening 
of the cellular substance may probably arise from a variety of causes, of which repeated 
attacks of erysipelas appear to be one; but the first two cases described in this paper, as 
well as others which I have seen, were not preceded by inflammatory symptoms. Nor 
was there any swelling or pain in the tract of the absorbing vessels.” * * * It would 
appear merely conjectural to refer the affection to a change in the veins; but_the follow- 
ing circumstances are worthy of remark in connexion with the subject,—viz., the 
examples of phlegmasia dolens, from inflamed veins ; of oedema of the lower extremities, 
from the accumulation of clots in the veins of the limb, without their obvious inflamma- 
tion, and of chronic cedema from the irregular congestion of the capillaries, without any 
discoverable alteration of the venous trunks during life. 

“But we have no reason to suppose that the induration without thickening of the 
cellular substance is dependent on any change in the veins; and, until the precise ana- 
tomical character of the disease has been shown by dissection, the descriptive appellation 
should be admitted with reserve. From the unaltered size of the limb, it is difficult to 
ascribe the hide-bound condition of the part either to hypertrophy or atrophy of the 
cellular substance; for which reason it appears most probable that the affection is simply 
an induration or rigidity of this texture,—an effect probably of very slow inflammatory 
action, sometimes arising from local injury, and not unfrequently without any assignable 
cause.” (pp. 311, 12.) 

This latter form is very curious, and I believe entirely undescribed, nor does it readily 
admit of solution. The former kind seems to me very similar to the brawny condition 
above mentioned.—J. F. S.] 


85. Symptomatic pseudo-erysipelas is distinguished from the tdzopathie 
or common inflammation of the skin produced by irritation ; the inflamma- 
tory redness is not so distinctly spread; at some little spots it is more 
intense, here and there inclining to violet ; the affected part is less hot, 
more doughy, sometimes also hard and knotty, and often at the very be- 
ginning of the disease, distinctly fluctuating to the touch. The patient 
does not complain of such burning, but of a gnawing or beating pain, not 
proportioned to the degree of inflammation, and situated deeply in the 
limb. The swelling also bears no proportion to the degree of inflamma- 
tion, but is in direct relation to the pain. Painful and knotty hardening 
of the skin frequently precedes its inflammation. When the inflammation 
has taken place, it always spreads farther, usually, however, more slow 
than quick, creeping, as it were, towards the affected parts. The ordinary 
means of resolution are of little use ; in most cases, the disease is chronic, 
and single spots are often observed, which suddenly become more sunken, 
more or less distinctly fluctuating, mortified or destroyed in some way or 
other. All the external causes which could have given rise to ordinary in- 
flammation of the skin are deficient also at the beginning of the disease. 

86. The etiology of pseudo-erysipelas is clear from what has been already 
said of its several kinds. In reference to the necrotic hardening of the 
cellular tissue, which is the most usual cause of pseudo-erysipelas, it must 
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be remarked that, although its origin is in many cases obscure, yet a 
peculiar state of atmosphere, specially the operation of severe cold and 
a certain change of temperature, must contribute much to it. Hence this 
disease occurs more frequently in winter and in the coldest months, than at 
any other time of the year, more frequently in weakly people and on the 
lower limbs, more commonly in advanced age and in the male sex. 

87. The Treatment of simple erysipelas requires especially action on 
the biliary and cutaneous systems. Emetics have generally here the best 
effect if employed early, and cannot be replaced by purgatives. If after 
their operation the fever continue, cooling acid purgatives with suitable 
antiphlogistic diet must be employed. Not until the fever has entirely 
or for the most part subsided and no further indication for depletory 
remedies exists, can sudorifics alone be relied on. Only if the erysipelas, 
especially on the face, be accompanied with high inflammatory fever, the 
head thereby attacked, the erysipelatous parts swollen, burning, and pain- 
ful, accompanied with confusion and determination of blood to the head, 
should blood-letting or bleeding with leeches behind the ears be employed 
before the use of emetics, and at the same time the blood should be with- 
drawn from the head by warm foot-bathing, mustard poultices upon the 
calves of the legs, and so on. It is always, however, to be remembered, 
that erysipelas, even when connected with inflammatory fever, will not 
bear the same active antiphlogistic treatment as other inflammations, and 
is specially prone to return after any exhaustion. 

[Two very different plans of constitutionally treating erysipelas are employed in this 
country, and, curious as it may appear to be, with success. The old method, still largely 
practised, is that on the antiphlogistic plan, first clearing the bowels, and then employing 
salines and antimonials; and, when the inflammatory action has subsided, administering 
gentle tonics, as tincture of calumba and the like. This treatment, which formerly I 
have seen constantly practised, and to which I have been personally, often in my youth, 
subjected, was generally very successful, and is, by many practitioners, still considered 
the best. The second mode is directly the reverse, and was, I believe, first introduced, 
fifteen or twenty years since, by my friend and colleague, Dr. W1LLIAMs. It consists 
in the entire reliance on wine (port wine usually) given often to the amount of eight 
and twelve ounces a day, varying according to the age and condition of the patient’s 
constitution, but without any consideration of the stage of the disease. And this practice 
has certainly been very successful, and is at our hospital now almost invariably followed. 
I prefer, if the case come under my care early, besides administering a dose of calomel 
and rhubarb, (which should never, under any circumstances, be omitted,) to give some 
saline and antimonial for twenty-four hours; rarely beyond that time do I defer giving 
the wine, the effect of which in checking the progress of the erysipelas is, generally, 
soon very decided. Bleeding, either from the arm or by leeches from the head, is, I 
believe, very unadvisable. The disease almost invariably occurs in constitutions without 
power, and therefore bleeding favours rather than diminishes it—J. F. S.] 


88. The Local Treatment of true erysipelas has no other object than 
to defend the diseased part against external injury, which may be effected 
by the use of dry warmth, by bags of camomile and elder flowers, by warm 
flannels, and soon. All moist, especially wet or greasy remedies, are in- 
jurious, as they repel the erysipelas, or produce oedematous swelling of 
the part. If, after the fever and swelling have for the most part ceased, 
there remains an cedematous, colourless swelling, the herb bag must be 
smeared with camphor, or the swelling covered with green-oil cloth, and 
swathing of the part made use of. According to Rust, only the vesicular 
erysipelas and its varieties, especially if they exhibit a more chronic 
than acute course, require the application of moist warmth in a proper 
vehicle, for which purpose GouLarn’s lead wash with a small addition 
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of laudanum is best. If the erysipelas run into ulceration or gangrene, 
attention must be paid to giving free escape to the ichor; the general and 
local treatment must be regulated, as before mentioned, according to the 
character of the fever, and the rules given in reference to abscess and 
gangrene, and clearance of the bowels, must be especially remembered. 
[The local treatment of erysipelas is very simple; warm or cold washes, as may be 
most agreeable to the patient’s feelings, consisting of water with a little spirits of wine, 


are best, and I think preferable to either warm or cold lead wash, which renders the 
cuticle harsh and unyielding. 


If there be much tension of the skin, the practice recommmended by Dosson of 
making a dozen or twenty punctures with the point of a lancet is very beneficial, and 
agreeably relieves the hide-bound sensation which the patient feels.—J. F. 8.] 


89. In idiopathic erysipelas the treatment must be guided according to 
the degree of the inflammation. General antiphlogistic treatment is rarely 
necessary in this case ; usually the application of leeches and. of cold water 
or lead wash are sufficient for resolution. 

[Leeches should never, under any circumstances, be applied locally, as the irritation 


resulting from their use itself frequently excites erysipelas or rather erythema. If 
absolutely requisite, puncture with the lancet is to be employed.—J. F. S.] 


90. In erythema consensuale the treatment varies according to its original 
cause. If it depend on the tension of aponeurotic expansions, incisions, 
warm bathing, friction with mercurial ointment, warm fomentations and 
poultices must be applied. If the erysipelas appears only as a reflection of 
deeper disease of the periosteum, of the tendons, or of cellular tissue, so 
long as the disease continues purely inflammatory, abstraction of blood, 
leeching, applications of cold lead wash and free mercurial friction, and, in 
metastasis especially, mercurial laxatives and warm aromatic fomentations, 
must be used; in gastric symptoms, with loaded tongue, heartburn and the 
like, a vomit should be first given, by which principally the course of the 
disease is rendered less severe. But, if gangrene or ulceration have oc- 
curred in the deeper parts, and there appear a spot particularly discoloured 
or fluctuating, it must be opened and the wound dilated with the blunt- 
ended bistoury upon the finger in every direction where the destruction of 
the cellular tissue has occurred, in order to discharge the pent-up ichor and 
the often large pieces of completely dead cellular tissue. The further 
treatment consists in supporting nature to throw off the destroyed parts, to 
sustain the sinking powers, and to produce good suppuration. According to 
Rust, there may be applied locally bark, camphor, myrrh, charcoal, camo- 
mile flowers, turpentine oil, camphorated spirit, pyroligneous acid, spirituous 
aromatic fomentations, and so on; internally, powerful tonic remedies are 
to be used in connexion with mineral acids, and, if thereby a good sup- 
puration is produced, the healing may be aided by the application of a 
moderately compressing bandage. I have, however, noticed, that under this 
stimulating local treatment, the destruction and unhealthy suppuration as 
well as the general irritation have increased, and that by the use of warm 
fomentations and a suitable general treatment improvement has been much 
more quickly produced; I, therefore, only use warm applications locally. 
In great hardening of the skin and of the underlying cellular tissue, I 
have always effected a perfect resolution by mercurial infriction and malt 
baths. 


[Neither leeches, cold washes, nor mercurial friction are, according to my experience, 
of any material advantage, and therefore hurtful, as causing waste of time. The best 
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local treatment, and which I almost invariably adopt, is, when the skin is tense, shining, 
and deep red, to make several incisions, according to the extent of the disease, from an 
inch and a half to three inches in length, which I think preferable to very long cuts, 
just through the skin into the cellular tissue, which should be so disposed that every 
four should have interposed between them a sort of diamond-like space, and thus, when 
several cuts are made, the skin has a net-like appearance, and yields in every possible 
direction. The object is not to obtain blood, which, indeed, I generally endeavour to 
avoid by bathing for a few minutes with cold water, if there be any disposition to bleeding, 
but to allow the cells of the cellular tissue to empty themselves of the fluid with which 
they are loaded, the effect of which is, that the skin, being further relieved of tension, is 
less likely to slough, and the tissue itself being no longer squeezed by the effused serum, 
the blood passes freely through its capillary vessels, and its life is preserved, instead of. 
it becoming strangulated. If the tension be not sufficiently relieved, or if the disease 
be continued up the limb, it will be necessary to make additional cuts from day to 
day, which is the only chance we have, that I am aware of, to prevent the death of the 
cellular tissue, and it each time relieves the patient’s sufferings most remarkably. In 
one instance of a man who had inflammation of the cellular tissue of the back of the 
hand, resulting from a strain, and which travelled up to the chest, I made about thirty 
cuts, mostly three inches in length each; during the course of the week, nearly the 
whole cellular tissue of the arm sloughed; but he completely recovered, his arm, how- 
ever, closely resembling a piece of scored pork. 

In these cases brandy, wine, porter, general good feeding, and humouring the appetite, 
are absolutely necessary, and infinitely preferable to medicine, which should be restricted 
to an opiate, or an occasional dose of castor oil, as needed.—J. F. 8. | 


91. Inthe treatment of the various kinds of erysipelas, we have given the 
treatment proper for each, and which has been proved by experience. ‘The 
opinions, however, of the most distinguished physicians differ from each 
other in many important points on this subject. Thus the incisions should 
only be made in pseudo-erysipelas, and of the suitable length and depth, 
according to Rust, Dupuyrren and LAWRENCE; while, according to 
Hurcurson (a), they should be made early and in considerable numbers ; 
but Dosson (6) employs numerous punctures with a lancet in all kinds 
of erysipelas and on all parts of the body. In pseudo-erysipelas Duruy- 
TREN (c) professes, in some cases, to have effected a satisfactory resolution 
by blistering the diseased part: he, however, considers this remedy as 
doubtful, as in other cases he noticed deterioration and sloughs occur- 
ring after its use. But, in all cases of common erysipelas, if the tongue be 
moist and little red, the skin moderately hot, and slight general reaction 
connected with the local inflammation, he considers the suppuration pro- 
duced by one or more blisters upon the inflamed part as the best mode of 
effecting resolution. Some (d) would arrest the extension by the application 
of a blister at the margin of the erysipelas; but others (e) entirely reject 
their use. Breronneau (f) and VeLPEAu (g) have had the happiest results 
from moderate compression of a limb attacked with inflammation, even 
when the transition to suppuration seemed unavoidable and all other 
remedies had failed. LaAwreENcr and Duncan have, on the contrary, 
observed bad effects resulting from this practice (/). 

[Another mode of attempting to check the spread of erysipelas, is that of enclosing it, 


if small, within a space bounded by a belt, a quarter or half an inch wide, made on the 
skin with nitrate of silver; or, if a limb be affected, by gartering it in the same way 


(a) Case of Erysipelas, with Remarks; in Med.- 
Chir. Trans., vol. xiv. p. 213. 

(>) On Treatment of Erysipelas by Punctures; 
in Med.-Chir. Trans., vol. xiv, p. 206. 

(c) Dupruytren, as above, p. 322. Otrver, Thése, 
de l’Erysipéle Phlegmoneux, p. 30. 

(d) Rocne et Sanson, Nouveaux Elémens de 
Pathologie Medico-Chirurgicale, vol, i. p. 352. 
LAWRENCE, as above, p. 63. 


(e) Rayer, Traité des Maladies de la Peau, p.125. 

(f) Sur l’Utilité de la Compression dans les In- 
flammations Idiopathiques de la Peau. Par., 1815. 

(g) Mémoire sur l’emploi du Bandage Compres- 
sif dans leTraitement de l’Erysipéle Phlegmoneux, 
de la Brilure et des plusieurs autres inflamma- 
tions aigués des membres ; in Archives Générales 
de Médecine, Juin, 1826, p. 192. 

(A) LawRENcE, as above. 
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with the nitrate of silver some inches above. I have sometimes seen the erysipelas 
extend up to the belt and there stop; at other times I have observed it move on without 
having met with any check. JI am therefore doubtful of the efficiency of the nitrate of 
silver ; but, if used, it should be carefully applied, even to blistering the skin, otherwise 


it is certainly useless.—J. F. S.] 

92. As various also are the opinions as to erysipelas consequent on 
wounds, (Lrysipelas traumaticum,) in which the most opposite fomenta- 
tions, blisters, incisions and scarifications, cauterization with the red-hot 
iron, (LARREyY,) antiphlogistic treatment, emetics, and so on, have been 
recommended. If the above-described different kinds of erysipelas and 
pseudo-erysipelas be borne in mind, and, if it be remembered that the 
traumatic erysipelas, which in four or five days accompanies wounds, is 
produced by different causes, as too great irritation of the wound by im- 
proper bandaging, foreign bodies, the application of greasy, too stimu- 
lating or too hot softening remedies, cold moist air, a bruised and torn 
condition of the wounded part, wounds of fibrous structures, gastro-biliary 
affections, mental excitement, improper food, and the like, it may be easily 
perceived, how a proper observation of the various causes can alone prevent 
a merely routine treatment of so important a disease (a). 
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93. Burns ( Combustiones, Ambustiones, Lat. ; Verbrennungen, Germ. ; 
Brilures, Fr.) are produced by fire or heated substances touching our 
bodies. The action of caustic substances, especially of the concentrated 
mineral acids, corresponds precisely with that of fire. According to the 
degree of heat, in fluids therefore according to their consistence and ca- 
pacity for heat, according to the duration of the contact and the delicacy 
of the part touched, different degrees of burns are produced, which may be 
thus distinguished : 1. as superficial inflammation (Hrythema ;) 2. as more 


(a) Compare Larrey, Clinique Chirurgicale, vol. i. p. 21; BaLuine as above. 
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severe inflammation with rising of the cuticle into blisters ( Vesication ;) 
3. more deeply penetrating, higher inflammation, with the destruction of 
the cuticle and of the mucous net; 4. gangrenous destruction at different 
parts and to various depths. 

Degrees of burns are variously distinguished, as they are considered not merely as 
to their intensity, but also with reference to their spreading into deeper parts. Many 
point out but three degrees. DupuyTrEn has described six ; of which the latter, however, 
only differ in proportion as the gangrenous destruction is more or less deep, or involves 
the whole bulk of the limb. The four above-mentioned degrees are based on the cor- 
responding steps of inflammation, viz., the erythematous, exudative-inflammatory- 
vesicular, the phlegmono-suppurative and gangreno-sphacelous. According to the 
variety of causes producing burns are these degrees of burning frequently blended with 
each other; for instance, in burns with hot fluids. 


94. The first degree of burn, arising from hot vapour, from the mo- 
mentary or lengthened touch of a more or less hot body, produces a bright 
uncircumscribed redness of the skin, as in erysipelas, which for the 
moment disapppears on pressure of the finger, without swelling, and is 
accompanied only with increased turgescences of the skin and a little 
pain. Febrile action only sets in if thisdegree of burn be much spread 
and in sensitive persons. The redness of the skin either disappears after 
some hours or days, when the cuticle scales off. 

95. In the second degree, which is most commonly produced by hot 
fluids, the cuticle rises either at once or gradually into larger or smaller 
blisters, filled with clear or yellowish fluid, the redness and swelling of 
the skin is more distinct; the pain severe, burning; and, according to 
the degree of these appearances and the extent of the burn, do febrile 
symptoms set in. ‘These blisters either shrivel together and dry, the fluid 
being absorbed and the skin thrown off, or, if they burst and are opened, 
the fluid is discharged, the blister falls together, dries, and after some days 
either a new cuticle is produced or the exposed part suppurates. ‘The 
healing leaves no scar. 

96. The third degree of burn is usually produced by the flame of fire 
or by the lengthened touch of hot bodies, especially of hot fluids, and is 
characterized by gray, yellowish, or brown spots, which are thin and soft, 
insensible to light pressure, but are painful if the pressure be increased ; 
at the same time generally appear blisters full of brownish or bloody 
fluid ; the surrounding parts are very red and much swollen. The general 
reaction corresponds to the degree of the inflammation. After six or 
eight days, and frequently later, the remains of the destroyed cuticle 
and mucous net are thrown off, and the cure is effected by granulations 
and the formation of a white glossy scar. 

97. In the fourth degree of burn the destruction penetrates either 
through the entire thickness of the skin and cellular tissue, or deeper into 
and through the muscles to the bone, or the whole part is destroyed and 
charred. This degree is produced by long contact with fire, red hot or 
molten metals, boiling fluids. The sloughs differ in thickness, are 
completely insensible ; soft, gray, or yellow if produced by hot fluids ; 
brown or black, dry, hard, and sounding when struck, if caused by fire or 
dry hot bodies. In the immediate neighbourhood of these sloughs the 
skin is drawn into radiating folds; the surrounding parts are extremely 
red and swollen, very painful, and frequently beset with blisters. The 
slough is thrown off by the suppuration which takes place around it, and a 
more or less deep suppurating space is produced, which commonly has a 
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much larger extent than the slough, because in consequence of the severe 
inflammation its immediate belt is destroyed by gangrene. The granu- 
lations most usually are developed very quickly and luxuriantly, the edges 
quickly draw together, and shapeless, hard, contracted, tough scars are pro- 
duced, whereby the direction and motion of the part is often changed and 
impeded, and the latter even perfectly destroyed. After the throwing off 
of a part which has been entirely charred, a more or less uneven stump is 
produced. 

98. More or less severe symptoms ensue according to the different degree 
and extent of the burn, according to the importance of the burnt part, 
and the constitution of the patient, and not merely does the degree, but 
also the extent of the burn, determine its danger. In the first two degrees 
the inflammation is easily resolved, and only if it affects a large extent 
of the body, and still more in the higher degrees, does febrile reaction 
set in, when, on account of the disturbed functions of the skin and the 
changed relations between the external and internal skin, the mucous 
membrane of the intestines is quickly affected, and uneasiness, loss of sleep 
red dry tongue, nausea, vomiting, high nervous excitement, delirium, and 
the like come on. From the severity of the pain cramps and convulsions 
occur, especially in sensitive persons. In extensive burns death may ensue 
rather suddenly from the greatness of the pain, from the quick stopping of 
the functions of the skin, from the excessive flow of blood to the internal 
parts where on dissection either no internal derangement is seen, or where 
a gorging of the brain and mucous membranes with blood and even effu- 
sion into their cavities is observed ; or from the severity of the fever, espe- 
cially if accompanied with inflammation of internal parts, of the stomach 
intestines, brain, more rarely of the lungs and of the pericardium ;. or from 
the very copious and continued suppuration, by which the powers are 
exhausted. The production of unsightly hard scars, or the growing to- 
gether of neighbouring parts, may cause disturbance or complete stoppage 
of their functions. 


[Burns, from whatever cause, are generally more dangerous than scalds, as they are 
rarely unattended with destruction of the skin and subjacent parts, whilst, on the contrary, 
scalds more usually produce only vesication. If, however, a person be completely 
immersed in boiling water, even for two or three minutes, of which I once saw a fright- 
ful instance, of a dyer who fell into his copper, he will be destroyed in ten or fifteen 
minutes. But I have several times, on the contrary, seen persons, whose entire surface 
has been charred by fire, live for many hours. This remarkable difference may, per- 
haps, be accounted for by presuming that the hot water, passing through the mouth 
and nostrils into the pharynx, causes speedy effusion into the loose cellular tissue con- 
necting the skin with the laryngeal cartilages, and so, by narrowing and closing up the 
aperture of the windpipe, producing suffocation. 


Both burns and scalds, however, are dangerous, more in reference to the part which 
they attack, than the extent of surface they injure; thus, scalds or burns on the chest 
and belly especially are far more dangerous than on the limbs, although the injured. 
part be twice or thrice as extensive; and children who are burnt or scalded on the chest 
most commonly die in two or three days after the accident; in a few instances they may 
live a week, but they rarely ever recover. I recollect only a single instance of recovery, 
after severe burn on the trunk, in a child about six years old, in whom the whole front 
of the belly and flanks were burnt and a considerable part of the skin destroyed. I do 
not recollect to have observed convulsions in these severe cases, as mentioned by our 
author and other writers; but, if they be fatal in a few hours, the patient generally, 
almost at once, drops into a state of stupor from which he never after rouses; and 
examination after death shows the brain loaded with blood, or, if life be prolonged, 
effusion of serum is observed on the membranes, and in the cavities of the brain, and, 
less commonly, also in the serous bags of the chest.—J.F.S.] 
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99. The slighter degrees of burn require merely the application of cold 
water, or the dipping the part in cold water ; all other of the prescribed 
remedies, lead wash and so on, act only by their coldness. If fever be 
present the internal use of antiphlogistic remedies and a suitable diet must 
be combined with the local treatment. . If the cuticle have been raised 
into blisters, they should be opened with a fine lancet, without removing 
the skin, so that the contained fluid may escape. If they be small, they 
often, under the use of cold, fall together and dry. If the part be deprived 
of its cuticle, generally it will not bear the cold application, which irritates, 
and increases the pain; but simple, mild, soothing remedies, mucilaginous, 
mild poultices or fomentations, a liniment of pure oil and yolk of egg, 
fresh butter, and other mild salves may be spread on pieces of soft linen, 
which should be applied over the burnt part, and often changed, or they 
should be frequently sprinkled with the remedies, to prevent their drying 
and sticking, so as to soften and cool by their frequent renewal. Cold is 
always to be applied to the neighbourhood of the parts deprived of their 
cuticle. When suppuration is established, and the extreme sensibility of 
the affected part reduced by the use of mild remedies, astringent and 
drying applications are to be gradually had recourse to: linseed oil, with 
lime water, zinc ointment, and so on. Lead ointment is said to produce 
ugly ill-shapen scars, which, however, I have not observed. If much 
proud flesh occur, it must be kept down with nitrate of silver. If morti- 
fication be produced at the instant of the burning, cold application, or, if 
the parts are very sensitive on account of the destruction of the cuticle, 
merely softening and soothing applications must be used till the slough is 
thrown off by the suppuration, when the remedies aforesaid must be em- 
ployed. Sloughing rarely extends in this case, if not accompanied by 
deterioration of the juices. In other respects its treatment, even when 
resulting from the inflammation depending on the burn, is to be after the 
same general rules laid down for gangrene. 


The remedies especially recommended for burns are very various, and in part com- 
pletely contrary to each other in their operation. 1. Popular remedies, such as poultices 
of scraped potato, apples, moist earth, and so on, which are cooling by their proper re- 
newal. 2. Applications of spirituous fluids, ether, alcohol, brandy and so on, if used 
cold, act also coolingly by quick evaporation ; if warm, they can only act as counter 
irritants: but all burns in which the rete cutaneum is exposed must be protected from 
irritation. 3. The burnt part is brought near to the fire immediately after the burning. 
4. Wraps, by which the burnt parts are kept perfectly closed against external in- 
fluences. The overlaying of fine cotton or wadding, to be kept moderately tight with 
bandages till it falls off. If blisters are present, they must be first punctured. The 
strewing with flour and bandaging with dry linen. If pain recur, the linen should 
be removed and the flouring repeated again and again till it is a quarter or half an 
inch thick. In very severe burns, after a fortnight, a fourth of calamine powder is 
added to the flour and applied moist. Covering with chalk, smearing with amber- 
varnish or tragacanth mucilage spread on blotting paper or fine linen. The watery 
solution of lunar caustic, recommended by FRIcKE, operates in a similar way, by defend- 
ing the sensitive surface and furnishing it with a covering beneath which speedy healing 
takes place: In like manner is the operation of kreosote to be explained, from which, 
when diluted with water, or mixed with grease as a salve, I have frequently observed 
the best consequences. 5. Various ointments for burns, consisting of fat, butter, wax, 
cream, and the like. Larrey forbids all cold and cooling remedies, and uses saffron 
ointment and ointment of styrax. 6. Solution of chlorate of lime, wherewith the 
bandage is to be frequently moistened during the day, causes a slight itching for 
about ten minutes, and is, according to Lisrranc, useful in slight degrees of burn, 
producing new skin in twenty-four hours; in higher degrees the suppuration is dimi- 
nished and improved. 

Much difference of opinion has existed and still exists among English surgeons, as to 
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the choice of remedies for burns and scalds. Whilst some prefer moist applications, 
cold or warm, either as washes or liniments and ointments, others advocate the use of 
dry substances, as cotton or flour and the like. I shall first mention some of the more 
prevalent plans of treatment, and afterwards describe my own ordinary practice, without, 
however, claiming for it any great degree of originality. 

James Earwex was the principal supporter of cold moist applications in form of very 
cold water or even ice, pounded and applied on clothes or in a bladder. HunTER ob- 
serves :—‘ Cold lessens all inflammations, and is a very good application where it can 
be applied ; but it cannot be applied so universally as others. However, cold has this 
disadvantage, that the pain, although removed while under the application, occurs with 
double force when it is removed, much more than from any of the applications; and the 
reason is evident, for, as the warmth returns, the pain is increased by the warmth, even 
in sound parts.” (p. 218.) Henry Earte(a), also, although he advocates both cold and 
warm applications on certain conditions, notices the objections which exist in reference 
to the use of cold, at the same time that he mentions its advantages. He says:—“The 
advantages of the plan (the application of cold) are, that it may generally be resorted 
to without delay, and that it has the effect of affording immediate relief. The disadvan- 
tages attending it are, it is necessary to continue or renew the application of cold for a 
considerable time, as the heat and pain will return, unless the diminished temperature 
be steadily maintained. On this account it is that, in certain delicate constitutions, and 
especially when the injury extends to the chest or trunk, this cooling plan of treatment 
cannot be employed without risk. (p. 301.) 

The treatment recommended by Kenr1su (0 ), and consisting of the primary appli- 
cation of warm and stimulating remedies, is generally practised in the coal districts 
of the North of England, and therefore, if for no other reason than that it has been 
there found successful, is well entitled to notice. I have had a: little experience of its 
effects, and do not think it less advantageous than most other plans of incipient treatment, 
which is the principal point of difference in the practice. KENTIsSH’s theory of the 


_ treatment of burns and scalds is founded on the mode of treating frost-bite, the very 


reverse of which he considers, with a fair show of reason, is here indicated. Nor are 
his views to be set down as “visionary, as amusing the fancy, but never capable of im- 
proving the judgment ;” nor are they “nearly unintelligible, nor unsupported by any 
sort of rational evidence,” as they have been asserted to be by SamuEL Coorrer. The 
question “ the effects of heat above the freezing point, carried to the extent of what 
is termed burning,” being the converse of its effects “ below the freezing point, commonly 
called the effects of cold,” it will be, on the whole, more convenient to leave the discus- 
sion of till we treat of frost-bite. 

KenTIsH’s object consists in “restoring the unity of action,” as he calls it, in these 
“local injuries from increased action,” * * * first, by gradually diminishing the 
excitement or action of the part; and, secondly, by increasing the action of the system 
to meet the increased action of the part; holding this law of the system in view, that 
any part of the system having its action increased to a very high degree, must continue to 
be excited, though in a less degree, either by the stimulus which caused the increased action, 
or some other haviny the nearest similarity to it, until, by degrees, the extraordinary ac- 
tion subsides into the healthy action of the part.’ With this view, holding the part to 
the fire seems the best mode of relief; but, as parts of the body are injured where this 
cannot be done, the most stimulant applications must be had recourse to; for, in this class 
there is little fear of any of them being greater than that which originally caused 
the accident; the strongest rectified spirits made still stronger by essential oils; add to 
which they may be heated as much as can be suffered on the sound parts; these, and 
many more applications of the same class will give the speediest and most effectual relief. 
These are only to be continued for a certain time, otherwise they may afterwards cause 
the very ill they were given to cure; and should be succeeded by lers stimulant appli- 
cations, until the parts act by the common natural stimuli. The internal mode of relief 
will be to give those substances which soonest excite the system to great action, such as 
ether, ardent spirits, opium, wine, &¢., by which means the solution of continuity of 
action is allowed to continue the shortest time possible, and the unity of action restored, 
which constitutes the cure.” (pp. 112-14.) 

The mode in which Kenrisx sets about the primary dressing of burns is as follows :— 

“Take a teacup and put some of the best rectified spirit of wine, or spirit of wine 
with camphor, or spirit of turpentine, into it; then place it in a basin of hot water, so as 
to heat it to what you can bear with your finger; then, by means of a rag dipped in this, 
or a probe armed with a good deal of lint, wash and bathe the whole of the injured sur- 


(a) Clinical Lecture on Burns; in Medical Gazette, vol. v. 1830. _(b) On Burns, &c. 
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face, which when done two or three times over, apply plasters to the whole, formed in 
the following manner :—Take of the common yellow basilicon, ung. resine flave, accord- 
ing to the occasion; let it be mixed up with as much spirit of turpentine as it will take 
to make it of the consistence of a liniment, which, when spread upon thin oiled cloth, is 
to be applied to the part: the wax and oil of the basilicon will fill up the pores of the 
cloth so as to prevent evaporation, by which means the strong stimulant powers of the 
turpentine, or alcohol, or camphor, or all together, are so confined upon the surface as 
to excite the absorbents to the very increased action we wish ; and, when this has taken 
place, the small quantity of oil is sufficient to preserve the cuticle in a pleasant state.” 


(p. 132.) 

KenTIsH disapproves of frequent dressings; “ for the very quick evaporation that takes 
place on exposing or uncovering the surface any time during the first four-and-twenty 
hours is pernicious; I therefore only dress the patient once a day even at first, unless 
in some instances. * * * But it will be better to allow him to remain for the first 
twenty-four hours without being disturbed ; if the plasters are spread tolerably thick 
with the ointment, there will be no need of using any further means till the next 
dressing.” The parts are to be exposed to the air as little as possible, and therefore the 
plasters are to be prepared before the dressing iscommenced. The heated pure spirit is 
generally not again required ; therefore, at the second dressing, the redness or seeming 
inflammation appearing less vivid, “ proof spirit or laudanum with the coldness taken off, 
will be sufficient for this dressing, and the plasters immediately applied.” Within the 
next twenty-four hours, “generally the appearance of inflammation has disappeared, and 
where there had been any small vesication in the first instance, there will be seen such 
a secretion of pus as may be noticed the second day after the application of a blister ; 
the stimulants will now have performed their office, and, if continued on, they will pro- 
duce unpleasant effects themselves, somewhat resembling the complaint they were meant 
to cure. * * * For which reason, as the equilibrium of action will appear nearly to 
be restored, it will now be necessary to apply less irritating substances; therefore, in- 
stead of basilicon made into a liniment with spirit of turpentine, it may be rendered into 
a proper consistence with camphorated oil; should even this be too strong and any ap- 
pearance of irritation take place, the cerate with lapis calaminaris or GouLARD’s cerate, 
will answer every purpose, and abate any irritation that may have arisen from the for- 
mer applications. What I have found very effectual in such cases, is an ointment made 
with the addition of a scruple of flowers (oxyd) of zine to an ounce of the white oint- 
ment, wag. cere; this, continued until the part heals, is in general sufficient ; but, if the 
skin should, after healing, remain very tender and likely to crack, a liniment formed 
of lime water and linseed oil would be useful. I have frequently found much advantage 
from camphorated oil in this stage. These means properly attended to, and keeping the 
tender skin covered from the too great action of the external air, I have found effectual 
in curing, and quickly restoring the cuticle to a healthy state, after most severe cases.” 
(pp. 133-36.) 

Raw cotton has of late years been used in America. Gurpson (a) says:—‘ The ‘best 
application I have ever tried is raw cotton, thinly spread out or carded, and laid directly 
over the burn. The value of this remedy was ascertained accidentally, a few years ago, 
(previous to 1824,) by a lady living in Hartford County, Maryland, whose child was 
scalded by boiling water, nearly over its whole body. ‘The mother was carding cotton, 
in an adjoining room, at the time of the accident, and, having no medical assistance 
within reach, undressed the child as quickly as possible, and covered the whole burned 
surface with masses of the cotton. The effect was wonderful ; for the child soon became 
perfectly quiet, fell asleep, and, upon removing the cotton, a few hours afterwards, no 
inflammation whatever could be perceived. Dr. Datum (6), to whom weare indebted 
for an account of this case, has furnished others of a similar character, in which the 
cotton proved equally efficacious, and my own experience enables me to confirm his 
statement of its usefulness. It is only, however, in the superficial burn that this remedy 
can be relied on. (p. 51.) 

Dr. ANDERSON (c) is a strong supporter of the use of cotton in burns; he says :—“ The 
utility of cotton is most conspicuous in simply vesicated burns, where one or at most 
two renewals of it are sufficient ; and it is to these cases that I believe its application 
has generally been restricted. But I have used it in a great variety of cases, recent 
and old, vesicated and sphacelated. From the state of the parts after a deep burn, the 


(a) The Institutes and Practice of Surgery, being (6) On the Use of Cottonin Burns; in Porrrr’s 
an Outline of a Course of Lectures. Philadelphia, | Medical Lyceum, p. 22. 
1838. 5th Edition. (c) On the Treatment of Burns; in Glasgow 
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cotton generally requires renewal about every six or eight days, until the sloughs have 
long separated and the discharge has been diminished. The comfort enjoyed during such 
intervals should go far to recommend this practice, even if, in other respects, it had no 
advantage over that by a daily renewal of the dressings. But I am now quite satisfied 
that a persevering use of this remedy, even in the chronic state of burns, and in many 
other ulcerations, is in every respects preferable to the practice usually adopted. (p. 211.) 
Some care is necessary, both in preparing and in applying the cotton. For this purpose 
it should be finely carded, and disposed in narrow fleeces, so thin as to be translucent, 
by which means it can be closely applied in successive layers, and is thus made to fill 
up and protect the most irregular surfaces. The burnt parts, if vesicated, are to be 
washed with tepid water, and the fluid evacuated by small punctures ; or, if more deeply 
scorched, they may be bathed with a spirituous or turpentine lotion. The cotton is 
then applied, layer after layer, until the whole surface is not only covered, but pro- 
tected at every point, so that pressure and motion may give no uneasiness. On 
some parts it will adhere without a bandage, especially when there is much discharge ; 
but, in general, a support of this kind is useful. Where the vesications have been 
broken, and the skin is abraded, or where there is sphacelus, more or less suppuration 
always ensues, and in such cases the discharge may be so great as to soak through the 
cotton and become offensive, particularly in summer ; so that it may be necessary to 
remove the soiled portions. This, however, should be done as sparingly as possible, 
taking care to avoid uncovering or disturbing the tender surface. (pp. 213, 214.) 

“There appears,” ANDERSON further observes, “to be a twofold effect from this 
kind of treatment. The primary effect arises from the exclusion of the air and the 
slow conducting power of cotton, by which the heat of the part is retained, whilst a soft 
and uniformly elastic protection from pressure is afforded. The secondary effect 
depends entirely on the sheath or case formed by the cotton absorbing the effused 
serum or pus, and giving the best possible substitute for the lost cuticle. But, in order 
that the full benefit may be derived from this substitute, and to ensure an equable and 
continued support to the tender parts until the new skin is formed, it is absolutely 
necessary that this new or cotton cuticle, as it may be called, should not be removed 
except under particular circumstances, until the real cuticle is sufficiently formed to 
bear exposure. (pp. 217, 218.) 

The use of flour as an application for burns was, I believe, first recommended by 
Dr. Warp (a), formerly one of the surgeons of the Manchester Infirmary, who ap- 
pears to have employed it accidentally at first; for, finding a young woman who had 
been scalded from the elbow to the fingers’ ends, screaming with pain and shivering as 
if in the cold stage of an intermittent whilst her mistress was rubbing in goose grease, 
preparatory to the application of scraped potato, he absorbed the grease with soft linen, 
and then with a flour-dredger, which happened to be at hand, sprinkled the scalded 
parts as completely and expeditiously as he could, which almost immediately and en- 
tirely relieved the pain. The same application was used by Warp in several other 
cases (p. 619.) His mode of proceeding he thus describes :—* The first object will be, 
(after having laid the patient upon a bed or sofa,) without a moment's loss of time, to 
take off the clothes and apply bread flour, by means of a common kitchen dredger, 
plentifully, and as expeditiously as possible, to the whole of the burned or scalded sur- 
face, and this being properly and sufficiently done, carefully applying clean dry linen 
cloths immediately over the flour, and such bed-clothes or other coverings as may be 
required to keep the patient comfortably warm, but not too hot.” He strongly advises 
“ avoiding the application of liquids of whatever kind, including oil, and liniments, oint- 
ment, and salves containing oil, all of which are extremely pernicious.” If the pain 
be removed by this first application, it is advisable that the patient should go to 
sleep, even though he have no nourishment. “If pain return we must commence by 
removing the linen coverings or bandages from those parts where the pain is the most 
considerable, without attempting to remove any of the flour previously applied, except 
such portions as do not adhere, and then proceed as before to apply flour equally and 
copiously to the painful parts, by means of the dredge, which is the easiest and best 
method of effecting it. * * * It would also be a good general rule, particularly at the 
first and several of the succeeding dredgings or sprinklings, to continue the process tor 
a certain time (longer or shorter, according to the extent.of the violence, and the degree 
of pain complained of) after the parts become easy, (with a view to keep them in that 
state as long as possible,) and steadily to persevere in it either until the last-mentioned 
object be attained, or the parts affected shall have received a coating or covering of this 
invaluable article of frofn a quarter to nearly half an inch in thickness, and then apply 


(a) A New Method of Treating Scalds and Burns. Two Papers; in Lancet, vol. ii. 1828. 
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the bandages, as before: and, secondly, not to disturb those places which still continue 
easy in consequence of having undergone one or more sprinklings or dustings, until 
the return of pain or uneasiness shall indicate the necessity of repeating it. And, in this 
manner we must proceed the first two or three weeks, or until that period shall arrive 
when it will be necessary to make some addition to the flour.” (p. 176.) This addition 
consists of one portion of calamine powder to three of flour, gradually increasing the 
calamine till the proportions are equal, and then by degrees diminishing the flour till 
the calamine alone is applied, except some calamine ointment with an increased quan- 
tity of the earth, spread very thinly on linen, and laid over the powder. A moderate 
diet is allowed, commencing first with milk, puddings, broth, and soup. Medicines are 
to be used sparingly ; but, if sleep cannot be obtained, then opiates,—DoveEr’s powder, 
perhaps, in preference to laudanum, in proper doses every four or six hours, rather than 
one large dose; or an opiate friction on any uninjured but sufficiently extensive part 
to be effectual. Warp’s explanation of the modus operandi of flour is, “ that, by its 
instantaneous operation as an absorbent powder, in allaying the irritation, and partly by 
its coldness diminishing the temperature of the inflamed parts, it immediately arrests 
the rapid progress of the inflammation, and forms a fit medium or covering to prevent 
the access of the atmospheric air to a part of the body which is at all times peculiarly 
susceptible of its action (especially upon a large and extended surface of it) but which 
is now rendered a thousand times more susceptible than before. 


MARSHALL (a) makes the following observations on the modus curandi of the re- 
medy :—‘ This mild substance,” says he, “is doubtless pre-eminent to all others hitherto 
in use, by imparting immediate ease to the inflamed and irritable surface; it rapidly 
heals by the scabbing process, in uniting with the discharge from the abraded cutis ; 
and almost instantaneously forms a temporary semi-transparent covering, thereby assist- 
ing the natural functions in restoring the epidermis. The advantage becomes evident 
by stopping a profuse discharge, and the tedious progress of ulceration. That remarkable 
substance the animal (vegetable?) gluten, peculiarly contained in wheat, seems, in this 
instance, to assist the rapid regeneration of the scarf-skin, and thus protects the cutis 
and rete mucosum. The surface of the body being wonderfully supplied by the extension 
of the cutaneous nerves, in the form of a soft pulpy membrane, somewhat resembling 
the expansion of the optic nerve on the retina, readily affords, it is presumed, an expla- 
nation of the great violence offered to the system in all cases of extensive burn or scald. 
The topical remedy is equally suitable to either of these accidents, and perhaps, eventually, 
will be found useful in many other cutaneous affections. * * * When the flour has formed 
the artificial covering, the further application becomes comparatively superfluous, which 
is perceived by its rolling off.” (p. 298.) Beyond a single slight case, which did very 
well, I have no personal knowledge of the effects of flour; but I know some of my friends 
think it a good application.—J. F. 8S. 

On the primary treatment of these accidents HUNTER says :—“ Whatever will abate in- 
flammation arising from accident, will have the same effect upon a scald or burn; and, 
from the diversities of applications, we have opportunities of knowing the best. Oil was 
long an application, but which has no virtue; spirits have also been long applied, and 
with very good effect. The common application, which is a soap made with lime water 
and oil, seemed to answer better; and now vinegar (0) is strongly recommended, and I 
think with justice as far as I have seen.” (p. 218.) The best secondary treatment 
Hunter considers to be that by scabbing, of which he says, “the mode of assisting the 
cure of wounds by permitting a scab to form, is likewise applicable, in some cases, to that 
species of accident where the parts have not only been lacerated, but deprived of life.’ 
And then observes :—*“ This practice is the very best for burns or scalds, after the inflam- 
mation has either been considerably prevented, or subdued, by proper applications or by 
time, for which there probably are more remedies than for an inflammation arising from 
any other cause, as if there was something specific in such causes.” (p. 217.) 

The two French surgeons, BReronNEAU of Tours and VELPEAU, who have been already 
cursorily noticed as employing pressure in pseudo-erysipelas, have also recommended 
it in the treatment of burns. BreTonneEav (c) advises the application of circular band- 
ages, either dry or moistened with a diseutient or narcotic wash, the vesicles, if any, 
having been emptied by one or more punctures. He considers that the pressure, besides 
preventing exhalation of the serosity, keeps the cuticle on the rete mucosum, and thus 


_(@) On the Treatment of Burns; in LondonMe- _—‘Treatment ; for which see his Account of a Method 
dical and Physical Journal. New Series, vol. vi. of Curing Burns and Scalds, in three Letters to Joun 
1829. Hunter; m Medical Tracts and Observations, 
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protects it from the air and external agents. But, if the burnt part be stripped of its skin, 
oiled silk carefully fitted is to be first applied. Ve nprau (a) recommends strongly the ~ 
employment of compression in burns, by the application of diachylon plaster spread on 
strips of cloth, although he very candidly admits that further experience is yet requisite 
to perfect this mode of cure. He lays great stress on the composition of the plaster ; that 
it should contain neither too large a proportion of grease nor of diachylon, but that there 
should be a pretty large quantity of litharge, and that it should be of a softish consistence, 
as the effect is produced not merely by the compression, but varies according to the com- 
position of the plaster.” (p. 187.) Adopting the four degrees of burns mentioned by our 
author, VELPEAU says that— 

’ “1, In those of the first degree characterised, by erythema or even tumefaction, with 
itching or slight pain, all modes of treatment succeed, and that it is not, therefore, in 
this case he hopes particularly to recommend his own. 2. That, in those of the second 
degree, characterised by the coming off of the epidermis or phlyctenz, without alteration 
of the mucous body, the effect of the straps shows better. 3. That, in those of the third 
degree, that is to say, those where the mucous net-work has been partially destroyed, and 
in those of the fourth degree, where the skin is completely converted into eschar, his mode 
of treatment is almost indispensable.” And he then proceeds :—“ In burns of the first degree 
very good results are obtained from cold water, camphorated brandy, solutions of chlo- 
rures, and compression especially, but that the efficacy of the latter varies according 
to its application. Thus, I am persuaded that the straps are preferable to simple com- 
pression, because their employment is easier ; because they do not fall off, and may remain 
a much longer time; that in those of the second degree, cold water, refrigerants, chlo- 
rurated solutions, especially, may cure, the phlycteene being first removed; for I hold 
much with this little operation, without which I never employ any application.” (p. 186.) 

His mode of proceeding is thus described :—“ 1. Strips of cloth spread with diachylon 
are to be applied upon the injured surface. 2. Indispensable that they should be applied 
very equally on every part of the wound to prevent strangulation. 3. They must be so 
applied as not to loosen, and it is therefore necessary they should make at least one turn 
and a half round the leg. 4. When the regions upon which they are applied are irregular, 
the hollows must be filled with charpie or cotton; thus, for instance, if there be a wound 
on the foot, the sole is to be thus padded, so as to form a rouleau. 5. The strips require 
different directions according to the form of the limb on which they are applied ; thus, 
on the leg, which forms a cone, they must be placed spirally, commencing from .below 
upwards. 6. Each strap should cover two-thirds of the width of that below it, to render 
the compression uniform.” (p. 187.) The advantages derived from this plan of treatment 
are, according to VELPEAU’S views, the following :— 

“1. In burns of the first and second degree, the application is followed by a more 
prompt cure, z.e., it is completed after one or two applications at most, or in a day or two. 
2. That in those of the third degree three or four applications are needed, which require 
eight days at most, whilst other modes require fifteen days or a month. 3. That the cure 
of burns of the fourth degree depend on the depth of the wounds.” (p. 186.) 

In now proceeding to give an account of my own mode of treatment, I would pre- 
mise that Henry Eare’s observations on the careless mode in which clothing is too 
commonly removed after burns and scalds, are well worthy attention. “It unfortunately 
happens, too frequently,” says he, “under these circumstances, that the first thing done 
is to remove the stocking, which often brings away with it large portions of the cuticle, 
leaving the inflamed cutis denuded ; for, although in these cases sufficient time may not 
have elapsed for the occurrence of inflammation and the production of vesications, yet 
the application of the hot liquid will cause sufficient separation between the dermis and 
epidermis to cause it to come away on pulling off the stocking. If, instead of this 
forcible removal of the clothes, such limbs were to be immediately immersed in the 
coldest water, this most serious result would generally be prevented. The same 
clothes which were the medium for retaining the heat may be made the readiest means of 
abstracting it and of diminishing the inflammation ; and, should it become necessary, in 
consequence of the formation of vesicles, to remove them, they should be cut away with 
the utmost caution, and the vesicles preserved unbroken; by which the serious conse- 
quences which follow the exposure of the highly inflamed cutis, will be prevented.” 

mecOl. 

The Neh of these observations, as regards not merely the increase of the patient’s 
sufferings, but also as to rendering his situation much more dangerous, especially if the 
vesications be large, must be sufficiently obvious. It is, therefore, scarcely necessary to 


(a) His Clinique—Brilures, Traitement par les Bandelettes de Diachylon; in Lancette Francaise, 
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observe that the removal of the clothes should be effected with great carefulness, and 
Hare's advice as to thoroughly soaking them in water, either warm or cold, according 
as the practitioner may prefer applying his remedies in one or other state, is very excel- 
lent and highly deserving of being acted on. After soaking, it is better to cut the 
clothes through with scissors, till the whole will drop off or the patient can be lifted out 
of them, rather than to drag him about as is frequently done for the purpose of saving 
the clothes at the expense of the patient’s skin. 

My own observation and experience lead me to consider the local treatment of scalds 
and burns as very simple, the great object in view, if there be vesication, to whatever 
extent, without death of the skin or subjacent parts, being to defend the exposed highly 
sensible surface of the true skin from the air, by affording it an artificial sheathing, and 
thus relieving the irritation of the nervous system. If the vesications be unbroken, I 
think it best to leave them undisturbed, as adhesive matter is speedily effused over the 
surface of the true skin, directly after the effusion of serum has ceased ; an observation 
which may be daily made in watching the progress of an artificial blister. After a time, 
about forty-eight hours, the serum within the vesication becomes irritant, and this cir- 
cumstance is indicated by the margin of the uninjured skin bounding it presenting a red 
line. The skin must then be punctured in several parts, varying according to the size of 
the blister, and near its base, so that the serum may escape, which it generally does 
slowly, the serum now holding in solution a large quantity of albumen, and not unfre- 
quently seeming as it were contained in large cells, resembling those containing the 
vitreous humour of the eye, although much larger. If when the patient be first seen the 
blisters are found already burst, the cuticle should not, on any account be removed ; for, 
wherever it covers it forms too good a sheathing to be taken away. In either of these 
cases I generally first apply linen soaked in warm lime water and linseed oil, keeping 
it continually wetted with a sponge, without removal for forty-eight hours, after which, 
suppuration having by that time usually commenced on those parts of the wound which 
require it for their cure, I have the lime water and oiled cloths gently removed, and 
all the injured parts, whether to little or great extent, enveloped in bread and milk 
poultices, which are renewed twice or thrice a day, according to the discharge. This 
application is very bland, a delicate film from the coagulable part of the milk, and the 
mucilaginous portion of the bread soon covers the exposed tender surface, or keeps the 
remaining cuticle supple and moist, thereby rendering the patient extremely comfortable, 
at the same time, also, that he is kept very clean, and free from offensive smell, which 
are points of extreme importance in the treatment of scalds and burns, as regards both 
the health and comfort of the patient. I rarely find it necessary to employ any other 
treatment; for, if the accident be not extensive, in a few days it heals, and, if it be more 
spread, though the time of cure is necessarily longer, yet, the same result ensues. Some- 
times, however, more to relieve the patient from the strict rest which the poultice requires 
than for any other cause, after five or six days, the poultice is left off, and zine ointment 
spread on lint or soft linen is applied. 

If the true skin, or together with it more or less of the subjacent parts be destroyed, I 
still consider a poultice the best, most cleanly, and most comfortable application, made 
either simply of bread and milk, or bread and linseed meal, which are to be continued 
till all the sloughs have separated and granulations have been fully produced. After 
which wax and oil, or zinc ointment, or calamine ointment, spread on lint, may be gently 
bound on with a roller. 

If the granulating surface be very extensive, it is generally long in cicatrizing; the 
granulations become pale and flaccid, or even disappear, and the pus thins and becomes 
limpid on the slightest disturbance of the digestive organs, thus putting a temporary stop 
to the cure ; but, the irritation removed, things revert to their former channel, and heal- 
ing is resumed. . These alternations occur frequently in the course of a long cure, and 
must always be carefully watched and tended, as often the suspension of suppuration 
for a few hours causes determination to other parts, as the brain, lungs, and mucous 
membrane of the bowels, and the patient is cut off at the very time when there is every 
reason for his recovery. 


From the observation I have made of the various modes of treating scalds and burns, 
it appears to me that it is matter of little consequence what the primary application is, 
provided it be warm or capable of preserving the warmth of the part. Cold washes ‘I 
do not approve of, especially if the injured surface be large, as then a considerable 
portion of the body or limbs is suddenly cooled, and very frequently severe shivering 
is excited which adds much to the patient’s discomfort; or if, as is often the case, the 
patient be already shivering, that condition is increased by the application of cold. 

If stimulants be at first applied according to Kent1su’s plan, or, if cold washes be 
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used immediately after the accident, the important point is to determine how long they 
shall be continued. ‘This, in reference to stimulants, has, as already mentioned, been 
determined by KenrisH; and, with regard to the cold, is generally continued either till 
suppuration or sloughing is decidedly set up, and then, as the case may be, simple 
dressings, either with ointments, or absorbing powders, or poulticing, are resorted to. 
But I think my plan of poulticing throughout is preferable. 

With regard to the vesications in burns and scalds, unless they be very extensive and 
attended with destruction of the underlying parts, it will have been observed from what 
I have already stated that I do not consider them of very material consequence if 
properly attended to. But many persons think it important to prevent them, and en- 
deavour so to do by their treatment, whatever it may be. HiccinpoTHam (a) of 
Nottingham speaks in favour of using nitrate of silver for this purpose, and says :—“ I 
have found that by slightly passing the nitrate of silver once over a burnt surface, the 
pain is increased for a short time, but then totally subsides, vesication appearing to be 
prevented ; the black cuticle peals off in a few days, leaving the part well.” And fur- 
ther :—‘ In cases in which the cuticle has been removed, the nitrate of silver applied 
“a the allen induces an adherent eschar, and prevents the consequent ulceration.” 

p- 149). 

The complete charring of the skin of a limb is no proof that the subjacent parts are 
destroyed or that they will slough and the case terminate, if there be sufficient strength 
of constitution by spontaneous amputation. The removal of the limb under such cir- 
cumstances, immediately, is not advisable. But if it be fully ascertained that the entire 
mass has perished, immediate amputation is inadmissible; for the limb is under precisely 
the same conditions as if under gangrene from any other cause, or gangrenous spon- 
taneously. There is always inflammation in the neighbourhood, either resulting at 
once from the extended influence of the destructive agent, or very shortly after set up 
to bring about the separation of the dead from the living part; and if, whilst either of 
these exist, amputation be performed, there is every probability of a sloughy stump and 
increase of danger to the patient. It is, therefore, necessary to wait till a line of de- 
marcation between the living and dead parts be formed, simultaneously with which, if 
the progress of the case be favourable, the inflammation begins to subside, and ceases 
as suppuration is established, and then is the time to perform amputation if needful. 
Cases of this kind are not frequent (0). 

Sometimes it happens that the destruction of skin on a limb has been so great that 
large wounds remain for weeks or mouths without any disposition to heal, and with 
great draught on the patient’s powers, from the large suppuration which is kept up. If 
the use of absorbent powders, as calamine or chalk or the application of nitrate of silver 
in lotion upon soft rag or lint be insufficient to check the discharge, and to induce the 
formation of skin, then, if the patient’s constitution begin to droop, and not till then, I 
think, should amputation be performed.—J. F. 8.] 


100. In burns with gunpowder, which, from the black crust covering 
the part, often seem much more dangerous than they really are, the grains 
of powder often penetrate the skin, and,if they remain after the cure, 
grow in and produce a bluish-black discoloration. In parts commonly 
uncovered, as the face, they must either at first or during the suppuration 
be removed with a lancet or witha needle; in other respects, the burn is 
to be treated according to the ordinary rules. If the grains of powder 
heal in, each must be removed by a little cut. | 

101. The employment of internal remedies in burns must be guided by 
the constitution of the patient and by the severity of the symptoms. If 
the inflammation be high, powerful antiphlogistic remedies must be em- 
ployed; thereby only can the spread of the inflammation and gangrene 
be prevented. ‘The great pain and nervous symptoms so commonly accom- 
panying severe burns require at the same time opium both internally and 
externally in connexion with the ointments mentioned, cherry-laurel water, 
extract of hyoscyamus. If there be a bad state of the Juices, or great 
weakness, these must be specially attended to in the treatment. 


(a) An Essay on the Use of Nitrate of Silver in (b) Two cases of mortification resulting from 
the Cure of Inflammation, Wounds and Ulcers. burn, in which amputation was erformed, are men- 
London, 1829. 8vo. 2nd Edition. _ tioned in the Lancet for 1840, 41, vol. ii. p. 687. 
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[The internal treatment of scalds and burns is too often overlooked, or little thought 
of, till it be too late, though it is a very important item in the restorative proceeding. 
If, soon after the accident, as commonly happens, the patient be attacked with shivering, 
which is severe in proportion to the extent of the part injured, some stimulant must be 
given internally, and I think a little hot brandy and water, even to children, is pre- 
ferable to physic. It must be of course given with discretion: for a young child a 
teaspoonful of brandy mixed with seven or eight of hot water, and then a teaspoonful 
or two of the mixture given every quarter of an hour till the shivering subsides ; for 
an adult half a glass or a glass of brandy to two of hot water may be given imme- 
diately, and repeated twice or thrice at intervals of a quarter of an hour, as may be 
needed. The patient should be quickly put to bed, covered with blankets, and warm 
bottles or hot bricks wrapped in flannel applied to the feet, for the purpose of re-ex- 
citing warmth. 

It is matter of dispute among surgeons, as to the propriety of admistering opiates or 
other sedatives, an objection being made that the action of the opium interferes with 
the symptoms, so that it is impossible to determine whether the brain be affected by the 
irritation of the injury or by the action of the opium. I do not think this is matter of 
much consequence; but I am quite certain that soothing the patient’s sufferings and 
dulling his nervous irritability, are most important indications in the constitutional 
treatment. Therefore I invariably prescribe laudanum for an adult or syrup of poppies 
for a child, if there be any disposition to restlessness; and, if it continue, the opiate is 
repeated a few hours after. The advantage derived from sleep, even for a short period, 
is very great, and cannot be too strongly recommended, as during that time the sting~ 
ing of the burn diminishes, and the patient suffers less. If sleep at night be deficient 
or much disturbed, I think it better to give laudanum in sufficient quantity to procure 
it; in less quantity it irritates and is hurtful, and this may be continued for some time, 
as may be found necessary. 

In severe burns and scalds sickness and vomiting very frequently occur after the 
accident, and require to be checked by brandy and laudanum ; but when they continue 
it is to be considered a very unfavourable symptom. 

Till suppuration is set up, which usually is established in forty or fifty hours, the 
patient suffers more or less from febrile excitement; cooling drinks and saline medicine 
in a state of effervescence may then be given, and light farinaceous food if the patient 
be disposed to take it, which, however, is generally not the case. But immediately 
suppuration, or the separation of sloughs commences, the constitution must be supported 
proportionally to their degree; easily digestible animal food is then to be taken, and 
beer, porter, wine, or brandy, in proportion to the patient’s age, habits, the degree of 
suppuration and extent of the slough must be used. Care, however, must be taken 
that the patient be not overloaded with support, which is indicated by quickened pulse, 
heat of skin, restlessness, and flushing of the countenance. When such occurs, this 
treatment must be suspended, and it not unfrequently happens that under this excite- 
ment the suppuration is suspended, and effusion of water on the brain, indicated by 
drowsiness and stupor or irritation of the mucous membrane of the bowels, and watery 
purging set in, which are very dangerous, and frequently destroy the patient. If suffi- 
cient support be not given, typhoid symptoms come on, and the patient rapidly sinks 
from that cause.—J. F. S.] 

102. In all burns in which there is suppuration, care must be taken, 
especially during cicatrization, that no unsightly scar be produced; the 
parts must be kept in their natural place, and the contact of neighbouring 
parts, as the fingers and toes, be prevented by layers of linen or charpie 
smeared with salve. 

[A most important circumstance in reference to burns and scalds is the character of 
the scar, in those cases where the skin has been extensively destroyed, in consequence of 
not merely the uncontrollable disposition of the granulations to contract during the pro- 
gress of cicatrization, but also of the contractile habit of the scar itself, long after the 
wound has healed, when it is presumed that no further attention to the case is requisite. 
And even though every precaution has been taken to guard against the effects of this con- 
tractility, yet very often do the most deplorable results ensue, not only as regards per- 
sonal appearance, but also in relation to diminution and restriction of the motion of the 
limbs. “ These contractions are,” as Henry EARLE (a) observes, “a source of blame to 
surgeons ;” but I cannot agree with him that even “in some instances, perhaps, such re- 
proaches are merited, as much may be done to prevent them by proper and strict attention 

(a) On Contractions after Burns or extensive Ulcerations ; in Med. Chir. Trans., vol. v. 
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to position during the progress of the healing process ;” and, indeed, his own subsequent 
observation is a complete and satisfactory refutation of this statement; for, he continues, 
“frequently, however, such contractions do not depend on any inattention on the part of 
the surgeon, but are the result of a natural process which follows cicatrization, and which 
has often baffled all the efforts of art to control. This process consists in an absorption 
of the granulations on which the new skin has been formed.” (p. 97.) The surgeon, 
therefore, is not blameable for the results of this natural process, which not merely fol- 
lows cicatrization, but actually proceeds with it pari passu, or even commences before 
the formation of new skin; for the granulations, as HuNTER observes, “ being endowed 
with such properties, they soon begin to contract, which is a sign that cicatrization is to 
follow. ‘The contraction takes place in every point, but principally from edge to edge, 
which brings the circumference of the sore towards the centre; so that the sore becomes 
smaller and ‘smaller, although there is little or no new skin formed. (p. 483.) Besides the 
contractile power of these granulations,” he continues, “ there is also a similar power in 
the surrounding edge of the cicatrizing skin, which assists the contraction of the granu- 
lations, and is generally more considerable than that of the granulations themselves, draw- 
ing the mouth of the wound together like a purse. * * * This contractile power of 
the skin is confined, principally, to the very edge, where it is cicatrizing, and, I believe, 
is in those very granulations which have already cicatrized ; for the natural, or original, 
skin surrounding this edge does not contract, or at least not nearly so much, as appears 
by its being thrown into folds and plaits, while the new skin is smooth and shining. (p. 484.) 
Whether this contraction of the granulations be owing to an approximation of all the parts 
by their muscular contraction, like that of a worm, while they lose in substance as they 
contract, or, if they lose without any muscular contraction, by the particles being ab- 
sorbed, so as to form interstices, (which I have called interstitial absorption,) and the 
sides afterwards fall together, is not exactly determined, and perhaps both take place. 
* * * After the whole is skinned, we find that the substance, which is the remains 
of the granulations on which the new skin is formed, still continues to contract, till hardly 
anything more is left than what the new skin stands upon. This is a very small part, in 
comparison with the first formed granulations, and it in time loses most of its apparent 
vessels, becomes white and ligamentous.” (p. 485.) 

From this constant tendency of scars to contract, even from the very beginning of their 
production, they almost invariably, when the wound extends over the bending surface of 
a joint, as, for instance, the front of the elbow, wrist, or ankle, produce gradual and per- 
manent flexion to a greater or less degree, and, by the unconscious efforts of the patient 
to overcome this restriction, and the unyieldingness of the scar itself, the scar is lifted up 
from the surface on which it was originally formed, the elasticity of the surrounding 

skin being (if the expression may be permitted) presumed upon, so that it yields to the 

forward movement of the scar till, becoming tense, it can yield no further, whilst the scar 
assumes a thick web-like character, doubling on itself as it rises, and stretching from the 
upper to the lower member of the limb, its edge being rounded and usually thicker than 
the rest of its extent, so that it has an appearance very similar to the skinny expansion 
between the upper and fore arm of birds upon which the covert feathers are arranged. 

If the burn or scald have been on the chest it is not uncommon to find the skin on the 
front of the arm-pits dragged inwards by the transverse contraction of the scar, and the 
arms pinned tothe sides. The skin of the neck, also, is drawn down, so as to cause more 
or less deformity, and instances are not wanting where, if the burn or scald have extended 
on the front of the neck, the skin of the face has been pulled down, the lower lip more or 
less completely everted, and the lower jaw constantly depressed, except when the head is 
bowed forwards, which it is even sometimes permanently. Indeed, I can fully admit the 
truth of H. Eare’s statement :—“ I have known this gradual contraction draw down the 
chin upon the sternum, and approximate the shoulders so much as to cause a partial ab- 
sorption of the clavicles, and completely alter the dimensions of the thorax.” (p. 98.) 

From what has been stated it is clear that, after destruction ot the skin by severe burns 
- and scalds, the contraction of the scar, as a natural consequence, may be expected, however 
careful the surgeon may have been in his endeavour to prevent it, and therefore he is 
not blameable. 

But it becomes a question, whether any thing can be done to set free the limb re- 
stricted in its motions, and sometimes rendered useless by the contracting scar. Formerly 
the scar web has been cut through to the bend of the joint, which at the time permitted 
increased extension of the bent limb; but, as the wound healed, the contraction was re- 
produced. I believe the whole of the webbed portion of the scar has also been removed, 
leaving, however, the small part which lay flat on the limb, but, when cicatrization had 
taken place, the contraction again appeared. Henry Hare, therefore, “ proposed to 
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remove the whole cicatrix, ‘and to endeavour to approximate the integuments from the 
two sides of the arm, which was to be kept extended on a splint, not only during the 
healing of the wound, but for a considerable time after the cicatrix had formed, until, 
indeed, those changes which I have above described had been fully accomplished. By 
such practice I conceived that the contraction, which I knew must follow so extensive a 
wound, would take place in a lateral direction, and not in the long axis of the limb.” 
(p. 100.) On this principle Earwe operated on a boy of six years old, whose fore arm 
was contracted to a right angle by the contracting web-like scar of a burn which he had 
suffered twelve months before. Hedid not remove the scar entirely, but left it connected 
with the skin above, hoping it would adhere to the bared parts as far as it would cover, 
and so lessen the extent of skin required; but, in four days, it was found to have 
sloughed, not being sufficiently vascular to preserve its vitality. Directly after the scar 
had been detached at the operation, attempts were made to extend the arm; but “ consi- 
derable resistance was met with from the forcible contraction of the flexor muscles, which 
had been so long accustomed to a more limited sphere of action, that they with difficulty 
admitted of any extension. By degrees, however, they yielded considerably, and the arm 
was brought nearly to a right line. When the arm was so extended, the extreme point 
of the cicatrix, which still remained attached to the upper arm, was deficient nearly three 
inches of reaching the part from whence it had been removed.” The operation was per- 
formed on the 12th November, 1813, and on 20th December following the wound was 
healed. The splint was continued for six weeks longer ; after which, the arm continuing 
straight, it was worn only at night for three months, and motion permitted, and, at the 
time of reporting the case, five months after the healing of the wound, EaRrLE says :—“ His 
arm continues perfectly straight, and he enjoys the free and perfect use of it as much as 
of the other.” (p. 102.) 

I have recently performed this operation with modification in a very severe contrac- 
tion. Up to the present time (March, 1845) it has succeeded equal tomy most sanguine 
expectations ; but months must elapse before the actual result can be obtained. The de- 
scription of my proceeding will appear in the following account of the 

Casr.—E. F., aged 21 years, a healthy country girl, had her clothes set on fire twelve 
years ago, in consequence of which her shoulders, chest, and arms were very severely 
burnt, and she was confined to her bed for nineteen weeks ; but the wound did not fally heal 
for some time afterwards. At first there was no contraction; but, soon after, the scar be- 
gan to contract, the skin over the front of the chest being first drawn towards the right 
shoulder, so as to form a fold across and below the front of the arm-pit ; a similar process 
followed on the left side, and both sides of the back also soon took on the same disposi- 
tion. An incision was made through the fold on the right arm-pit soon after the con- 
traction had taken place, but without benefit, and she has since remained in her present 
condition. 

A large scar now occupies the whole front of the chest, involving the breasts, which are 
not developed, and of which the very small nipples are scarcely perceptible among the 
coarse meshes which the intersecting transverse rays of the scar form, as they continue 
on either side, across and below the arm-pits to the middle of the upper arm, deepening 
the axillary fold by a thick skinny web, about an inch below the edge of each pectoral 
muscle, with a rounded thickened margin on which the cuticle is scaly, and the cutis 
cracky. ‘The contracting scar draws the skin tightly on the upper and outer part of the 
limbs, in consequence of which the upper arms are almost closely tied to the sides of 
the chest. A large triangular web extends from the axillary web nearly to the radial 
side of the wrist of each fore arm, with a thick rounded edge confining the right arm at 
less than a right angle, and the left at about a right angle with the upper arm, beyond 
which neither can be extended. 

Dec. 7, 1844. The following operation was performed on the right arm, which I had 
purposed performing according to Eart+’s method, but with complete removal of the 
scar, and with making a second long incision through the sound skin at a distance from 
the scar wound, so as to diminish the dragging of the skin in bringing and pinning the 
edges of the scar wound together, on the same principle, that of relieving tension, with 
which DirFrenBAcH makes incisions in his plastic operations. It will be seen, however, 
that I proceeded very differently, and much further. 

By an incision through the sound skin on each side of the scar web, commencing 
through the scar on the front of the arm-pit, and terminating below the point of the scar 
on the front of the wrist, I removed the whole of the scar skin which bound the fore to 
the upper arm, producing a long gaping wound, the skin edges of which could scarcely 
be approximated. I then made a second cut from the outer edge of the wound, at the 
front of the elbow, carrying it downwards and outwards nearly to the outside of the wrist, 
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so that it had a Jance-like shape, pointed above and wide below, and, by partially dividing 
its cellular connexions with the fascia of the fore arm, freed it so as, without difficulty, to 
bring its inner edge in contact with the corresponding edge of the scar wound. I hoped, 
also, by detaching the slip that the skin on the outside of the arm, which I also separated 
from its subjacent connexions, might be shifted upwards, might participate in forming 
the principal cicatrix on the upper arm, and by its wavy direction from the arm-pit to the 
outside of the wrist, might, when hereafter its contraction shall commence, render the 
drawing up of the fore to the upper arm less probable, as the scar, not being straight but 
wavy, would be of greater length, and, being unequally acted on, would ultimately be- 
come straight, though without shortening, so as to restrict the straightening of the fore 
arm. 

Having proceeded thus far, I presumed I had done with the knife, and then attempted 
to extend the fore arm ; but, having used as much violence as I thought advisable, although 
it was not much, I found not the least yielding, but the fascia around the front of the 
elbow-joint being rendered very tense and raised, I thought this might be the obstacle, 
and therefore, having divided it carefully upon a director thrust beneath it, I repeated 
the attempt at extension, with no better success. 

By the division of the fascia the muscles passing over the front of the elbow-joint 
were exposed, and when the hand was pulled on the m. supinator radii longus becoming 
extremely tense, and seeming to be the principal resistant, I passed a director between 
its belly and that of the m. flexor carpi radialis longior, and cut the former across. No- 
thing was gained by this, and I then, with the concurrence of my friend and colleague 
GREEN, passed a director under the tendon of the m. biceps flexor cubiti, and divided it 
as it crossed the front of the joint. Attempts, though not violent, at extension were then 
repeated; but, being unsuccessful to any material extent greater than a right angle, we 
determined to rely on passive extension, but not to be commeneed at once. 

In the course of the operation the internal and external cutaneous nerves were 
divided as they crossed the front of the elbow and each gave a smart shock to the 
patient. I may observe also that I very nearly divided the brachial artery by accident, 
as, after the division of the tendon of the biceps, it started up, and the slight yielding 
which the fore arm had allowed, putting it on the stretch, had stopped its pulsation, so 
that it escaped me, although I had sought for it and for the median nerve, for the pur- 
pose of avoiding them, and I mistook it for a band of fascia and cellular tissue till, the 
pull on the fore arm being discontinued, its pulsation returned and discovered its cha- 
racter. 

The edges of the inner wound were now brought together and connected with seven 
twisted sutures, beginning from the wrist and pinning upwards; but there was consi- 
derable stress on the skin, so that I feared the pins would ulcerate through, and that 
adhesion would not take place, as the interspaces would not completely meet; but they 
together with the outer wound on the fore arm were supported with some adhesive 
circular straps. 

The patient was then sent to bed, a wet cloth applied over the whole arm; and a 
circular bandage carried round her chest having been fastened to the head of the bed- 
stead, to prevent her trunk slipping down, a bandage was wound round the wrist, and, 
its ends being carried down over the foot-board of the bed, a four-pound weight was 
attached, which pulled the hand so as to promote extension of the fore arm, by tiring 
the flexing muscles, without giving the patient much pain. Kk tinct. opii 3ss. ex mist. 
camph. stat. 

Dec. 8. She had passed a tolerable night, and when seen this morning was free from 
pain, the weight not pulling heavily, and she is without fever. Towards night she 
was very restless, and the arm becoming very painful and uneasy from the pull upon 
it, the weight was removed. B morph. mur. gr.ss. stat., which was given at 2 A.M. 

Dec. 9. After taking the sedative she had a good night, but is feverish this morning ; 
her pulse quick and skin hot. The weight was reapplied, and the uneasiness seeming 
to have depended principally on the slipping to the arm-pit of the bandage confining the 
trunk, it was readjusted. 

Dec. 10. She could not go to sleep till the weight was removed, but afterwards 
passed a good night without taking any sedative, and is tolerably well. The dressings 
and pins were removed, each strap of plaster being replaced by another before a second 
was removed. No union at any part of the edges of the wounds, which are angry ; 
most of the pins had nearly ulcerated through, and the remaining bits of skin by which 
they held are sloughy. The weight was reapplied, but is to be removed as often as the 
pulling becomes painful. There does not appear any material increase of extension. 
She is to have a couple of eggs daily. 
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Dec. 13. Has continued going on well; but, last evening, being restless, she took morph. 
mur. as before, and had a tolerable night. Her bowels have been relieved this morning 
with castor oil; she is altogether comfortable and has a good appetite. The arm was 
dressed to-day with adhesive plaster ; the sloughy edges are cleaning and the discharge is 
healthy, but the skin about the elbow is very loose. The fore arm is certainly more 
extended, though not considerably. Is to be dressed daily, and the extension kept up 
with the weight as she can bear it. To have a mutton chop to-morrow. 

Dec. 20. Has been improving since the last report ; the wounds are granulating kindly 
and the edges of the skin becoming adherent. The fore arm has been gradually coming 
down, and now forms, with the upper, an angle of 135°. 

Dec. 24. The extension of the arm still continues increasing. The wounds are 
healing, but in front of the elbow and above it there is still a pretty large patch of granu- 
lations. She seemed so well that I thought she might get up, and directed that the 
extension should be persisted in, by tying a four-ounce weight to her hand, and leaving 
it to hang unsupported by her side for ten minutes or a quarter of an hour frequently 
during the day as she could bear it without much distress. This weight, however, was 
rather more than she could manage, and a medicine-spoon, about half the weight, was 
used instead, and was found quite sufficient to tire the muscles and keep up the exten- 
sion. Is to have a pint of porter daily. 

Jan, 24, 1845. Has been going on well, and is capable of carrying the spoon for a 
greater length of time without annoyance ; the wounds much diminished and still granu- 
lating kindly. She was yesterday attacked with slight head-ache, and is to-day feverish 
and has a quick pulse. Kk pulv. rhei c. hydr. dj. stat. 

Jan. 25. Tolerably well again, and the wound not disturbed. 

Feb. 26. Still going on well; the wound healing slowly; the arm still straightening, 
and, as she has not yet made any attempt at bending, it is pretty stiff. I therefore 
desired that she should begin to do so, and also that she should carry occasionally heavier 
weights, which, indeed, she is disposed of her own accord to do. 

March 7. Is beginning to bend the elbow a little, and since the last report carries 
with the right hand a two-gallon can of beer up a flight of stairs with little trouble. Is 
to exercise her arm by pulling a weight over a pulley fixed above her. 

March 11. The long wounds upon the fore arm are all but healed. Upon the inside 
of the upper arm from the elbow upwards is a granulating wound, about two inches 
long and an inch and a half wide, which is granulating kindly ; but its healing seems 
retarded by the pull of the broad scar which deepens the back edge of thearm-pit. This 
I propose soon to set at liberty, by cutting vertically through its connexion with the 
trunk, and inserting a piece of skin from the back. 

In mentioning this case it must not be supposed I consider its success decisive; whe- 
ther it be so or not requires many months to prove, and depends, I believe, considerably 
on the favourable result of the proposed plastic operation. It has, however, gone on so 
very satisfactorily, that I have ventured to relate it here, and I hope in a future part of 
this work to mention the result.—J. F. 8. 

Professor MUTTER (a), a very intelligent surgeon of Philadelphia, has proposed the 
performance of plastic operations for the relief of deformities from burns, and has thus 
operated successfully in six out of seven cases, the first three of which he has published. 
All these were cases of forward contraction of the neck, with depression of the lower 
jaw, and eversion of the lip. His operation consisted in cutting across the middle of 
the scar, commencing in the sound skin on one and terminating in the sound skin on 
the other side of the neck, so that it was “about three quarters of an inch above the 
top of the sternum,” * * * his object in making it so low down being “to get at the 
attachments of the sterno-cleido-mastoid muscles,” both of which it was necessary to 
divide in the first, and one only in the second case, before the head could be raised to its 
natural position; but the head could be raised without dividing either, in the third case. 
A large gap was thus formed, into which was inserted a corresponding flap of skin, raised 
from the side of the neck, and from the deltoid muscle, without detaching it above, and 
fixed by several twisted sutures and adhesive straps. The edges of two-thirds of the 
wound on the shoulder were approximated with twisted sutures, and over the remainder, 
which could not be covered by the skin, a warm water pledget applied. The head was 
kept back by a bandage, and the patient then put to bed. She was not permitted to 
take “ any kind of nourishment, in order that adhesion or union by the first intention 
might be accomplished,” till the third day after the operation, and then only a few 
spoonfuls of barley water every hour or two. On the third day after the operation the 


(a) Cases of Deformity from Burns successfully treated by Plastic Operations, Philadelphia, 1843. 8vo. 
Also, in American Journal of Medical Sciences, July, 1842. 
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dressings were removed, “ the wound found united, with the exception of here and 
there a point and a small pouch of pus at the most depending part of the flap,’ which 
was punctured and the pus evacuated. Some of the pins were removed, and fresh straps 
applied. This the first case succeeded admirably, and the history of the other two 
which he has published, were nearly counterparts of it. After the incision had healed, 
the head was supported by “a stiffstock on which her chin rested, and this instrument 
also served to press the integument back, by which the natural excavation or depth of 
the neck, in front was readily effected.” 

With the view of determining the propriety of the operations, such as those reported 
by him, Murrer makes some very interesting and valuable observations on, “ Ist, the 
nature of the tissue to be divided or removed; 2ndly, the thickness or profundity of 
the cicatrix; 3rdly, its location; 4thly, its extent; 5thly, its age; and, 6thly, its peculiar 
deformity.” | 


When large burns scar, there not unfrequently arises abdominal disorder, 
and frequent watery evacuations, which must not be suppressed. 


IIJ.—OF FROSTBITE. 


Anweisung, alle erfrornen Glieder aus dem Grunde zu heilen, auch dann noch, 
wenn sie seit mehreren Jahren erfroren sind. 2nd Edit. Pirna, 1804, 8vo. 


OTTENSEE, J. C., iiber die griindliche Heilung der Frostbeuten, in von SIEBOLD’s 
Chiron., vol. ii. p. 129. 


Tuomson, Joun, M.D., Article—Frostbite ; in his Lectures on Inflammation, p. 613. 
Desmouttins, Dela Gangréne par Congélation. Paris, 1815. 
Mornay, Sur la Gangrene des Extrémités par Congélation. Strasbourg, 1816. 


LarreEy, Mémoire sur la Gangrene séche causée par le Froid, ou Gangrene de Congéla- 
tion, in Mém. de Chirurgie Milit., vol. iii. p. 60. 


103. In Frost-bite, (Congelatio, Lat.; Erfrierungen, Germ.; Congéla- 
tion, Fr.,) the severe and continued cold produces numbness of organic 
parts, so that sensation and motion are diminished, and, if its influence be 
continued, all sensation and motion are lost, the pulsation of the arteries 
ceases, and death ensues, in consequence of which the part is shrivelled and 
dried (1). Ifthe whole body be subjected to such influence, the skin be- 
comes gradually pallid and insensible ; from the collection of blood in the 
internal parts especially in the brain and lungs, arise anxiety, weakness, 
disposition to sleep, and, if these symptoms occur and the cold continue, 
death is the result (2). ‘This particularly happens after the use of spiri- 
tuous drinks without sufficiently active exercise. 


[(1) The parallelism of the effects of great degrees of heat and cold upon the animal body 
is very remarkable; for, though the causes are so opposite and unlike, yet are their results 
precisely similar, in almost whatever degree they are applied. Thus heat and cold produce 
only agreeable sensations when not advanced beyond a certain degree; but, if exceeding 
_ that, then both become painful without, however, exciting inflammation. <A further degree 
of heat causes vesication, without death of the part, by merely exciting at first sufficient 
inflammation, or at least sufficiently increased action, to produce immediately the effusion 
of serum necessary to the formation of a blister. An increased degree of cold acts dif- 
ferently, inasmuch as its primary effect is to suspend the passage of the blood through 
the vessels, whence arise the blueness and puffiness of the cooled part, which is still pain- 
ful, and has its motions restricted. But, if the cold be continued, the part becomes pallid, 
or yellowish-white, as if the blood were squeezed out of it, and its vessels emptied ; 
the pain now ceases, the part becomes numb and motionless, but it does not vesicate. 
When the coldness subsides, the heat not only returns, but exceeds the natural standard ; 
the pain also recurs and becomes more severe; inflammation being thus set up, its 
termination depends on the mode of treatment followed out. A still greater degree of 
heat or cold produces mortification, which, when depending on heat, except in the very 
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rare cases where the part is actually incinerated, is most commonly, and at once, superficial, 
even in burns which are always more severe than scalds. But mortification from severe 
cold is almost invariably of the whole mass affected, rarely seems to be produced imme- 
diately, at least not in this country, but requires the lapse of several hours for even its 
appearance, and many more before the whole extent of the injured part declares itself 
dead, the mortification, if of the extremity, commencing with the tips of the fingers and 
toes, and gradually creeping up so far as the vital powers have been either totally ex- 
tinguished, or have been so disturbed as to be unable to resolve the inflammation, 
depending on either the congestion of the vessels, or their acquired imperviousness, into 
the natural condition of the part.—J. F. S. 


MULier (a), in drawing a comparison of the effects of heat and cold on the body, ob- 
serves :—“ Both can produce as well a disturbance of the excitability as irritation, inflam- 
mation, and mortification. A sudden violent operation of cold upon warm animal 
parts acts destructively. An extremely cold state is painful, and then numb. In still 
greater degrees, mortification, local death ensues. In less degree cold, destroying by 
abstracting heat, produces symptoms of inflammation and irritation in the efforts made 
by the parts for restoration of their equilibrium. In a moderate degree cold operates 
momentarily as an excitant; thus, cold water at once reddens the skin, as I have myself 
experienced in bathing in the river in October; but this was only momentarily, and 
slight signs of internal disturbance from the abstraction of heat ensued. Cold water, also, 
in fevers, with a very hot, dry skin, acts often mediately as an enlivening stimulant, and 
produces that turgor on the skin which warmth excites in cold parts. The secondary 
effect of continued cold is always a disturbance of the nervous system. The gradual 
operation of cold up to a high degree throws man into a condition of seeming death, and 
hybernating animals into their winter sleep by withdrawing their irritability ; whilst a 
great degree of warmth gradually, also, disturbs the functions of the nervous system, but 
probably by a change; and in sandy deserts, where there is at the same time want of 
water, produces asphyxia, and causes the summer sleep of amphibians, and of the tenrec 
in hot climates.” (vol. i. p. 86.) 

The length of time, during which a part remains cooled, has material influence in regard 
to its immediate mortification, its deferred mortification resulting from the degree of in- 
flammation excited by the cold, or simply to its inflammation which resolves without 
mortification. This is proved by Hunrer’s experiments in freezing rabbits’ ears (6). In 
one case “the ear remained in the mixture (of salt and ice) nearly an hour, in which 
time the part projecting into the vessel became stiff; when taken out, and cut into, it did 
not bleed; and a part being cut off by a pair of scissors, flew from between the blades 
like a hard chip. It soon after thawed, and began to bleed, and became very flaccid, so 
as to double up on itself, having lost its natural elasticity. When it had been out of the 
mixture nearly an hour it became warm, and this warmth increased to a considerable de- 
gree; it also began to thicken in consequence of inflammation, whilst the other ear con- 
tinued of its usual temperature. On the day following, the frozen ear was still warm, and 
it retained its heat and thickness for many days after.” (p. 123.) 

Ihave already mentioned the case of sloughing of the scrotum following the continued 
use, for a few hours, of ice to further the reduction of a rupture. We have in St. Thomas’s 
Museum, also, the cast of a soldier whose scrotum having been frost-bitten in Flanders, 
during the campaign in 1793, under the Duke of York, both testicles, and a portion of 
the spermatic cord, were exposed, and long remained without skin, though completely 
covered with granulations. 

Actual frost is not absolutely necessary to produce mortification ; cold wet is quite suf- 
ficient if continued sufficiently long to reduce the natural heat of the part below a certain 
standard, and there retain it, as will be presently seen in a case of mortification of the 
hand from laying out hides, and this more especially when evaporation is going on 
quickly.—J. F. §. 

(2) The interesting account given by Sir JoserpH Banks (ce), of the sufferings of him- 
self, of Dr. SoLANDER especially, and other of their companions, from exposure to cold is 
well known, and is quoted by THompson, (p. 619,) who also mentions (p. 620) another 
remarkable case of Dr. KEti1z’s, which had been previously reported (d).] 


104. When a limb or active body becomes frozen, the living activity is 
depressed by the torpidity of the juices, a state of asphyxia is present, 


(a) Handbuch der Physiologie. (c) Captain Cook’s Voyages, vol. ii. Hawkes- 
(6) Observations on certain parts of the Animal __ worth’s Edition. 
Giconomy. London, 1792. 4to. 2nd Edition. (a) Duncan’s Edinburgh Medical and Surgical 


Journal,vol.i. Edinburgh, 1805. 
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which is yet susceptible of reanimation, but which, if left to itself, must 
necessarily run into gangrene or death. Those parts are most commonly 
affected by the dangerous effects of cold which are most distant from the 
heart, and in which the evolution of warmth, under natural circumstances, 
is slight, as the hands, ears and nose ; especially if the circulation through 
them be hindered by accidental pressure. 


HunrTER (a) observes that, in frost-bite, “the effect of the cold is that of lessenin g the 
living principle. The powers of action remain as perfect as ever, but weakened; and 
heat is the only thing wanting to put these powers into action; yet that heat must at 
first be gradually applied and proportioned to the quantity of the living principle, which 
increasing, the degree of heat may likewise be increased. If this method is not observed, 
and too great a degree of heat is at first applied, the person or part loses entirely the 
living principle, and mortification ensues.” (p. 137.) 

AsTLEY Cooper (6) says:—“ In this climate, destruction of the life of the part does not, 
in general, immediately succeed” the application of a great degree of cold for a consi- 
derable time to a part; but “the part will become numbed, that is, its nervous power will 
be diminished ; and, when it is thus enfeebled, it will be unable to bear a very slight 
degree of inflammation, and the destruction of its life follows. * * * It generally happens 
that inflammation succeeds the application of cold after an interval of two or three 
days.” (pp. 215-16.) 

Larrey (c) does not consider, in frost-bite, “the cold as the determining * * * but 
merely the predisposing cause” of mortification ; and observes, in support of this opinion, 
that, at the time of the battle of Eylau, the French soldiers “did not experience any 
painful sensation duriug the severe cold (varying from 10° to 15° below zero of Reav- 
MuR’s thermometer) to which they had been exposed on the night-watches of the 5th, 
6th, 7th, 8th, and 9th of February, 1813; and that it was not till the night of the 10th, 
when the temperature had risen from 18° to 20°, (a great quantity of sleet having fallen,” 
as he mentions previously, “ on the same morning, and been the forerunner of the thaw 
which took place in the course of that day, and continued in the same degree for several 
days,) that they felt the first effects of the cold ;” and “ applied for succour, complaining 
of acute pain in the feet, and of numbness, heaviness, and prickings in the extremities. 
The parts were scarcely swollen, and of an obscure-red colour. In some cases, a slight 
redness was perceptible about the roots of the toes, and on the back of the foot ; in others, 
the toes were destitute of motion, sensibility, and warmth, being already black, and, as 
it were, dried.” (pp. 60-2.) Larrey’s objection to the cold being the determinate cause 
_ of the mortification, is not borne out by this account ; for it is well known that the cold 
produced during a thaw is much more severe from the accompanying evaporation, than 
whilst freezing continues. It may be also observed, that a greater degree of dry cold 
than of wet cold can be borne without inconvenience or danger, as our daily experience 
proves in dry frosty and cold wet weather.—J. F. 8. 

The two following cases, for which I am indebted to my friends and colleagues GREEN 
and SoLxy, under whose care they were, present good examples, the first, of the usual result 
of frost-bite in this country, and the second, of mortification from continued application 
of cold moisture in an excitable constitution, arising from the use of beer and spirit :— 

Cask 1.—J. W., aged thirty-nine years, was admitted into St. Thomas’s Hospital. 

Dec. 15,1829. He has followed various occupations, but has, in general, lived poorly ; 
and has now mortification of both feet, of which he gives the following account :— 

About a month since, being very destitute, he lay for four successive nights in the open 
air, at which time the weather was very cold. On the morning following the fourth 
night, he found himself, on rising, unable to stand from loss of sensation in his feet, and 
unconsciousness of touching the ground. He was removed by the police to Cold Bath, 
Fields’ Prison, where he states that, for some time, he was fed on gruel and on soup on 
alternate days. Soon after his arrival at the prison, the numbness of his feet was suc- 
ceeded by a warm pricking stinging heat, and this soon followed by redness, swelling, 
and throbbing of the parts. He does not remember what treatment he was subjected to, 
but these symptoms, accompanied with great pain, continued for eight days; after 
which, in the course of a single night, both feet mortified, assuming an ashy-black colour, 
and here and there having small vesications. Simultaneously with this change, the pain 
remitted, and, in a day or two after, the line of separation between the dead and living 
parts appeared. He continued in the prison infirmary, the separation advancing, and 
his health varying but little, until his admission here. 


(a) As just quoted. (b) Lectures on Surgery, vol. i. (c) As quoted above, 
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The entire soles of both feet, and the front of both as far as the tarso-metatarsal joints, 
were completely mortified. A line of healthy granulations divided the living from the 
dead parts in both feet nearly alike; in both, commencing from the metatarsal bone 
of the great toe, it crossed the bases of the other metatarsal bones to the outer edge of 
the foot, along which it stretched backwards beneath the outer ankle, around the heel 
inwards, and thence forward to the base of the great metatarsal bone. Thesloughs were 
very offensive, and he complained of great pain and want of sleep. Pulse 90, feeble ; ap- 
petite good; bowels confined ; tongue moist and slightly furred.  ammon. carb. gr.v. 
conf. aromat. Dj. tinct. opit. 1x. mist. camph. 4jss. 6tis. He is to have meat, with 
half-a-pint of porter ; sago, with a glass of port wine daily. The feet are to be wrapped 
in rags steeped in lot. calc. chlor., and a poultice to be applied over. 

Dec. 16. Has had a restless night; has a quick full pulse, head-ache, and a furred 
tongue, probably from repletion, he having been allowed to take meat, porter, sago, and 
wine at once, and his bowels being unmoved. The meat was, therefore, ordered to be 
discontinued ; and a dose of mist. senn. comp. to be taken immediately, and repeated 
three hours after, if necessary. | 

Dec. 19. Has been relieved by the clearance of his bowels, and is better ; but he com- 
plains still of want of rest. Omitt. mist. Rj opti. gr.j. t. d. 

Dec. 22. Still complains of great pain, but the separation is proceeding rapidly, and 
the dead parts seem held only by two or three of the metatarsal bones. 

Dec. 26. To hasten the cure, it was thought advisable to remove the right foot, which 
having separated at the tarso-metatarsal joint of the great and little toes, the three 
middle metatarsal bones were sawn through about half-an-inch from their base, follow- 
ing the line of demarcation. The knife was carried along the sole of the foot, dividing 
two tendons, to the heel-bone, the tuberosity of which was divided by ulcerative absorp- 
tion; and, with a few slight touches of the knife, the whole of the mortified parts were 
removed. A slight arterial bleeding occurred at the heel, but was soon arrested by pres- 
sure. <A poultice applied. B ammon. carb. gr.viij. conf. aromat. 38s, mist. camph. 3jss. 
6tis. op. gr.j. serta quaque hora. 

Dec. 28. The left foot removed nearly as the right, but the three inner metatarsal 
bones, and the tuberosity of the heel-bone required sawing through. 

Jan, 25, 1830. Continues improving in health ; cicatrization goeson slowly. Onitt. 
mist. B optt. gr.j. quin. sulph. gr.ij. ext. gent. comp. gr iij. ter in die, a pint of porter 
daily. 

Feb. 8. Cicatrization in the left foot has proceeded rapidly, the stump having nearly 
skinned over; but, on the right foot it is tardy, and the exposed part of the heel is about 
to exfoliate. 

Feb, 28. The exfoliated bone was removed. 

April 3. The left stump is healed. The right has varied a little, according to the 
state of his health; but to-day three dark spots, corresponding to the points of the sawn- 
off metatarsal bones, have appeared. By the beginning of 

October, A very indolent ulcer occupied the plantar surface of the remaining part of 
the foot; and, showing no disposition to heal, amputation is talked of. Superficial in- 
dolent ulceration of the extreme part of the left stump had taken place, but seems now 
disposed to improve. 

Dec. 10. The right leg was amputated, by the circular incision, below the knee, and 
three ligatures applied. 

Dec. 14. Stump first dressed; going on well. 

Jan. 2, 1831. The wound nearly healed, but the ligatures have not come away. They 
separated, however, on 

Jan. 4, One; on 10th, one; and on 15th, the last came off. 

March 30. The ulceration on the left foot, which, at the time of the amputation, was 
only as large as sixpence, circular, and surrounded by a hardened edge, has recently 
spread over the whole sole, without any obvious local or constitutional cause. 

June 1. The ulcer healing, but not reduced to its first size. Amputation was proposed, 
but declined. 

Case 2.—T. B., aged thirty years, a tanner, was admitted 

Feb. 3, 1845. He has been accustomed to live freely, and taken largely of beer, with 
the addition of spirits occasionally ; but has enjoyed good health till within the last three 
months, in which he has head-ache, and been under the care of the out-patient physician, 
by whom he has been cupped on the neck and purged freely, but without benefit. 

On the 24th of last raonth he was engaged, under cover, during a cold day laying out 
fresh hides till dinner-time, an occupation which kept his hands continually cold and 
wet. His dinner did not occupy him ten minutes; and his hands during that time 
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having continued still cold, he returned to his work, and for five hours during the after- 
noon was engaged cutting off the horns from the hides, whilst he held the latter in 
his left hand. Towards the latter part of the afternoon he felt cold all over, and, 
when he had returned home, feeling his left hand very cold, and being unable to 
straighten his fingers, which had stiffened as he held the skins; but neither the fingers 
nor hand were yet discoloured. He put his hand into lukewarm water; but could not 
bear it immersed on account of the great pain excited, which was also brought on by 
holding the hand to the fire. Indeed, he was only easy when the hand was cold, and 
could not even bear it beneath the bed-clothes, but was obliged to keep it out upon the 
counterpane. Before putting his hand and arm into warm water, there was not any 
apparent change in colour; but, after the first and every succeeding dipping into warm 
water, the hand became red and redder, and more painful. 

On the 25th ult., when he awoke in the morning he noticed the nails were blackening 
about their roots; but he was free from pain, though the hand was very cold and numb, 
and was not prevented going about a little job. 

On the 26th he again tried immersion in warm water ; but the pain recurred, and the 
terminal joints of all the fingers and thumb had now become black. The mortification 
continued spreading; repeated applications of warmth always excited pain, and he was 
more easy in proportion to the part being kept cold. 

On the 30th the mortification, having continued along the fingers, just entered the palm, 
and he began to suffer constant pain. 

On Feb. 2, the hand had mortified up to the wrist; the pain was so gnawing and 
severe that he could not rest, and was accompanied with severe head-ache. He applied 
to a medical man, who bled him twice in the same day from the ailing arm, but did not 
get more than a pint of blood, and ordered warm applications. 

Feb. 3. During the last night the gangrene had extended about one-third of the fore- 
arm upwards; has a dark colour, which terminates abruptly; is perfectly cold and 
insensible. He complains of pain in the head, aching and weariness of the limb, loss of 
rest at nights, general weakness, and failing appetite ; he suffers much from thirst; his 
tongue covered with white fur, and the bowels confined; pulse 120, regular and weak, but 
perceptible at both wrists. A dose of infusion of senna with sulphate of magnesia was 
ordered forthwith; meat, and a pint of porter daily ; warm fomentations and linseed- 
meal poultice to be applied to the hand. 

feb. 4. Altogether more comfortable. The bowels have been freely relieved; his 
tongue is cleaner, and the head-ache lessened. Is to have four ounces of brandy and two 
pints of porter daily. 

__ eb. 5. Is much the same; but feels very weak, though his appetite is improving. 
No pulsation can to-day be felt in the wrist of the ailing arm. The heart was carefully 
examined to-day, and its action and sounds ascertained to be natural. Is to have a 
mutton chop and two eggs, with three pints of porter, daily. R tinct. opii 1xx. sp. 
ammon. comp. 3}. ex mist. camph. 6tis. 

eb 15. The gangrene has not spread since the last report; the line of demarcation 
between the living and dead parts is now apparent, and some vesication has occurred 
round the arm. ‘The ulcerative process has continued steadily, and has now, 

March 8, completely passed through the soft parts down to the bones, forming a 
regular well-shaped stump, the whole of which is granulating kindly. The gangrenous 
part has much the appearance of brown paper, and, though a little shrivelled, keeps its 
form, but is very offensive. It was therefore thought advisable to saw through the dead 
bones and remove it, which was done accordingly. His health has been steadily improv- 
ing; he has scarcely had an untoward symptom, his head only aching occasionally ; he 
sleeps well, and enjoys his food. 

March 31. Wound cicatrizing, and there seems every prospect of his doing well.] 


105. Ifa part frozen or benumbed by cold be too suddenly warmed, 
severe inflammation is the result; the part swells, becomes red and blue, 
and active throbbing pain ensues—chilblains ; pouring out of fluid into 
the cellular tissue, suppuration, and, in actually frozen parts, gangrene. 
Corresponding appearances occur on the whole body if warmth be applied 
after exposure to severe cold; the skin swells, becomes red and painful, 
red spots, gorging with blood in different parts, and, in consequence, 
swimming of the head, swooning, spitting of blood, inflammation uf the 
lungs, and so on. The hasty warming of a thoroughly benumbed body 
produces death and rapid putrefaction. 

VOL. I. K 
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[AsTiEy CoopEr observes on this point :—“ Great care must be taken in these cases 
not to apply heat very suddenly ; even the common heat of the bed frequently occasions 
inflammation, which is extremely liable to gangrene, in consequence of the diminished 
nervous influence of the part:” and he mentions the case of a person who “had been 
shooting, and had exposed himself to severe cold; and finding his feet benumbed on his 
return, he immediately put them into warm water. The consequence was that a gan- 
grene took place, of which, notwithstanding every care, he died.” (p. 216.) Larrey 
also observes that those soldiers who had been exposed to severe cold, and had oppor- 
tunities of warming themselves, suffered most. ‘The cases just related confirm these 
statements. | 

106. In reanimating a frozen person we must always commence with 
the lowest degree of warmth. The frozen person should be brought into 
a cold room and covered up (after he is undressed) with snow or with 
clothes dipped in ice-cold water; or he may be laid in cold water, so how- 
ever that his mouth and nose are free. When the body is somewhat — 
thawed, there is commonly a sort of icy crust formed around it ; the patient 
must then be removed, and the body washed with cold water mixed with 
a little wine or brandy. When the limbs lose their stiffness and the frozen 
person shows signs of life, he should be carefully dried; put into a cold 
bed in a cold room ; scents, and remedies which excite sneezing, are to be 
put to his nose; air is to be carefully blown into the lungs if natural 
breathing do not come on; clysters of warm water with camphorated vine- 
gar, tickling the throat with a feather, dashing cold water upon the pit 
of the stomach. He is to be brought by degrees into rather warmer air ; 
mild sudorifics, elder and balm tea, with solution of acetate of ammonia, 
warm wine and so on, are to be given, in order to cause gentle perspiration. 

107. Ina similar way a frozen limb is to be thawed ; it is to be rubbed 
with snow or dipped in cold water, till sensation and motion return, when 
it may be washed with camphorated spirit, brandy, petroleum or essence 
of amber; cold, mild sudorific tea may be given to the patient, who is to 
be put to bed in an unwarmed room, with a view to keeping up a gentle 
perspiration for several hours. 

Frozen parts must always be handled with care, and no violence used, 
because they easily break. 

108. When by hasty warming a frozen limb becomes much swollen, 
painful, red, blue, or in some parts even black and shrivelled like a 
mummy, and to outward appearance is mortified, it may, however, still be 
oftentimes recovered by the application of cold, and by gradual transition 
towarmth. But, if mortification have already taken place, its usual treat- 
ment must be employed. If superficial, the slough separates; but, if the 
whole mass of the limb be affected, so soon as the mortification is defined, 
amputation must be performed. 

In many cases the mortified limb drops off, of itself, or the bone only has to be sawn 
through at the point of demarcation. It does not, however, follow that in this mortifica- 
tion amputation is to be rejected. My own opinion as to the fortunate results of amputa- 
tion performed at the proper time, and the disadvantage of delaying it, agree with those 
of Larrey (a). 

109. Chilblains (Perniones, Lat.; Frostbeulen, Germ. ; Eingelures, 
Fr.) are erysipelatous inflammations of the skin, which, according to 
their degree, are accompanied sometimes with slight swelling and sensa- 
tion of heat and pricking, which after a little time often subside of 
themselves. Sometimes they are connected with considerable dusky-red or 
bluish swellings and severe pain ; sometimes with excoriation, arising from — 


(a) As above, 72. 
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little blisters or risings of the skin, and are often converted into wide- 
spreading obstinate sores. Chilblains may also, by great neglect, be- 
come mortified. They produce, only in winter, especially in change 
of weather, annoyances which are often great, and even interfere with 
the use of the limb; but, insummer, they subside. In any dyseracy of the 
body they often assume a corresponding character. 

[Hunrer mentions “another inflammation very like chilblains, which is not very 
lively and is often in blotches, some the breadth of a shilling, others of the breadth of 
half-a-crown, and even broader, &c. This inflammation certainly arises from irritable 
debility ; the blotches look more of a copper colour, and the skin over them is often 
diseased.” (p. 265.) I have seen this appearance several times, and, in two or three 


instances, long streaks in the course of the superficial veins of the same character.— 
J.F.S.] 


110. Chilblains usually occur in young weakly persons, and women 
who are not accustomed to cold, have a sensitive and delicate skin, most 
commonly on the feet, hands, ears, nose, and lips, by a sudden alternation of 
cold and heat, especially if the part be moist and sweating. In many per- 
sons there seems a peculiar disposition for their production. 

111. The treatment of chilblains of a mild kind consists in frequently 
rubbing them with snow, in repeated washing with ice-cold water, with 
brandy and water, camphorated spirit, lead wash, vinegar, acetate of am- 
monia, solution of hydrochlorate of ammonia, tincture of amber, diluted 
hydrochloric or sulphuric acid, petroleum, oil of turpentine, a mixture of 
rectified spirit of ammonia and laudanum, nitric acid with cinnamon water, 
solution of chloride of lime and so on. If they are very painful, more 
soothing remedies must be employed, leeches on the diseased part, cocoa, 
butter, deer-suet, poultices of chamomile and elder flowers, of rotten 
apples,bruised houseleek, various softening ointments, smearing with warm 
glue, and so on. Rubbing in soap liniment with a portion of tincture of 
cantharides upon the chilblain once or twice a day and keeping it warm, 
and, if it be ulcerated, the rubbing is to be applied in the immediate 
neighbourhood (a). The diseased part must be kept warm and quiet during 
the employment of these remedies. 

[One of the best stimulants for chilblains is our hospital mustard liniment, consisting 
of one ounce of flour of mustard to a pint of turpentine.—J. F. S.] 

112. Ulcerated chilblains require drying salves, lead oinment, zinc oint- 
ment, with myrrh, camphor, opium and Peruvian balsam, red precipitate 
of mercury ointment, and, if the flesh fungates, it must be touched with lunar 
caustic. In old sores of this kind, issues must be employed before they close, 
and, if connected with any general disease, it must be properly counteracted. 
Many speak favorably of electricity. 

Gangrenous chilbains must be treated after the general rules. 

118. The occurrence, as well as the recurrence of chilblains, must be 
guarded against by accustoming oneself to the cold, by avoiding warm cover- 
ings, and all hasty warming of cold parts, by frequently washing with cold 
water, and afterwards brushing and carefully drying them. 


(a) Warprop ; in Medic.-Chirug. Trans., vol. v. p. 142. 
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IV.—OF BOIL OR FURUNCLE. 


BeERLEN, Dissert. de Furunculo. Gottingee, 1797. 

Herm, Erfahrungen tiber die Furunkeln ; in Horn’s Neuen Archiv., vol. vii. p. 151. 
JourDAN,—Article, Furoncle ; in Dictionn. des Sciences Médicales, vol. xvii. 
Auisert, Nosographie des Dermatoses, vol. i. p. 221. Paris, 1832. folio. 
DuruytreEn; in Legons Orales, vol. iv. p. 109. 


CopEeLanp, Jamrs, M.D.,—Article, Furuncular Diseases ; in his Dictionary of Prac- 
tical Medicine, vol. i. 


114. The Boil or Furuncle (Furunculus, Lat. ; der Blutschwir oder der 
Furunkel, Germ. ; Furoncle, Fr.) isa hard, bounded, deep red, raised and 
very painful swelling, situated in the sebaceous follicles of the skin, occur- 
ring on all parts of the body, and usually terminating in suppuration. 

A slight pain first attacks some one part of the skin, and a little swel- 
ling appears, which, as the pain increases, becomes elevated, hard, and 
of a deep red colour, and attains various degrees of size, rarely, however, 
exceeding that of a pigeon’s egg. In delicate persons, and in children, or, 
if the boil be seated in asensible part, febrile symptoms often arise, loss of 
sleep, want of appetite, convulsions and so on. The swelling becomes 
white at the top, it breaks, some pus mixed with blood is discharged, and 
then the bag of the gland together with the destroyed cellular tissue is 
thrown off like a grayish-white core, or set-fast, as it is vulgarly called, 
(Eiterpropf, Germ. ; Bourbillon, Fr.,) after which the surrounding hardness 
subsides. 


The sebaceous glands of the skin are not contingently attacked by the inflammation 
in boil, if the furuncular inflammation of the cellular tissue occur in its neighbourhood 
(WaxtrHeEr); but the sebaceous glands are originally the seat of the inflammation, and 
from them the inflammation spreads into the surrounding cellular tissue, as is proved 
by the little hard knot out of which the boil is always developed. The boil is only 
one link in the changes of the sebaceous glands, produced by inflammation, and only a 
gradual variation from the pimples and red spots so frequent on the face. These 
pimples, the mere inflammation of the excretory ducts of the sebaceous glands, may be 
always easily removed and their passage into a little pustule prevented, if they be 
squeezed early, which discharges a tallow-like substance from the duct. As the pimples 
are connected with the boil, as inflammatory affections of the sebaceous glands and their 
ducts, so also the maggots (commedones) are plugs in the excretory ducts, and the 
little pearl-like, almost transparent vesicles, which often occur in great numbers on the 
face of persons with tender skin, and which, if cut into or pulled out, present a tallowy 
substance enclosed in a bluish-white bag beneath the skin, to the sebaceous tumours—as 
chronic changes of the sebaceous glands. 

[GEnpRIN (a) denies that cores are sloughs, but says they are morbid secretions or 
pseudo-membranes, the product of the inflammation of the inter-areolar cellular processes ; 
and that they consist of a viscid semi-transparent homogeneous yellowish-white sub- 
stance without any vessels and without the least trace of organization. (p. 19.) 

Boils are divided by AtrBErT (6) into four kinds, each presenting special characters. 
1. The Common Boil (Furoncle Vulgaire or Clow) described above. 2. The Wasp’s-Nest 
Boil (Furonele Guépier) is also called by some the Malignant Boil, and by others the Mild 
Carbuncle, though they only described Malignant Carbuncle: the two diseases, however, 
appear to ALIBERT decidedly distinct, and justify their separation and the arrangement 
of the so-called mild carbuncle with boils, of which, indeed, it is merely an agglomera~ 
tion, indicated by a hard tumour surrounded with a red and inflamed zone, and having 
its top covered with one or more vesicles which shew its serous character: the pain is 
severe, the heat pungent and burning; pulsation and fluctuation are soon felt; the skin 
thins, and, numerous perforations being formed, a kind of grayish sanious skin separates 
in flakes, or may be removed in pieces, and the tegument covering the tumour separates 
during its course. This form of boil generally attacks the nape and region of the neck, ~ 


(a) Above cited, vol. i. (b) Quoted at the head of the article. 
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sometimes extends to the back and rump, and even occasionally attacks the upper limbs. 
When the parts confining it are set at liberty, large ulcerations occur. It is generally 
critical ; specially occurs after gastric and adynamic affections; rarely attacks other than 
elderly persons, and hence has been called Old People’s Boil. According to MALVANI, its 
course is less quick than that of the common boil; it suppurates more slowly, for vesicles 
do not appear on it till the third or fourth week. 3. The Pustular Boil (Furoncle Panulé) 
is a slightly elevated but wide swelling similar to a pustule. It is acccompanied with 
pain, distension, and often with slight fever. It proceeds very slowly, requiring many 
months, and even a year to bring it to perfection. . The aperture on its top resembles 
that of a weaver’s shuttle; subsequently the boil dries up, and, if scratched, falls into 
powder. It occurs in all parts of the body, and, on its subsidence, leaves an ecchymosed 
spot, similar to that which ushers in its appearance. Its tip is generally red, hard, very 
shining, and gives place to a slight serous exudation, which ceases for some time, is 
repaired at intervals, but the hardness continues and is only resolved by furfuraceous 
seales. 4. The Asthenic Furuncle of Dr. CopELanp (a) (furoncle Atonique of GuER- 
SENT) (5) was described in the spring of 1823 by both those physicians. They agree 
in having observed it in children previously much weakened by disease ; in persons who 
are subject to gastro-enteritis with adynamic symptoms; in latent pneumonia, during 
the course of small pox, and so on, according to GUERSENT, and where the weakness 
has been caused by chronic disorder of the bronchi, or asthenic inflammation of the sub- 
stance of the lungs, according to CopELAND, who adds that coma generally comes on 
before death, in addition to the well-marked symptoms of adynamia noticed by him 
and. GuERSENT. The eruption appears chiefly on the trunk, the lateral parts of the 
neck and thighs, but, GUERSENT says, more rarely on the limbs. CoprELaND states, that in 
the cases he has observed, “ the number of furuncles has been considerable, not fewer 
than five or six, and in two cases they were about twenty. GUERSENT’S paper, however, 
does not lead to the supposition that in his cases the furuncles were numerous. Both 
describe them to begin as circumscribed swellings, of little extent, but resistant to the 
touch, of a livid violet colour, but sometimes without any remarkable change in the 
colour of the skin. In the second stage, a very small purulent phlycteena appears on the 
top of the swelling, and, when it tears, the true skin shows beneath a little grayish patch, 
softened and perforated through and through like a common boil. At first a bloody 
serous fluid exudes, the swelling softens, and the aperture in the skin enlarges, which 
in two or three days, and sometimes even in twenty-four hours, forms a perforation 
from five to six lines in diameter, completely round, and exactly like a hole which has 
been made with an auger.- During this time the swelling rapidly subsides. The cel- 
lular tissue does not separate like a core, and rarely detaches some fragments. The bottom 
of the ulcer presents a grayish sanious and dryish appearance, and whilst its edge is well 
defined, the surrounding skin, paler and softer than natural, is entirely separated from 
the cellular tissue to the extent of several lines. This atonic furuncle very commonly 
follows leech-bites ; the perforation in the skin then seems to have been made with a 
trocar, but this triangular form soon rounds as it spreads, and becomes completely 
circular, as if it had arisen spontaneously. If the leech-bites have been grouped 
together, and each bite have given rise to a little furuncle, the skin after a few days ap- 
pears perforated at every bite, and resembles a suppurating carbuncle, but with this dif- 
ference that there is neither fulness nor swelling, and that the holes are larger and more 
regular than in carbuncle, such as might be made by small shot. The ulceration, 
which is the third stage of atonic boil, is generally indolent; in some cases, however, 
it is painful. It remains stationary for eight or ten days, more or less, according to 
the general condition of the patient. When the ulcer is disposed to heal, the cellular 
tissue becomes moist, brightens, and becomes slightly reddened, the skin gradually 
attaches itself to the subcutaneous tissue; some fleshy granulations rise from the bottom 
of the ulcer ; the aperture in the true skin diminishes a little, and, as in all ulcers of the 
skin, a soft scar, slightly depressed, is produced, and which, in its extent only may be 
compared to that succeeding a large vaccine pustule.” (pp. 337, 8.) In addition to 
these observations of GUERSENT, it is noticed by CorpELanD that the cellular tissue is 
destroyed by rapid ulceration or phagedenic absorption; that the ulcers have no dis- 
charge nor any tendency to scab; that, in the two cases he examined after death, no 
attempts at reparation were visible in the ulcerated perforations, nor any injections nor 
inflammatory appearances in the margins: the chief alterations were moderate ema- 
ciation, congestion, and injection of the membranes of the brain with slight serous 
effusion, congestion of the substance of the lungs, with limited hepatization in an early 


(a) Above quoted. 
(b) Du Furoncle Atonique; in Archives Générales de Medecine, vol. i. Jan., 1823. 
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grade; patches of injection in the digestive mucous membrane, other parts being pale; 
and enlargement of the mesenteric glands, * * * The perforations are always uniform 
in character, although varying somewhat in size; they are peculiar and hardly ever 
modified from the state described; they appear analogous to the perforating phagedenic 
or atonic ulcers sometimes seen in the stomach. (pp. 1054, 55.) GuERsENT further 
remarks, that “ this disease is evidently allied to the boil in its first and second stages 
by its form and mode of opening: the softening and sinking of the tumour after suppura- 
tion, and the abscence of core, approximate it to certain kinds of atonic abscess ; but 
the other characters do not permit their arrangement together. Finally, it is distin- 
guished from all other cutaneous inflammations by the round and regular form of the 
ulcer which succeeds it. The kind of perforation has something specific; it can only 
be compared to the spontaneous opening of the atonic abscesses sometimes noticed on 
the sides of the neck, in which serous bad pus has long separated the skin before it 
softens it. The opening of those abscesses, often very large, and increasing as rapidly 
as atonic furuncle, independently of their difference in the first stage, never exhibit 
those regular ulcers seen in atonic furuncle.” (p. 338.)] 

115. The boil often occurs in healthy persons without any apparent 
cause. It frequently appears in convalescence after severe fever, is not 
unfrequently critical ; after suppressed perspiration from neglect of clean- 
liness of the skin, in persons who live irregularly ; during menstruation, 
and in the spring. Boils often appear, probably dependent on the state of 
the atmosphere, especially in young persons, in great number, at greater 
or less distance, in different parts, and are commonly accompanied with 
severe fever. After the misuse of mercury, persons with deteriorated 
juices, syphilitic, scrofulous and scorbutic, are frequently subject to boils. 
In these cases they are often chronic, attended with little pain and tedious 
in suppurating. | 

116. The treatment consists in furthering suppuration, for which pur- 
pose, in very painful boils, softening poultices with the addition of henbane, 
bruised poppy heads, or, in moderate inflammation, roasted onions, flour 
and honey, the empl. de cicut. c. ammoniaco, the empl. diachylon. comp. 
are used. In most cases the boil opens itself, or it may be opened with the 
lancet, the slough or core separates by the use of softening bread poultices, 
which should be continued till all hardness subsides. If any hardness 
remain, it is usually only dispersed by a fresh inflammation and suppu- 
ration, which we must endeavour to excite. If the boil be accompanied 
with very painful tension, this may be relieved and the entire course of 
the disease cut short by an incision throughout its whole length, and the 
use of softening poultices. 

[In treating boils, as in the treatment of carbuncles, it is certainly best to cut across 
them at once, freely and deeply ; the momentary pain is severe, but the relief from the 
violent pain under which the patient suffers is almost immediate ; the tension of the part 
is at once relieved, the celluiar tissue being enabled to discharge the serum with which, 
intermingled with adhesive matter, it is loaded, and thus its destruction is arrested, and the 
increase of the core puta stop to, and not unfrequently even does it entirely disappear, so 
as to render it doubtful whether it have been formed. Almost immediately after the 
slough or core has been thrown off, a very free flow of serum takes place from its boun- 
dary walls, and, in strong constitutions, within a few hours, the large hole from which the _ 
slough had escaped, and the surrounding swelling disappear, by the dropping down of 
the skin and cellular tissue to its own natural situation, leaving only an aperture in the 
skin which speedily scabs and heals. It isa very common but very improper practice to 
use stimulants, either in the shape of poultices or plasters. Generally moist warmth, kept 
up by poultices, by steaming, or wet flannel covered with oiled silk, is most grateful to 
the patient’s feelings; but, in some cases, dry warmth, either with repeated hot flannel, or 
chamomile flowers in a flannel bag, gives most ease before the boil is opened.—J. F. S.] 

117. General treatment in boils is rarely necessary ; if connected with 
gastric impurities, or with acidity, as a cause, these must be corrected 
by suitable remedies in addition to the local treatment. 
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Rrrrer has a one-sided notion of the origin of boils from retention of the animal refuse, 
and of their dispersion by the early application of cupping-glasses (a ). 


[I do not agree with Cuexius that general treatment in boils is unnecessary; when 
such is the case it is the exception, not the rule. Most commonly the general health is 
disturbed, and requires putting to rights by attention to the hepatic functions, and the 
proper employment of tonics.—J. F. 8.] 


a 
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118. Carbuncle ( Carbunculus, Anthrax, Lat.; der Karbunkel, Germ. ; 
Charbon, Fr.) is an inflammation of the skin and underlying cellular 
tissue, with considerable hard swelling, which runs into gangrene through- 
out its whole extent. It is distinguished from boil only by the severity of 
the inflammation and by its great disposition to run into gangrene; and 
from malignant pustule (par. 34), with which it has great similarity, and 
_ has been by many confounded, in that the latter is always the consequence of 
an imparted peculiar poison. 

Under an attack of severe burning pain, a circumscribed hard swelling 
is produced, on which numerous pustules arise ; these bursting, many sieve- 
like holes are formed in the skin, from which bloody ichor escapes, and at 
the bottom of which mortified cellular tissue is seen ; the skin grows dark, 
Dlue, or black, and quickly runs into gangrene. Sometimes the deep parts 
are all in a state of mortification before it appears externally. If the skin 
be destroyed by running together of several apertures, or by mortification, 
the dead cellular tissue appears as a whitish-gray lump, or, in large carbun- 
cles, asa black, dry mass intermixed with grayish-white and bloody shreds, 
with great surrounding inflammation, which runs into suppuration, in which 
case, after the throwing off of the dead cellular tissue a large ulcer is pro- 
duced, at the bottom of which muscles, tendons, bones and even more 
important organs, are laid bare. The size of the carbuncle is very dif- 
ferent, often as large as the hand, often still larger. It usually occurs 
on the neck, between the shoulder-blades, upon the back and buttocks. 
Fever very commonly precedes carbuncle, or accompanies it from the first ; 
and is sometimes only slight, sometimes nervous, putrid and so on. Hence 
arises the difference between symptomatic, malignant, pestilential, idio- 
pathic, and benignant carbuncle. 


[“ The inflammation that produces the carbuncle is,” says J. Hunter, “of a different 
nature from any of the former ; it is stationary with respect to place, and is pretty much 


(a) In Journal von Graurz und von WALTHER, vol. iii. part. i. p. 81. 
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circumscribed, even forming a broad, flat, firm tumour; it begins in the skin, almost like 
a pimple, and goes deeper and deeper, spreading with a broad base under the skin, in 
the cellular membrane ; and, although considerably tumefied, yet this does not arise from 
the extravasation of coagulating lymph producing adhesions which are to retain life, for 
the very cells into which it is extravasated become dead. It produces asuppuration, but 
not an abscess, somewhat similar to the erysipelatous, when the inflammation passes into 
the cellular membrane; for, as there are no adhesions, the matter lies in the cells where 
it was formed, almost like water in an anasarca; but still it is not diffused through the 
uninflamed cellular membrane, as in the erysipelatous, for it appears to extend no further 
than the inflammation. One would almost imagine that there was a limitation to the 
extent beyond which this species of inflammation could not go, and at these limits the 
adhesive inflammation took place to confine the matter within the bounds of the carbuncle. 
A diffused ulceration on the inside, for the exit of the matter, takes place, making a num- 
ber of openings in the skin.” (pp. 272, 3.) 

HunreEr’s observations, that “there are generally more carbuncles than one at the same 
time, a great number succeeding each other, which would almost seem to produce each 
other in this succession,” I cannot, from my own observation, confirm. Generally I have 
noticed them to occur singly, but occasionally there may be more.—J. F. S. 


The carbuncle “appears,” says the same writer, “to have some affinity to the boil ; but 
the boil differs in this respect, that it has more of the true inflammation, therefore spreads 
less, and is more peculiar to the young than the old, which may be the reason why it 
partakes more of the true inflammation.” As to‘the causes of the disease he observes :— 
“ As death is produced in a great deal of the cellular membrane, and, I believe, in it 
only, except the skin giving way, which I believe is by ulceration principally, it becomes 
a question whether this mortification arises from the nature of the inflammation, or rather 
from the matter being confined in the cells of the cellular membrane? I suspect the 
latter ; for, I find that if this matter escapes from these cells, and comes into uninflamed 
cells, it produces mortification there.” (pp. 273, 4.) 

CoPELAND (a) well observes :—“Anthrax rarely occurs excepting in habits of body evin- 
cing more or less cachexy, with sanguineous plethora, and disorder of the digestive func- 
tions. For some days before its eruption, the patient complains of anorexia and increased 
disorder of these functions, and of lassitude, chills, or shiverings. With the development 
of the tumour the febrile.commotion increases, and presents the usual concomitants of 
inflammatory fever. If sphacelation takes place, or if the ulceration is protracted, the 
attendant fever assumes gradually an adynamic character; and, in delicate, old, or ve 
cachectic persons, it is nervous or adynamic from the commencement.” (p. 1055.) 


PERREZ (6) gives the following account of the physiology of carbuncle:—“The ma- 
lignant carbuncle of ontologique authors is a violent inflammation of the tegument and 
subcutaneous cellular tissue, produced from an irritation pre-existing in some organ, and 
most commonly in the organs of digestion, whence it is conveyed to the tissue where the 
carbuncle is developed. The irritation causing this inflammation is so active and severe 
that it is almost impossible to prevent the production of gangrene in a more or less large 
part of the tissue it attacks ; but we may, by prompt and powerful antiphlogistic means, 
arrest the progress of this inflammation, and thus stop the gangrene and other consecutive 
symptoms. Whatever be the organ whence the irritation causing carbuncles springs, 
the violent pains, of which the inflamed part is the seat, may reproduce a more or less 
severe irritation, exasperate that which already exists, and produce in some organ, but 
most commonly in the stomach, a fresh irritation, all of which may become dangerous 
if not physiologically contended with. * * * If an irritation be established in an import- 
ant organ it produces the following effect on the carbuncle:—the irritation which has 
caused the latter will be repelled by that of the recently affected organ; the carbuncle 
becomes pallid, the pains diminish, but the new irritation will increase, and with it the 
patient’s danger. This must be put astop to, and then the inflammation will reappear on 
the skin, or even, according as the remedies employed have diminished the disposition 
to irritation, the inflammation may not reappear. The carbuncle will be averted without 
the complete cure of the patient being retarded. In some rare instances, this same dis- 
position to irritation will be so great, that the carbuncle and the secondary irritation 
which it has brought back, exasperated, or produced, will co-exist with equal intensity. 
The gorging caused by the inflammation is sometimes so considerable, and so very rapid, 
that it cannot be stopped quickly enough, neither can the tissues stretch sufficiently to 
avert the strangulation of the gorged parts, and hence results gangrene.” (pp. 585, 6.)] 

(a) Above quoted. 


(6) Observation d’un Anthrax ou Charbon Malin, ‘Annales de la Médecine Physiologique, vol, vii. 
traité physiologiquement et guéri; in Broussais’ _ Paris, 1825. 
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119. Benignant Carbuncle frequently occurs without manifest cause, 
even in healthy persons; commonly in poor persons, who live in unhealthy 
neighbourhoods, eat bad food, and are verv much reduced by preceding 
disease ; also with impurities of the bowels. Carbuncle is in most cases the 
consequence of metastasis of deleterious matter (rheumatic or gouty.) It 
takes place at every age, in either sex, at every season of the year, but espe- 
cially in the great heats ofsummer. The Malignant Carbuncle is never con- 
nected with previous fever. 


[English surgeons generally do not hold with the metastatic origin of carbuncle, but 
believe it rather dependent on disturbance of the digestive organs, or on general disturb- 
ance or break-up of the constitution. Thus, it is often noticed in women on the subsi- 
dence of menstruation, but more commonly in elderly men who have lived freely and 
worn their constitutions out. Rayer says that carbuncle occurs most frequently in spring 
and summer ; and our author that it happens especially in the great heats of summer. 
I have not, however, observed it more common at one than another time of the year.— 
J.F.S.] 

120. The danger of carbuncle depends on its size, seat, on the presence 
of many such swellings, on the constitution of the patient, and the general 
disease connected with it. | 


[Astiry Cooper observes :—“ Carbuncle generally does well, except when situated on 
the head or neck. Though persons recover from carbuncles of an enormous size upon 
the back, yet very small ones on the head or neck will often destroy: indeed, I never 
saw a patient who recovered from any considerable carbuncle upon the head ; in these cases 
there is effusion upon the brain, producing compression.” (p. 243.) Carbuncle on the 
head is rare; I have not seen above two or three cases of it.—J. F. S.] 

121. In the Benignant Carbuncle, the internal treatment is always guided 
by the difference of the fever and the cause of the carbuncle. _A strict anti- 
phlogistic treatment is rarely indicated, but rather in most cases a mild 
sudorific treatment, emptying of the intestinal canal, emetics and the em- 
ployment of dilute mineral acids. When the powers of the patient sink, 

which always happens on the occurrence of mortification, a more strength- 
ening treatment is needed. 

122. The local treatment consists in making very early a cross cut of 
sufficient depth, by which the constriction of the cellular tissue is relieved. 
The wound is to be bandaged with stimulating digestive salves, the sloughy 
cellular tissue to be removed, and an endeavour made to produce good sup- 
puration. If sloughs have formed, still the cuts must be made, or the pre- 
vious openings enlarged, the sloughs removed, (which treatment is pre- 
ferable to the use of the actual cautery, butyr of antimony and other 
caustics,) in order to make an escape for the gangrenous juice, collected 
beneath them, and to prevent its acting on the whole organism. The further 
treatment is to be after the rules laid down for gangrene. It is not true 
that merely softening poultices do harm, and favour the progress of the 
disease, and repeated experience has proved to me, that, after proper divi- 
sion of the carbuncle by a cross cut, the cure is effected most simply by the 
continued use of softening poultices. 


That cutting into the carbuncle is generally neither necessary nor useful (von WaL- 
THER) is the most dangerous statement which can be put forth in the treatment of car- 
bunele. I have often satisfied myself that it was possible by an early cut to preserve 
the skin, the edges of which, after separation of the mortified cellular tissue, soon healed 
up; and it is possible only by a proper cut to form an outlet for the collecting gan- 
grenous juice and the dead cellular tissue. 

[The practice of cutting deeply into carbuncles is of long standing in this country. 
WisEMAaN, (a) one of our early writers on Surgery, says :—“I advise scarifying or cutting © 

(a) Eight Chirurgical Treatises, vol. i. London, 1734. ; 
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deep into it, (the carbuncle,) to give a breathing to the humour.” And perhaps it may 
be, that to this practice must be attributed the cause of his very remarkable, and to us 
almost incredible statement :—* I never saw a true carbuncle suppurate.” (p. 87.) 


BroMFIELD (a) recommends injections of bark and tincture of myrrh, but also 
“strongly inculeates the necessity, at a proper time, of making an opening sufficient to 
draw out the slough; for, in case you rely on that opening which is generally made by 
nature, the thin matter only will be discharged, and the sloughed or flocculent membranes 
will remain, and the orifice close up. When this is the case, how greatly detrimental at 
present, as well as troublesome in future, it may prove to the patient, every practitioner 
in Surgery can declare.” (p. 129.) 

The free incision of carbuncle, generally in a crucial form and deep, was also recom- 
mended, years since, by Cooper, ABERNETHY and most other English surgeons, JoHN 
Pearson almost alone excepted, for the purpose of relieving the tension of the skin, and 
thereby diminishing the chance of its destruction, by the burrowing into the neighbour- 
hood of the pent-up ill-conditioned pus, as well as that of the subjacent cellular tissue ; 
so that, although DupuyTreEn has rather more pointedly stated, that “the treatment, like 
that of all inflammations with strangulation, consists in the methodical employment of 
incision which must go to the bottom of the carbuncle, and of which the ends must pass 
two or three times beyond its boundary,” (p. 112,) yet our French friends have no nght 
to claim either for him or for Rayer the origination of that practice. 

After the incisions have been made, stimulating poultices of either port wine, stale 
beer grounds, or yeast with linseed meal, should be employed to hasten the separation of 
the slough; which effected, the large hole caused by its voidance must be treated with a 
common poultice, to encourage granulations ; and, if these be sluggish, some gentle stimu- 
lant, as lint dipped in nitric acid wash or black wash, may be laid on the sore and covered 
with the poultice.—J. F.S. 

Puystck (6), of Philadelphia, U.S., recommends, as highly beneficial, the application of 
caustic vegetable alkali in quantity sufficient to completely destroy the skin when, in 
the second stage of the disease, the appearance of pimples and small orifices show that 
the process of making an opening through the skin to allow the dead parts and acrid 
fluids to pass out has commenced. “ Inall the cases in which he has used the caustic in this 
manner,” he observes, “the sufferings of the patient ceased as soon as the pain from the 
caustic subsided. It operates by destroying in afew minutes that portion of the skin 
covering the mortified parts which, if left to be removed by ulceration, would require 
several days for its completion, occasioning the chief part of the pain and danger attend- 
ant on and consequent to the disease.” (p.175.) If it were necessary for the cure of 
the disease that the skin covering the dead cellular tissue should also die, then Puysick’s 
practice would be very satisfactory. But, as the object is to save the skin, which cannot, 
however, always be effected, though it ought always to be attempted, and in most cases 
is managed by making incisions through it early, and so relieving the tension which 
causes the sloughing of the skin, then PHysicx’s treatment is decidedly improper. 

The use of blisters in carbuncle was also first proposed by Puysick ; but he now doubts 
their value. He says:—‘‘ From the great power of blisters in checking mortification, when 
proceeding from some kinds of inflammation, I once entertained high expectations of 
their utility in the treatment of anthrax. But, though I have found them serviceable in 
abating the burning pain attending the inflammation, they have not shown any power 
in counteracting its progress to mortification.” (p. 179.) CoaTEs (c), however, thinks 
“ Still there is evidence enough to show that these remedies (epispastics) possess a high 
value in certain cases. * * * Although they may sometimes accelerate rather than re- 
tard the mortification of the centre of the tumour, where they very seldom produce vesi- 
cation, they appear to cireumscribe the inflammation, and thus prevent the extension of 
the disease. (p. 30.) The commencement of the second stage,” he says, “is the most 
suitable time for the use of blisters, and the most fitting cases those where the extent 
and the situation of the swelling preclude the knife.” He also mentions a case in which 
almost immediately a blister caused a complete line of demarcation where the mortifi- 
cation of an anthrax of the worst kind was spreading rapidly. The swelling was situ- 
ated on the first cervical vertebra and‘extended some inches on the scalp, very dangerous 
cerebral symptoms came on, but yielded readily to the blister. (p. 30.) 


(a) Quoted at the head of the article. 

(0) Case of Carbuncle, with some Remarks on (ce) Hays’ American Cyclopedia of Practical 
the use of Caustic in that disease; in CHAPMAN’s Medicine and Surgery,—article Anthraz, vol. ii. 
Philadelphia Journal of the Medical and Physical § Philadelphia, 1836. 8vo. 

Sciences, vol. ii. Philadelphia, 1821. Svo. 
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PErReEzZ («), who is a disciple of Broussats, does not consider incision of a carbuncle 
sufficient unless it produces free bleeding, and, if it do not, then leeches are indispensable, 
“the incision merely putting an end to the mechanical cause which adds to the existing 
irritation; and the latter continuing after, although much diminished by the separation 
of the slough, requires a persistence in the antiphlogistic remedies to lessen still further 
and to put it out completely. Marsh-mallow or linseed-meal poultices must be used, and 
if, from any cause, the inflammation be re-excited, local and general means must be had 
recourse to. In the case which Prerrez mentions as having treated on these principles, 
the advantage gained does not seem so great as he would wish to be inferred. On the 
first day thirty leeches and on the second fifteen leeches were applied, and the carbuncle 
covered up in boiled marsh-mallow poultices. The patient was strictly debarred from 
all solid or liquid food for three days, during which time she was, being of a nervo-san- 
guineous temperament, well drenched with a quantity of acidulated and gummy drinks. 
In the following days the sloughs separated, and, as usual, the pain almost entirely sub- 
sided, A short time after, the surface again inflamed, leeches were applied around, the 
wound did well, but, from the recital of the case, although not positively stated, probably 
not very quickly. 

The older surgeons, and even PouTEAU, employed caustic, and even the actual cau- 
tery; but both practices are now completely exploded. ] 

_ 1238. The Malignant Carbuncle requires, especially, the proper treatment 
of its accompanying fever, and the local application of stimulating poultices, 
even of the actual cautery, or other caustics, if the swelling will not 


proceed: the other treatment agrees with that already described. 


Tuirp Section.—Or INFLAMMATION IN CERTAIN SPECIAL ORGANS. 


I—OF INFLAMMATION OF THE TONSILS. 

Le Cat, C. L. Mémoire sur l’Extirpation des Amygdales Squirrheuses, in the 
Journal de Médecine, vol. ii. p. 115. 1755. 

Louis, Sur la Resection des Amygdales Tuméfiées, in the Mém. de Académie de 
Chirurgie, vol. v. p. 423. 

Desavtt, CEuvres Chirurgicales, vol. ii. ; 

PERRIN, N., Diss. sur la Rescission des Amygdales, Paris, an x11I. 4to. 

LrEHwEBS, H., Diss. de Scirrho Tonsillarum. Berol., 1817. 8vo. 

Cuevatier, THomas, Description of an improved Method of tying Diseased Tonsils, 
in Med.-Chir. Trans., vol. iii. p. 80. 

Puysick, Pu. Syne.; in Philadelphia Journal of the Medical and Physical Sciences, 
vol. i. 1820, November, p. 17. 
| Lisrranc, Considérations anatomiques, physiologiques et pathologiques, sur la Luette, 
in Révue Médicale, July, 1823. 

CHOLLET, Des Moyens Chirurgicaux appliqués au Traitement de l’Amydalité. Paris, 
1827. 

124. Quinsy, or Inflammation of one or both Tonsils, (Angina Tonsil- 
laris, Lat.; Kehlsucht, Germ.; Esquinancie, Fr.,) when accompanied by 
much swelling, interferes with swallowing and breathing ; the patients speak 
through the nose, and are much troubled by the phlegm which collects in 
the throat. Not unfrequently there is singing and pain in the ears, from 
closure of the Eustachian tubes. The swollen tonsils are felt beneath the 
_ Jaw, and seen distinctly when the patient’s mouth is opened and the tongue 
thrust down ; and the swelling is often so great as to block up completely the 
passages of the throat. More or less active febrile symptoms are present, 
according to the degree of the inflammation. 

(a) As above. 
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125. This inflammation originates most commonly from cold in delicate 
persons unused to exposure to the air, also from any severe irritation of 
the throat, from spreading of the inflammation from other parts, from the 
venereal disease, from eruptions of the skin, and so on. 

126. In most cases the inflammation of the tonsils is resolved; not 
unfrequently it runs into swppuration less indeed as consequence of its 
own activity than of a peculiar disposition which inflammations of the 
throat in many persons have to pass into suppuration, more especially if 
former attacks of the kind have terminated in a similar manner. This 
may be looked for when the inflammation of the throat has existed for 
several days with uniform severity, when the sensation of pressure in the 
throat becomes greater and much mucus is collected therein. ‘The passing 
into hardening is never observed in active, rapid inflammation of the 
throat, but when it creeps on slowly and recurs frequently ; the consequence 
of which is, a growth (or hypertrophy) of the parenchyma of the tonsil 
gland rather than an actual hardening. The passage into gangrene is 
always dependent on a malignant character of the accompanying fever, 
and is extremely dangerous. 

[Abscess in the tonsil having once occurred, is very commonly again and again pro- 
duced whenever inflammation attacks the gland, and so quickly that any attempt to 
prevent its formation is useless, the inflammation rushing, as it were, headlong into 
suppuration. During its course the agony and inconvenience are very great; but, on 
the bursting or opening of the abscess, the symptoms as suddenly cease. 

Dr. TWEEDIE (a) says, that although enlargement of the tonsils results from repeated 
attacks of inflammation, “ it is, however, in some instances congenital, and occasionally 
appears to be hereditary, and in such individuals it is often associated with traces of the 
strumous diathesis. The enlargement generally exists without induration of the tonsil, 
more especially when it occurs in young persons: when it arises as a consequence of in- 
flammation, and more particularly in elderly people, the enlargement is generally accom- 
panied by induration.” (p. 185.) 

Gangrene of the tonsils is very rare, and in the two cases, both fatal, mentioned by 
GuERSENT (6), it was only attendant on more important disease. In the first case the 
tonsils appeared to be attacked simply with severe inflammation, and were fortunately 
relieved by antiphlogistic treatment; but subsequently they became livid, produced a 
secretion resembling wine lees, and very offensive, and on the seventeenth day the 
patient died. On examination, besides softening and black or dark-grayish disorganiza- 
tion of the tonsils and soft palate, the same change was found in a portion of the right 
lung. In the second case, the tonsils were at first but slightly inflamed; on the third 
or fourth day, however, they assumed a brownish colour, and a very offensive smell, 
and when cut into were not painful. The patient gradually sunk with vomiting and 
severe gastro-enteritis, but unaccompanied with much febrile excitement. After death 
the mucous membrane of the stomach and part of the small intestines were bright red, 
and in the former covered with a white soft elastic false membrane. (p. 134.)] 


127. The treatment differs according to the activity of the inflam- 
mation and the accompanying fever. In slight inflammation mild dia- 
phoretics are of service, as elder and lime-flower tea, solution of acetate 
of ammonia, hydrochlorate of ammonia, and so on; in the more active 
degree, bleeding, application of leeches, nitre in emulsion, calomel. For 
bathing the inflamed part soothing decoctions are used in form of gargles 
or injections, which latter more readily clear away the mucus and do not 
produce any straining of the parts. The inhaling of warm soothing vapours 
also serves the same purpose. 

[Dr. Watson (c) says the only gargle he considers “ admissible in the commencement 
of the malady, is a gargle of warm milk and water. * * * But far better than any- 


(a) Diseases of the Throat; in Cyclopedia of (b) Dict. de Médecine, vol. ii—Article, Angine 
Practical Medicine, vol. iv. Gangreneuse. 
(c) Lectures on the Principles and Practice of Physic, vol. i. London, 1843. 8vo. 
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thing else, as a local application to the inflamed fauces, is the steam of hot water ; 
whether we are hoping for resolution of the inflammation, or whether we desire to pro- 
mote and hasten the process of suppuration already begun. * * * The most convenient 
and effectual inkaler is that of HErcy, from which a large volume of steam is carried 
inwards against the fauces by the mere natural breathings of the patient.” (p. 790.) ] 

128. In great swelling of the tonsils scarifications are specially useful ; 
these are made with the palate-lancet or with a common bistoury, the edge 
of which is guarded nearly to the point, or with the pharyngotome. The 
patient is to be placed so that the light may fall into his mouth, which is 
kept open by thrusting a piece of cork between the molar teeth; the tongue 
is pressed down with a spatula, and shallow cuts are made with the instru- 
ment just mentioned into the swollen tonsils. The bleeding is to be pro- 
moted by soothing luke-warm gargles. 

[In searifying the tonsils, there is danger of wounding the carotid artery, or some 
branch, which will continue bleeding and cause serious alarm. WaTson mentions in 
his Lectures a case of fatal bleeding from wound of the internal carotid artery :—“ Only 
a very few years ago, in Ireland, it was struck by a surgeon while scarifying a gentle- 
man’s tonsil, and he died in three minutes.” In another case, which occurred under 
WatTson’s own care in 1838, in which the tonsil glands, during convalescence from 
scarlet fever, having become so enlarged as to impede breathing considerably, “the 
surgeon in attendance punctured the tonsils. The next day a good deal of hemorrhage 
took place ; and this recurred several times, to a considerable and even alarming amount. 
When the clots that formed were wiped away with a sponge, the blood could be seen 
welling out in a little stream, with a pulsating motion, from a small incision in the left 
tonsil. The hemorrhage was ultimately, after much trouble and anxiety, arrested, by 
applying a pencil of lunar caustic freely within the bleeding orifice.” (p. 792.) 

I believe, in such a case, the use of the actual cautery would be preferable to any other 
remedy, and should certainly employ it if opportunity occurred.—J. F. 8.] 

129. When the inflammation subsides, but the swelling still continues, 
astringent remedies, as the liquor ammonie acetatis, hydrochlorate of am- 
monia, sage, vinegar, and so on, are to be added gradually to the gargles, 
by the proper employment of which the disposition of the parts to chronic 
inflammation is prevented. 

130. When an aéscess forms in the tonsil, which can be distinguished 
by the above-noticed signs (par. 126), by fluctuation on touching the tonsil 
with the finger, and often by the pus itself showing through, and it does 
not break of itself under the use of softening gargles, great danger of suffo- 
cation, or burrowing of the pus, is to be feared ; and it must then be opened 
with a guarded bistoury, or the pharyngotome, used as in scarification of 
the tonsils. Irritation of the throat, and straining by vomiting, often effect 
the bursting of the abscess. After the pus has been discharged, soothing 
gargles with honey are to be frequently used, and commonly produce a 
speedy cure. In rare cases the abscess penetrates externally beneath the 
Jaw, and then must be treated as common abscess. 

[In reference to the spontaneous bursting of abscess in the tonsil, which generally occurs 
between the pillars of the fauces, ALLAN Burns (a) observes :—“ But Dr. Brown has in- 
formed me that in two patients it burst through the velum palati. In both these cases, 
the sore formed very much resembled a venereal ulcer, and, without great care, in tracing 
the origin and progress of the disease, would have been mistaken fora venereal affection. 
I may also mention,” he continues, “ that where the chief prominence in abscess of the 
tonsil is seen, not between the pillars of the fauces, but on the fore part of the velum, it 
is not to be expected that the tumour will point as in external suppurations. On the con- 
trary, the pus will continue long deep-seated, and, were the surgeon to delay, in the ex- 
pectation that it would become more superficial, the patient, before this event took place, 
would be suffocated. So soon, therefore, as the difficulty of breathing renders it neces- 
sary, an opening is to be made in the abscess, and that even where the matter is still 


(a) Observations on the Surgical Anatomy of the Head and Neck, Edinburgh, 1811. 8vo. 
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deep-seated ; but fluctuation, generally obscure indeed, must be felt, before we presume 
to thrust an instrument into the tumour. If this point be not fully ascertained, a polypus 
may be mistaken for an abscess of the tonsil.” (p. 255.) 

Burns considers that the bursting of a tonsillar abscess is attended with much danger. 
He says :—“ Whenever the abscess bursts, the mouth and fauces are filled by a gush of 
matter, every obstruction to the free entrance of the air is suddenly removed, the patient 
fetches an involuntary and deep inspiration, air and matter rush together into the trachea, 
and death, from suffocation, is almost the immediate consequence.” And, in support of 
this statement, he mentions the case of a strong, active, young man who thus lost his life :— 
“ He had been complaining for a few days of a sore throat, for which he had consulted 
his surgeon, who had employed the usual remedies. The inflammation terminated in 
suppuration ; the abscess enlarged, till, at length, the tumour occupied almost entirely the 
fauces ; yet, ten minutes before his death, he was walking about the house, restless indeed, 
anxious, and gasping for breath. The bursting of the abscess and death followed each 
other so rapidly, that no measures could be taken to prevent the latter event. The cause 
of death was not conjectured in this instance. The body was examined, and the trachea 
found deluged with purulent matter. To prevent a similar accident, it would be advis- 
able, where the tumour is large, and the difficulty of breathing great, to puncture the ab- 
scess as we would do a hydrocele. Were the matter evacuated through a canula, there 
would be no risk of its finding way into the windpipe, and, if the stilet were made to pro- 
ject only a little beyond the canula, the trocar may be as safely used as any other instru- 
ment.” (p. 257, 8.) 

In most cases of tonsillar abscess, the effort of vomiting excited by emetics is gene- 
rally sufficient to burst the walls and discharge the pus; but, if this treatment be 
ineffectual, and the patient’s breathing be much interfered with, it is better to open the 
abscess, for which ALLAN Burns gives the following directions :—“ One who is familiar 
with the parts in connexion with the tonsil, will, in entering the knife into an abscess 
here, take care not to direct its point in the line of the angle of the jaw; for, he is well 
aware, that if he do this, he may injure a large artery. He will push the instrument 
into the front of the cyst and carry it directly backwards, as if he intended to cut off a 
seoment of the tumour ; if he follow this course, and transfix the abscess, the worst 
which can happen will be injury of the back part of the pharynx, a trivial accident when 
compared with the effects resulting from opening a large blood-vessel.” (p. 257.) 

I think, however, that a gum-fieam is the most convenient instrument; its edge should 
be rested against the enlarged gland, as near the mesial line of the body as possible, 
to penetrate the swelling and then moved vertically and gently up and down, the handle 
of the instrument being held like a pen, till the abscess is penetrated, which in general 
is done quickly, and immediately the pus appears the fleam should be withdrawn. It is 
recommended, very properly, that the incision or puncture should be made directly back- 
wards or from without, inwards and backwards, to avoid puncturing the internal carotid 
artery which might be easily done if the knife or fleam were thrust outwards. 

The student is always very properly exhorted to puncture tonsillar abscess with great 
caution, for fear of wounding the carotid artery. But, although this operation must be 
often carelessly and clumsily enough performed, yet dangerous bleeding is not so fre- 
quent as might be expected; and I have only been able to collect the following authentic 
accounts :— 

Porta (a) mentions a case in which, in performing this operation with a pharyngo- 
tome, “adexterous surgeon of Montpellier had the misfortune to open a large artery, and 
see the patient perish of so severe a hemorrhage that nothing could arrest it.” (p. 509.) 
ALLAN Burnsalso says :—“ In this country, (Scotland,) I have been informed that a 
surgeon, in opening a tonsillitie abscess, actually did plunge the knife into the carotid. 
I need hardly add that he lost his patient before he could suppress the bleeding.” (p. 256.) 
My late colleague TYRRELL was accustomed to mention, in his Surgical Lectures, a case 
to which he was fetched by a practitioner, who, having punctured an abscess in the tonsil 
gland, the wound was immediately followed by severe bleeding, and the patient was 
dead before he could reach the house. Sir Bensamin Bropis informs me that he is 
cognizant of two cases in which death from bleeding ensued after the puncture of ton- 
sillar abscess. 

From the puncture of an immature tonsillar abscess, alarming hemorrhage may occur, 
without, however, destroying life ; for the following instance of which I am indebted to 
my friend LAWRENCE :— 

Casr.—* In a gentleman labouring under cynanche tonsillaris, a premature puncture 
was made, with the expectation of evacuating matter. A most profuse bleeding ensued, 

(a) Cours d’Anatomie Médicale, vol. v. 
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which stopped from the occurrence of fainting, and did not recur. It, however, not only 
seriously alarmed the patient and those around him, but also the gentleman who made 
the puncture. A long time elapsed before the patient recovered his strength.” ] 


131. When inflammation of the throat passes into mortification, the 
fever especially must be treated according to its character. The local 
treatment consists in removing the sloughs and foul ichor from the throat 
by injection of decoction of bark, of scordium with alum, camphorated 
vinegar, and so on. Hydrochloric acid with honey applied witha pencil of 
charpie on the mortified part is of great use. 

132. The hardening of the tonsils which remains after inflammation, 
is of a good character ; it is little painful, but is commonly subject to 
repeated inflammatory attacks, yet very seldom does it run into cancer. It 
may be treated with gargles of hemlock, belladonna, hydrochlorate of am- 
monia, and so on; by rubbing of mercurial or iodine ointment externally 
upon the neck, by the internal use of hemlock and by derivation, by repeated 
scarifications and the frequent use of leeches. If inflammation should occur 
and run on to abscess, suppuration must be suitably promoted, and the open- 
ing of the abscess delayed till all hardness has subsided. In hardening of 
the tonsils, frequent painting during the day with fresh juice of chelidonium, 
at first mixed with honey of roses, but subsequently pure, is very efficient. 


[Exss (a), who, many years since, was Surgeon to St. Thomas’s Hospital, denied that 
this so-called scirrhus of the tonsils was true scirrhus; the tonsils, in his opinion, never 
being affected with scirrhosity. And Twxeprs (b) observes on this point :—“ It is more 
consistent with pathological anatomy to ascribe those cases of supposed scirrhus of the 
tonsils to hypertrophy and induration alone.” (p. 185.) 

A very common attendant on enlargement of the tonsils is a disagreeable roughness of 
the voice; and deafness also is produced, either by blocking up the apertures of the Eu- 
stachian tubes, or by pressing against their cartilaginous part. It has also been asserted 
within the last few years, that enlarged tonsils are the cause, or one of the causes, of 
stammering, in consequence of which they have been very freely lopped by the practi- 
tioner who broached the opinion, but the success of his operations has been less than he 
would wish to allow (c). 

Local treatment with astringent gargles, in these cases, is of little benefit, and painting 
the tonsils with nitrate of silver not much more efficacious, though it should be tried. I 
believe that constitutional treatment, attending to the state of the bowels, and giving oc- 
casional doses of rhubarb with calomel, or mercury and chalk, and a grain or two of sul- 
phate of quina, twice or thrice a-day, with good diet and fresh air, is by far the most 
efficacious proceeding; although, whatever may be done, the tonsils, once enlarged, will, 
under excitement, again and again enlarge, and be very troublesome.—J. F. S. 


In connexion with the inflammatory affection of the tonsils, and its occasional results, 
it may be convenient here to notice the formation of calculi in these glands, of which 
ALLAN Burns makes the first mention. He says:—“It is not to be inferred that every 
chronic enlargement of the tonsil depends on thickening and induration of the substance 
of the gland ; it is sometimes produced by the formation of calculi. These seldom in 
the amygdale acquire any considerable size; but their presence is productive of irrita- 
tion and repeated attacks of cynanche, the inflammation generally proceeding to sup- 
puration. After each successive discharge of matter, a solid and circumscribed tumour 
remains in the situation of the tonsil, where, sometimes by a probe, the calculus may 
be detected.” (p. 261.) He mentions three cases of this disease, all occurring in mem- 
bers of the same family. In the first there was, during eighteen months, repeated 
abscess of the tonsil, which burst always externally ; a regular and solid tumour was 
then noticed on the left side, which protruded the skin just below the angle of the 
jaw, and was followed by a severe attack of inflammation, which ended in suppura- 
tion, and bursting externally by eight small apertures, discharged matter during a full 
year. She then applied to a surgeon, who, having probed the wounds, found a calculus 
in the gland, and attempted its removal by an external incision, but was deterred 

{3 MS. Lectures on Surgery. (c) On the Cure of Stammering, by the removal of 


b) Above quoted. the Uvulaand Tonsils; in the Lancet for 1840--41, 
vol. ii. p. 587. 
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by the bleeding from completing the operation, and brought away only a small frag- 
ment. “In the course of fourteen days the calculus dropped from the tonsil into the 
mouth,” and the patient did well. In the other two cases the calculus also escaped 
from the tonsil into the mouth. Burns says that “these and, indeed, all tonsillitic 
concretions have been distinguished by a fetid stercoraceous odour. Sometimes the 
concretion does not acquire the same degree of solidity as in the cases mentioned. In 
some patients it forms in the crypte of the tonsil, enlarging them, and even projecting 
into the fauces. Where it assumes that form, it can, by any blunt instrument, be turned 
out from the recesses of the tonsil in gritty masses of a dirty-white colour. The forma- 
tion of this gritty matter would seem to be connected with some deranged state of the 
intestinal canal. It will be necessary to pick the foreign substance from the tonsil, and, 
to prevent its reproduction, the bowels must be restored to their natural action. It is by 
no Means an uncommon affection.” (pp. 263-5.) | 

133. If the swelling of the hardened tonsils be so great that breathing 
and swallowing become very difficult, their partial extirpation is necessary. 
If the swelling be not very great, two or three transverse, but not very 
deep, incisions are sufficient to produce their diminution in the course 
of a few days. The removal is best effected by a narrow, slightly curved, 
blunt-pointed or button-ended bistoury, or with a narrow, straight, 
button-ended scalpel. The patient should be placed ona seat opposite the 
light, his head resting on the bosom of one assistant and a little inclined 
forwards, and his mouth kept open by a piece of cork placed between the 
hind molar teeth; whilst another assistant keeps down the tongne with a 
spatula. The operator fixes a double hook, or Musrvx’s hook forceps, 
which are preferable, in the swollen tonsil, holds the forceps with one 
hand and manages the knife with the other, so as to divide as much as 
is necessary of the tonsil at one stroke from beneath upwards. (The 
hook or forceps are to be used with the left, and the knife with the 
right, hand, if the left tonsil is to be removed; but the contrary, if the 
right.) If the tonsil still remain partially attached, it must be cut off 
by a second stroke of the knife or with CooreEr’s scissors. 

In unsteady patients Dessauxt’s kiotome is often preferable, which, 
when the patient is seated as above, the mouth open, and the hook, fixed 
in the tonsil, is so introduced with its edge retracted, that the tonsil 
comes against the slit part of the sheath, and the projecting part is cut 
off by the protrusion of the knife. The introduction of the hook often 
produces severe tickling in the throat, suffocation, and so on, in order 
to avoid which the division may be made without previous introduction 
of the hook. If, on account of its size, the whole tonsil cannot be re- 
ceived into the curve of the kiotome, a part of it must be removed by 
two oblique cuts meeting at an angle; or cross cuts are to be made with 
the kiotome, first at the upper part, and next at the lower third of the 
tonsil; the isolated part is then to be taken into the curve of the instru- 
ment, and the two transverse connected by a third longitudinal incision. 
The deep cleft thus formed falls together in the course of five or six 
days (a). Fannestock’s tonsillitome (6), with the alterations of VELPEAU 
and Ricorp, is preferable to Dessautt’s kiotome. This instrument 
closed, that is, with the annular blades covering each other, and with the 
piercer retracted, is placed over the tonsil, which, projecting through the 
opening, is to be thrust through with the piercer ; the movable stem is then 
pushed forward upon the immovable one, and the latter, at the same time, 
drawn back, so that the tonsil is taken off by the rings, of which the inner 
margins have each acutting edge. Tying the tonsils is not to be preferred — 


(uy Irarp, Traité des Maladies de Y Oreille et de l’Audition, Paris, 1821, vol. ii. p. 174, 
(b) Frorirr’s Chirurg. Kupfertafeln, pl. 447. 


ENLARGED TONSILS. 145 


to their removal by the knife; but their destruction by caustic is to be 
rejected. Only in not very great swelling of the tonsils, can their dimi- 
nution be effected by the repeated application of lunar caustic sufficiently 
to produce a superficial slough. 


The removal of the hardened tonsils has been performed from the earliest time by 
cutting, by tearing out, by tying, and by destroying with caustic. Criss advised taking 
hold of the tonsil with a hook and cutting off the hardened part with a knife. In this 
manner the operation has been performed with little variation. According to Louts, the 
cut should be made from below upwards ; according to Ricurer, from above downwards, 
and the imperfectly divided piece is to be removed with scissors; according to Moscatt, 
the cuts are to be made in various ways, by splitting the tonsil from above downwards 
and sideways, by introducing charpie, by removing it piece-meal, and by cauterizing the 
surface of the wound with nitrate of silver. 

For holding the tonsil, a single or double hook is employed, Caqur’s hook (a), 
Muzevx’s hook forceps (6), Wasserrunr’s forceps with thick blunt hooks, so that it 
may be more easily removed in case of vomiting. For the cutting, a narrow, button- 
ended, curved or straight scalpel, special knives of Pautus ASGINETA, of CaQuE, of Ben. 
BEt1, of Boyer, DEssauLt’s kiotome ; the scissors of SoLIncEN, PErcy, LEvRET; the 
instrument of Rrvieri (c) and of J. Cloquet (d), with two branches, which cross, and 
each of which has an edge at its extremity. 

Tearing out the tonsils was performed by Crxsus with the fingers; by Fasricivs AB 
AQUAPENDENTE with the hook or forceps. 

Tying the tonsils, mentioned so early as by Gur1LLEMEAU (e), was performed by 
SHRP (f) with silver wire or catgut; by CHEsELDEN (g) the loop was applied with 
the finger and fastened with an eyed probe; swellings with a broader base were tied on 
the side with a double thread introduced by a needle having an eye near the point; by 
Breracu (h) with a silver wire by means of Levret’s double cylinder ; by SrEBoLD (7) 
with a loop pushed on upon a pair of forceps, the ligature having been slipped on to 
them by an assistant; BELL introduced through the nose a loop which by means of the 
finger was carried over the tonsil and tied with a polypus-cylinder introduced through 
the nose; by CHEvauter (), a double thread was drawn through the base of the tonsil, 
after CHESELDEN’s method and tied with a ring-shaped knot closer. Harp also in- 
vented a tying instrument (/) for the same purpose. 

Cauterization of the tonsil with red hot iron or with caustic, after the manner of SEvE- 
RINUS and WIESEMAN. 

[Exsx objected to the excision of the tonsils, especially in children, on account of the 
troublesome and dangerous hemorrhage; neither was he favourable to tearing them 
away with the forceps, nor to destroying them with caustic, but preferred CHESELDEN’S 
apparatus, consisting of a tonsil probe, needle, iron, and speculum oris, or a piece of cork. 
If the base of the swelling be narrow, a thread can be readily carried round with the 
probe; but if it be broad, it will be requisite to thrust the needle, armed with a double 
thread, one white and the other black to prevent confusion, through the base from without 
inwards, and, when the eye of the needle appears behind the tonsil, the threads are to be 
taken hold of, the needle withdrawn, and the corresponding threads tied. 

The instrument for amputating the tonsils, invented by Paysick of Philadelphia (m), 
consists of an oval iron loop, of two plates, rather larger than the ordinary size of the 
tonsils, and attached to a long stem, upon which rests a sliding rod, terminating in a 
knife of hexagonal form. The tonsil is received within the ring, and the knife being 
then thrust forward, cuts it off as it traverses the loop. He also uses a pair of forceps, 
with lunated extremities, and their opposing faces toothed, to draw the tonsil more firmly 
through the loop. I do not know whether this is Paysicx’s guillotine instrument, which 
has been further improved by MrrcuHett, as I have not seen either. Within the last 
eighteen months, Srmpson, instrument maker, of Westminster, has adapted ‘THORBERN’S 
staphylotome (which he has much simplified) to amputation of the tonsil, by giving the 
sliding knife an oblique cutting edge, like the guillotine knife, and the tonsil, being drawn 


(a) Memoires de 1’ Académie de Chirurgie, vol. v. iy (9) onaees Treatise on Operations, plate xii. 
Sonate Ti 210, 
7 ( ib fig. 3. (i) Mémoires del’Acad. de Chir., vol. v. p. 480, 
(c) Comment. Bonon., vol. vii. 1791. (1) Chirurg. Tagebuch, p. 163. 


(ad) Archives Générales de Médecine, May 1833, kh) As above. 
124 /) FrorixEp’s Chirurg. Kupfertaf. 


m) American Jour. of Medical Sciences, 1827-8, 


e) Chirurgie, ch. vi. 
J ) Critical Inquiry, sec. vii. ch. vi. volsi. p./262. 


VOL. I. i 


146 REMOVAL OF ENLARGED TONSILS; 


through the aperture with a double hook, is readily cut off. Each side of the throat re- 
quires its own instrument, on account of the obliquity of the knife-edge. 

In the United States some surgeons prefer scissors to the knife, and others the guil- 
lotine instrument of Puysick, with or without modification. The best scissors are those 
of Dr. Surcx of Baltimore, the blades of which are curved on the flat, and bent like a 
hawk-bill towards each other, so that the points cross when the instrument is shut. Two 
small steel points are, in addition, attached to the side of each blade, so as to catch the 
portion excised, and prevent its falling into the glottis (a). 

Grpson of Philadelphia (b), with the view of getting rid of the numerous instruments 
formerly used for the removal of enlarged tonsil, has invented an instrument which at 
once keeps down the tongue, holds the gland firmly, and separates it nearly at the same 
moment. “It consists of a pair of forceps nine inches long, the eighth of an inch thick, 
half an inch broad when shut, with extremities an inch and a-half long, slightly serrated 
and somewhat curved, including, when closed, an oval space a quarter of an inch wide, 
and terminating, at the other extremity, in handles which stand off obliquely from the 
shafts of the instrument. A knife or blade, the length and breadth of the forceps, rounded. 
on its cutting edge, and having a button placed perpendicularly to its axis on the oppo- 
site extremity, works backwards and forwards, by means of a groove, to the extent of 
an inch and upwards, between the blades of the forceps, to one of which it is secured by 
screws. A sheath upon each end of the forceps, to keep the knife from starting off the 
moment it touches the tumour, completes the instrument.” (p. 27.) “It is to be passed 
into the mouth with the blades closed, and resting flat on the tongue, which it presses. 
The instrument is turned edgewise, still resting on the tongue, its blades expanded, 
placed fairly around and completely behind the tumour, which is then seized and firmly 
held, while the thumb, resting on the button-like extremity of the knife, pushes it for- 
wards, and instantly separates the enlarged tonsil, which is immediately brought away 
in the grasp of the forceps.” (p. 27.) 
~\The ordinary practice now is to remove the tonsil by cutting through with a knife, of 
which the blade is guarded to within an inch of its tip, the gland being drawn inwards 
towards the mesial line with a tenaculum or double hook. ‘There is soreness for a few 
days, but granulations soon form, and the wounded part heals.—J. F.S.] 


134. The bleeding after this operation is usually stopped by frequent 
gargling with cold water and vinegar; or charpie dipped in some 
astringent wash is applied with dressing-forceps to the bleeding part. 
In cases of necessity the red hot iron must be applied. During the 
inflammatory and suppurative periods, soothing and subsequently astrin- 
gent gargles, with borax and so on, should be applied to the cut surface. 
If the suppurating surface assumes a luxuriant appearance, stronger 
astringents, even lunar caustic and the hot iron, must be used. 


[Of wound of the carotid artery in removing the tonsil gland, I have not met with, 
nor heard of, a single instance. 

LAWRENCE writes:—“I have removed enlarged tonsils very frequently, the loss of 
blood, in the majority of cases, not exceeding a tea-spoonful. It would, I believe, always 
be so, if the parts are in a perfectly quiet state. I once performed the excision in a 
gentleman from the country, who was obliged to leave London immediately, where there 
was a State of active congestion in the fauces; the bleeding was considerable, but not 
alarming.” 

But their removal is sometimes attended with very fearful hemorrhage. My friend 
CaLLaway informs me, that he has “seen sometimes considerable, and, in one case 
where he had removed the tonsil by the knife, alarming hemorrhage in a boy of seven 
years of age, which required stimuli, &c., to recover him from the fainting which 
followed.” I have to thank my friend Suaw for the following 

Casr—A man aged forty years was deaf in the left ear, and the tonsil on that side 
being enlarged, it was excised with the guillotine on Saturday. No bleeding of conse- 
quence followed, the gland being hard and light-coloured, as if of old standing. On 
Monday he complained of sore throat, and the incised surface appeared as if a super- 
ficial slough were about to form. On the afternoon of Tuesday bleeding commenced in 
the lower part of the cut surface where ulceration had taken place adjoining the slough. 
An oozing of blood, varying in quantity, continued, in spite of repeated attempts to check 
it with styptics, till the afternoon of Thursday, when he was so much exhausted that the 


(a) See Pancoast’s Treatise of Operative Surgery. (0) Institutes and Practice of Surgery, vol. ii, 
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carotid artery was tied. The bleeding now ceased completely ; the wound rapidly 
closed, and the ligature came away on the twelfth day; in a short time after which he 
was discharged cured. 

_ This case seems to bear a close resemblance to that of LAWRENCE’s; and both may, 
perhaps, be explained, on the presumption that the small vessels of the enlarged tonsil 
gland were unable either to contract or retract, in consequence of the adhesive matter 
with which the cellular tissue of the gland was filled, and by which its enlargement was 
caused, preventing their closure.—J. F. S.] 


1385. The Uvula is frequently so relaxed and lengthened by long- 
continued and repeated inflammation, that great inclination to cough and 
vomit, and difficulty in swallowing, is produced. In less degrees of swelling 
strongly astringent gargles of decoction of oak bark with alum, tincture of 
catechu, touching with acid, stimulating substances, with lunar caustic (1) 
and so on, are serviceable. In greater swelling, if these means fail, the 
removal of the weula is called for. The patient being placed in the same 
position as for the removal of the tonsils, the wvula is to be taken hold of 
with a pointed hook, and the superfluous part cut off with scissors or with 
the kiotome. The after-treatment is similar to that for removal of the 
tonsils. 


(1) Bennart (a) recommends cauterization with nitrate of silver by means of a double 
caustic-holder. 

The simple operation of removing the uvula was performed before the time of Hrp- 
POCRATES by cutting, and in this way it has been mentioned by Crxsus, GALEN, 
OriBasius, AETIUS, and Pautus ANGINETA, by means of the already-mentioned various 
instruments used for removal of the tonsils, to which must be added the staphylagra 
of Pautus /EcrinetT4, to hold, and the staphylotome to cut with; THoRBERN’s (of Nor- 
way) instrument (b), with the alterations by Rau (c), by Bass (d), by Frirze (e). 
The cauterization first mentioned by DemosTHENES of Massilia was performed by 
Pavtus NeInETA with the aid of a staphylokauston, and, by the Arabians, partly by 
caustic and partly by red hot iron; Pars used the ligature and the two Fapricir em- 
ployed, by turns, scissors, caustic and ligature. 

[ Relaxation and elongation of the uvula is a most troublesome complaint. AsTLEY 
Cooper, who never removed more of the uvula than would reduce it to its proper pro- 
portions, as, if the whole were cut-off, fluids could not be taken without their passing into 
the nostrils, and without interference with articulation being produced, did not, however, 
consider any benefit was derivable from the operation, as the uvula almost invariably 
again acquired its natural length. Neither can I advise it, because from personal ex- 
perience I know it to be unnecessary. It is commonly sympathetic with irritation of 
the alimentary canal, and when that is quieted, the uvula resumes its ordinary length. 
It often becomes very red, lengthens and swells in the course of an hour, and, by its con- 
stantly dropping on the epiglottis, irritates it, and excites a constant hacking cough, and 
frequently a sense of choking; the best immediate remedy for which is closing the 
mouth, and breathing through the nostrils. I have tried all sorts of astringent gargles, 
but found little relief from them; and have only been benefited by painting with a 
strong solution of nitrate of silver twice or thrice a-day, according to the irritation pro- 
duced.—J. F. S.] 


Il.—OF INFLAMMATION OF THE PAROTID GLAND. 
Lacut, T., Historia Epidemice constitutonis, in qua Parotides seroso glutine tumentes 
redduntur, que anno i753 Bononie contigit ; in Comment. Bonon., vol. v. DL. 


Hamiton, R., Account of a Distemper, by the common people in England vulgarly 
called the Mumps ; in Trans. of Roy. Soc. of Edinburgh, vol. ii. p. 59. 1790. 


Hoprr, Diss. de Angina Parotidea. Goetting, 1799. 
(a) Bulletin des Sciences Médicales, 1831, Aoiit, (c) HzrstTEr, pl. xxi, fig. 8. 
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d) Nucx, p. 141. 
e) Med. Annal., vol. i. Leipsic, 1781. 
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0) Tuos. BartHouin., Obs. Anatom,, cent. ii. 
obs. 88. ScuLtetus Armament, pl. ix, fig. 1. 
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Brennecke, Diss. Angine Parotides Descriptio pathologico-therapeutica. Helmst, 
1801. 

Burns, ALLAN, Observations on the Surgical Anatomy of the Head and Neck. Edin- 
burgh, 1811. 8vo. 

Goop, Mason, M.D., Study of Medicine. London. Second Edition, 1825. Vol. II. 


136. Inflammation of the Parotid Gland (Inflammatio parotidis) has 
a different course, according as it is connected with catarrhal fever, or isa 
symptomatic, critical, or idiopathic disease. 

137. The Mumps, in Scotland the Branks, (Angina seu Cynanche 
parotidea, Lat.; Bauernwetzel, Germ.; Oreillons, ou Ourles, Fr.,) consists 
in a sometimes cold and rather cedematous, at other times hot, tense, pain- 
ful flat or raised swelling of the parotid and submaxillary glands, with which 
also the tonsils are sometimes swollen, and swallowing and opening of the 
mouth prevented. The skin generally preserves its natural colour, or has 
an inflammatory blush. The swelling is frequently unaccompanied with 
fever, soon disperses, and does not easily run into suppuration ; catarrhal 
symptoms, chilliness, rigors, and depression commonly precede, and it is 
mostly connected with fever similar to catarrhal, and frequently with 
active fever. In these cases a metastasis of the fever easily occurs. As 
the swelling of the parotid gland subsides, a fresh attack of fever with 
severe shivering, with pain in the loins and pubes, takes place, followed 
by inflammatory swelling of the testicle, and, in women, of the labia and 
breasts. Itching and burning in the generative organs, and frequently 
untimely menstruation, follow. The swelling of the parotid gland often 
still continues ; but sometimes the inflammation, though it may have sub- 
sided, returns to the gland. Other parts are also frequently attacked ; 
drowsiness, severe headache, wanderings, inflammatory or spasmodic affec- 
tions of the breast, active vomiting, dropsical swelling of the whole body 
with short breathing and high fever occur. 

In trifling cases the inflammation often subsides in a few days, some- 
times later, with perspiration spreading over the whole tumour or over 
the whole surface of the body, with critical flow of urine and bleeding 
from the nose. The passage of this inflammation into suppuration or 
hardening is very rare. In some cases wasting of the testicle has been 
observed. 

[Dr. Mason Goon (a) speaks of two kinds of inflammation of the parotid gland ; the 
one just mentioned, and another, which he calls Parotid Phlegmon, but both exhibiting 
two species or varieties, a simple or benignant, and a malignant form. 

The first kind, his parotid phlegmon, Goon briefly characterizes as “a tumour situated 
under the ear, reddish, hard; pain obtuse, suppuration slow and difficult,” (p. 326,) and 
is “troublesome, and sometimes fatal.” (p. 408.) Of its benignant variety he says :— 
“ Though the suppurative process is slow and inactive, the incarnation subsequent upon 
the breaking of the abscess is regular and unobstructed.” He mentions a case of this 
kind, in which a girl of fifteen years had, after the duration of the disease for ten weeks, 
“ for about a fortnight an evident pointing towards the surface, and a feel of irregular 
fluctuation ; it afterwards broke, a large quantity of good pus drained away daily, and 
the tumour, which at first was extensive and hard, by degrees very considerably dimi- 
nished, and clustered or divided into lobes, and at length disappeared altogether.” * * * 
“The abscess, in some cases of this variety, is of considerable magnitude, and conse- 
quently the discharge of pus very large.” He says, that, sometimes, “the pus has been 
absorbed, and carried off by metastasis to some remote organ,” of which he cites ex- 
amples. (pp. 327, 8.) The malignant variety, Goov says, “ seldom appears in early life, 
and, in females, seems sometimes to follow upon the cessation of the catamenia. It is 
still slower in its progress than the preceding ; and, when at length it breaks, the pus is 


(a) Above quoted. 
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imperfect, and cheesy or serous. It is also profuse, and protracted to a long period, and 
accompanied with fatal sloughs. The patient is debilitated by the discharge, the irrita- 
tion excites hectic fever, and the case frequently terminates fatally.” (p. 328.) 

The second kind, or Mumps, of which Cur.ivs has just treated, Goon observes, “ is 
altogether of a different kind” from his first kind; “is more extensive, more painful, 
and rarely tends to suppuration.” This kind, he proceeds to say, “in advanced life, is 
sometimes apt to run into a chronic form, accompanied with very mischievous symptoms ; 
in which state it is denominated a malignant parotid. This is more especially apt to 
take place in females, when menstruation is on the point of ceasing, and the general 
action of the system labours under some disturbance.” (p. 409.) | 


138. This disease prevails mostly as an epidemic, more frequently in 
southern than in northern regions, in very changeable, especially moist and 
wet weather, and in spring time. Some consider it contagious; it, how- 
ever, attacks only once during life; it seizes on all ages and both sexes, 
young people especially, and particularly young males. The severity of 
this disease differs materially in different epidemics. 

139. Inflammation of the parotid glands not unfrequently occurs in 
typhus fever, sometimes with, sometimes without, benefit. Scrofula, syphilis, 
repulsed eruptions, often giving origin to it, or it is caused by improper use 
of mercury, carious teeth, difficult dentition, by cold, or by external injury. 
The character and course of the inflammation differs in these cases. It 
may be so severe as to run into mortification, but generally has a milder 
result, and passes into swppuration (1), hardening (2), and sarcomatous 
hardening of the parotid. 

[ (1) Evanson and MaunsE1 (a) say, that the swelling of mumps “at times, but very 
rarely, will proceed to suppuration, and may cause immediate death, by discharging its 
contents into the larynx, if it burst internally, or lead to great deformity when it opens 
externally.” (p. 216.)] 

(2) Mason Goon says, his parotid phlegmon “ assumes, occasionally, a scirrhous hard- 
ness, and grows to a considerable extent; it has been extirpated, but with variable 
_ Success, when upwards of three pounds in weight (b); sometimes with a cure (c); but, 

at other times, it has degenerated into a foul bleeding and extensive ulcer” (d). (p. 328.) 


140. If the inflammation be mild, the preservation of warmth in the 
swelling by covering it with flannel, or bags of elder flower and so on, and 
the use of gentle diaphoretics, are sufficient. If the condition be decidedly 
inflammatory and the fever severe, antiphlogistic means, and even blood- 
letting must be employed; moderately, however, and with great caution. 
But, if the patient be very weakly, and the fever incline rather to the 
nervous type, mild infusions of balm, valerian, with solution of acetate of 
ammonia, camphor, and so on, must be given. When the swelling has not 
properly risen, when it has subsided, or when the perspiration upon it 
ceases, a blister may be applied. When the inflammation attacks the gene- 
rative organs they must be kept warm, covered with flannel, and the 
testicles supported by a suspensory bandage. If the brain be attacked, 
blisters must be laid upon the scrotum and on the parotid glands and 
liquor ammon. acet. with warm drinks administered internally, and, in 
depressed vital powers, camphor, antimonial wine and the like. The 
vomiting originating in nervous irritation must be treated by suitable reme- 
dies both external and internal. If the swelling continue long and do not 
disperse, a volatile liniment with camphor is to be rubbed in. 

141. Ifthe inflammation of the parotid gland be connected with dyscratic 

(a) Above quoted. 
(b) Kattucumiep, Pr. de Tumore Scirrhoso (c) SreBoup, Parotidis scirrhosee feliciter ex- 


trium cum quadrante librarum Glandule Parotidis —_tirpate Historia. Erf., 1791. 
extirpato. Jenz, 1752. d) Commere. Lit. Nor., 1'733-8. 
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state of the body, a corresponding general treatment must be had recourse 
to; according to the variety of the symptoms, leeches, mercurial friction, 
dispersing plasters, herb bags, and derivative remedies are to be used 
locally. 

If the inflammation be critical, every thing must be withheld which may 
produce its revulsion. If the swelling be accompanied with a proper 
degree of inflammation, it must be simply covered with a mild poultice ; 
if the living activity in it be too low, stimulating poultices and plasters 
must be applied. 

142. When suppuration has taken place the abscess either breaks of 
itself under the use of the remedies mentioned in the treatment of ab- 
scesses, in which case the cure commonly soon follows ; or the formation of 
abscesses is accompanied with severe symptoms, delirium, lock-jaw, and 
so on, under which circumstances the swelling is to be soon and sufficiently 
opened, so that the tension of the aponeurotic sheath of the gland may be 
relieved. According to its condition, the abscess must be treated with 
soothing or stimulating remedies. The treatment is always tedious; 
knotty scars and detached hardnesses readily form. Ifa fistulous aperture 
remain, through which the spittle flows, it must be treated by touching 
with lunar caustic, which, aided by proper compression, will close it(a). If 
the gland become hard, it must be treated after the ordinary rules. 


III.—OF INFLAMMATION OF THE BREAST. 


‘Scurecer, F, A., De Statu sano et morboso Mammarum in Gravidis et Puerperis. 
Jen, 1792. 


Mier, fragmentarische Bemerkungen iiber die Entstehung und Heilung der 
Entziindung und Vereiterung der Briiste bei saiigenden Weibern; in VON SIEBOLD'S 
Chiron., vol. ii. p. 2, par. 344, 

Borr’s natiirliche Geburtshiilfe und Behandlung der Schwangern, Wochnerinnen und 
neugebornen Kinder, Wien, 1817, vol. iii. p. 23. 


Benepict, T. W., Bemerkungen iiber die Krankheiten der Brust und Achsel- 
driisen. Breslau, 1825. 4to. I. IV. 


Coorrr, A. P., Illustrations of Diseases of the Breast. London, 1829. 4to. 
JEANSELME, G., Mémoire sur les Inflammations et les Abcés du Sein chez la Femme ; 
in Gazette Médicale. January, 1839. 

143. Inflammation of the Breast (Inflammatio Mammarum) occurs 
in women either nursing or after that period ; and is situated either in the 
shin and cellular tissue alone, or in the parenchyma of the gland itself. 

144. If the inflammation occur during suckling, the breast on a sudden 
becomes tense, red, and swollen. If the inflammation be seperficial, a 
regular smooth and shining swelling may be felt, but the secretion of milk 
does not always cease. In inflammation of the parenchyma of the gland 
the swelling is harder, different knobby swellings are felt, and the secre- 
tion of milk is completely stopped. It is not unfrequently accompanied 
with febrile symptoms. ; 

145. The superficial inflammation of the breast generally subsides of 
itself; but, if the parenchyma be attacked, the inflammation at a certain 
stage proceeds to suppuration, and not unfrequently hardening remains. 

146. The usual causes of this inflammation are cold, mental excitement, 


(a) For the further consideration of the treatment of fistulous opening in the parotid duct, see Salivary 
Fistula, par. 902. 
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mechanical injury and so on. Women who do not suckle, or who wean their 
children early, are specially subject to inflammation of the breast. In order 
to prevent it, they must use a strict diet, encourage perspiration, take 


purgatives ; apply cotton fumigated with sugar to the breasts, rub the nipples 
often with spittle, and support the breasts. 


[Too many women, to their great shame, refuse suckling their children, on account of 
the restraint which this, one of their most important duties, puts upon them; some, un- 
fortunately, early loose the progeny they would sacrifice themselves to bring up; and 
others, either from ill-health or from soreness of the nipples, are incapable of giving suck. 
In all these cases the secretion of milk must be checked, and the milk already secreted 
induced to absorb. Spare diet and purging, as recommended by CHELIus, will usually 
effect the first object. As to the second, an evaporating lotion of spirit of wine or 
Cologne water, kept constantly on the breasts, which are to be carefully supported, and, 
therefore, the recumbent position and undress are the best for the purpose. The ordinary 
practice of monthly nurses is continued and gentle friction of the breasts with oil and 
brandy performed three or four times a-day.—J. F. 8.] 


147. The same remedies must also be employed at the commencement 
of inflammation. And not until it becomes more active, and the swelling 
tense and hard, must warm softening poultices and soothing steam be 
applied to the breast, and emollient ointment rubbed in. If the inflam- 
mation disperse, the tension and swelling gradually subside; isolated 
hardenings slowly disappear under the use of softening poultices and 
mercurial salve. If the inflammation take place whilst the child is still 
suckling, it may be freely put to the breast, so long as the swelling and 
pain are not great. If with a free flow of milk the child cannot draw off 
sufficient, it must be withdrawn by a milk-glass in the intervals. If the 
inflammation become very severe, all attempts to remove the milk from 
the breast are injurious. 

148. If the inflammation pass into suppuration, the softening poultices 
must be continued, cicuta or mercurial plaster applied, and the opening 
of the abscess left to nature. In general many openings take place at dif- 
ferent parts, and they are to be treated in the usual way till they close. 

If during suppuration fistulous openings are formed and the breast 
remain very hard, (which is commonly the case when the abscess is opened 
artificially, or lumps of charpie are introduced into the openings,) the 
before-mentioned mode of treatment can alone effect the resolution of the 
hardening and the closure of the openings. 

After much experience, I cannot but reject the opening of abscesses of the breast 
recommended by many. There are, however, exceptions; when the abscess is very 
deep, when it has proceeded slowly, when the local pain is very great and the fever 
high, and profuse perspiration and continued restlessness are present. After the arti- 
ficial opening, poultices must be always applied as above mentioned. In lengthy fistulous 
passages in the breast gland, LANGENBECK recommends the introduction of ligatures. 
I have, in such cases, even when the fistulous passages have been accompanied with 
much surrounding hardness, always attained my purpose with the treatment above 
stated. If milk escape from these passages, its secretion must be lessened by the use of 
purgative remedies, together with a sparing diet; or, in weakly constitutions, by the 
use of bark and strengthening food. Nothing is more objectionable than the introduc- 
tion of tents into fistulous passages of the breast gland, or, as has been very recently 

advised, the putting in little tubes to keep up the flow of pus. The irritation is always 
thereby much increased and hardening of the whole neighbourhood originated. 

[CHELIUs’s recommendation of leaving “the opening of the abscess to nature” must 
on no account be followed, as its certain result is, according to his own observation, the 
occurrence of “ many openings at different parts” of the breast, and the necessary pro- 
duction of very unsightly scars, which most grievously annoy the patient and her friends, 
and deservedly discredit the reputation of the medical attendant. The abscess is always 
to be punctured freely, so soon as fluctuation can be distinctly felt, and whilst the walls of 
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the abscess are still thick. The almost immediate ease gained by relieving the tension 
of the fibrous covering of the breast gland is the first advantage obtained; the burrowing 
of pus is also prevented, and thereby a smaller cavity left, when emptied, to fall together 
and fill up by granulation; and, most important of all, the sloughing of the skin almost 
to a certainty precluded. No squeezing or kneading of the breast to evacuate the pus, as 
often most improperly practised, is to be on any account resorted to, the agony thereby 
produced is extreme, the benefit gained nothing, for the aperture made should be suffi- 
ciently large to permit the free escape of the matter, which, having been allowed to flow 
as long as it will, a strip of lint, oiled, is to be introduced between the lips of the wound 
to prevent their union, and a light bread poultice, or warm fomenting flannels laid over 
the breast and repeatedly renewed. In the course of a few hours the lint should be with- 
drawn, and the wound generally remains sufficiently open to permit the continual flow of 
the pus. If, as not unfrequently happens, clots of adhesive matter, or dead cellular tissue, 
block up the opening so that the matter does not readily escape, they may be gently re- 
moved if they protrude between the lips of the wound. But, if not, and the pus be still 
retained, a grooved director should be very gently introduced into the cavity of the abscess, 
and by its canal the discharge will pass; but no pressure is on any account to be used. If 
a second, or even a third, abscess point, or if the same abscess point at a different part of 
the breast, these are severally to be opened as they occur, the prime object of the treat- 
ment being to remove every chance of sloughing and scar of the skin. Oftentimes the 
first discharge is extremely fetid, more particularly if the opening of the abscess have 
been delayed, or if it have been left to burst spontaneously, and in these cases the con- 
stitutional excitement is frequently very great, amounting even to delirium. The cha- 
racter of the suppuration, however, usually soon becomes healthy, and the febrile symptoms 
speedily subside. CHELtus’s objections to passing tents or tubes into the fistulous pas- 
sages, which generally alone occur from leaving the abscess to burst of itself, are well 
founded; they never ought to be employed. Neither should LancEensecx’s plan of 
introducing ligatures be for a moment thought of; it is very bad practice. 

Fistulous passages almost invariably occur from the pus not having a convenient and 
complete discharge. Sometimes gentle, well-applied pressure along the course of the 
sinuous passage may be sufficient to produce inflammation and adhesion of its walls; but, 
if not, or if the patient cannot, as sometimes happens, bear the necessary pressure, then a 
probe should be introduced, and its extremity cut down upon through the skin at that part 
of the sinus which is most depending. Usually in a few days the old aperture heals, the 
pus is discharged by the new wound, and soon a cure is effected. As a general rule, injec- 
tions of these adventitious canals is not advisable; but, when the opening is at the most 
depending part, and they can be employed simply to wash out the canal and slightly irri- 
tate it, but without being retained, which will often create more inconvience than that to 
be got rid of, then they may be used with discretion. A mild solution of sulphate of zinc 
is, I believe, the best injection.—J. F. 8.] 


149. After previous inflammation there frequently remain the so-called 
Milk-knots, (Milchknoten, Germ., Ganglions laiteux, Fr.) ; or they appear 
at a shorter or longer period after the suppression of the secretion of the 
milk, or after weaning the child, in cases where the secretion of milk seemed 
to have entirely ceased. Their hardness varies, and is often cartilaginoid, 
though only containing milk; they may remain for a long while, and on 
superficial examination are easily mistaken for scirrhus. Their termination 
is in resolution, which is still possible after a long while, or in suppura- 
tion if they accidentally inflame. The remedies which effect their disper- 
sion are, gentle rubbing of the breast towards the nipple, sucking the 
nipple, softening poultices, especially oatmeal, linseed meal, cicuta, hyos- 
cyamus, saffron and oil, rubbing in lard and hartshorn. Some recommend 
belladonna internally. The dispersion is always accompanied with a flow 
of milk from the breast. Milk-knots which have not yielded to any remedies 
often subside at the next lying-in. 

150. Inflammation of the breast, apart from suckling-time, has generally 
an insidious course. The pain in the neighbourhood is very slight ; but 
the swelling of the breast is always very hard, and the inflammation has a 
marked disposition to hardening. Its causes are external injury, dyscracy, 
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scrofula, gout, syphilis, and so on. In many cases the inflammation sets 
in without any manifest cause, and the ground of the irritation may be 
merely the sympathetic relation of the breast to the womb, which dis- 
covers itself especially at the period of decrepitude, and in unfruitful women, 
in whom the functions of the womb have never gone on regularly. 

151. The treatment of such inflammation must be guided by the pre- 
vious mischief. Repeated application of leeches, infriction of mercurial 
ointment, warm covering of the breast, and internal remedies suited to the 
general dyscracy, are here required, although they can rarely prevent the 
production of hardening. When this takes place, it must be treated after 
the general rules. 

152. In rare cases, either during suckling or not, deep-seated abscesses 
form in the breast gland or between it and the pectoral muscles, the for- 
mation of which is connected with a deep-seated pain, at first shifting, 
burning, tearing, with a considerable colourless swelling of the whole 
breast, and pain on moving the arm, and it continues for a long time 
before any external fluctuation can be perceived. The pus frequently 
makes its way out at several points, and the breast gland is hard and 
swollen. If these suppurating passages be opened, they present a soft 
reddish fungus. When fluctuation in such abscesses can be ascertained, 
they must be opened early. If fistulous passages have formed, they must 
be laid open throughout their whole length, or, in order to prevent 
deformity of the breast, and interference with its function, (according to 
LANGENBECK, the ligature should be introduced,) softening poultices and 
rubbing with mercurial ointment should be employed. If a part of the 
breast be so distended by these passages that, after opening them, it seems 
to hang as it were by a neck, it should be entirely removed ; the cure soon 
follows. The passage to suppuration may perhaps be prevented by the 
early employment of diaphoretics, by emetics, by dry warmth, and by the 
application of derivative blisters in the very neighbourhood of the breast. 

Hey, WIL11AM, Surgical Observations. 

Ricuter’s, Medicinische und chirurgische Bemerkungen, vol. i. p. 50. 

LancenBeck, Nosologie und Therapie der chirurgischen Krankheiten, vol. ii. p. 264. 

[In the description which AstLEy Cooper gives of chronic abscess of the breast, it 
will be seen that he had not noticed the severe pain to which Cueius alludes, 
“ Under chronic inflammation,” says Cooprr, “ an abscess is sometimes produced, 
which, from the length of time it is forming, from the little pain which attends it, from 
the absence of redness and heat in the part, and from the want of rigors and other con- 
stitutional symptoms, prevents the suspicion of the formation of matter, and the swelling 
is supposed to be a malignant tumour, which requires an operation for its removal.” 

- 14, 
si had once the ill luck of operating on such a case, of which the following is the 
account, and will be found to tally so nearly with the ordinary history and course of 
scirrhus that I may be held excused. 

CasE—E. S., aged forty-five years, a married woman, admitted, 

July 23, 1835. About twelve months since received a blow on the right breast, and 
four months after, whilst suckling, received another, but she felt nothing more than a 
slight shooting, of which she took no heed till after weaning her child four months 
since. She had not suckled from this breast, as the last child would not take it; but the 
secretion continued, and the milk flowed out till she ceased to suckle. After weaning, 
the breast began to swell, and she first noticed the lump, for which she applied leeches 
and fomentations. These diminished the general swelling, but without dispersing the 
lump, which, on the contrary, continued increasing, accompanied with smarting pain, 
and at the time of her admission was about the size of a pigeon’s egg, situated just below 
and to the outer side of the nipple, with the skin slightly adherent, very hard, and the 
nipple somewhat retracted. 
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~ July 31. The tumour was removed, and, on cutting into, was found to contain the 
cyst of an abscess about the size of a walnut, and containing pus. The surrounding 
parts were thick and hardened, but there was not any appearance of scirrhus. She did 
well.—J. F. 8.] 


153. Imperfections of the nipples, if they be too small, inflame, or are 
overspread with a pustular eruption, render suckling painful or impossible, 
and frequently give rise to inflammation of the breast gland. Small and 
deep-set nipples erect themselves best if during pregnancy a ring of horn 
or wood be worn, in the aperture of which the nipple may be placed. In- 
flammation of the nipple at first requires lotions of cold water with a little 
spirit or red wine. If they crack, HureLann’s ointment (a) is the best ; 
but, according to my experience, it ought not to be employed without 
putting on nipple-shields directly afterwards, for the purpose of preventing 
the linen sticking. This disease may be often prevented, if, in the latter 
months of pregnancy, the nipples be frequently washed with red wine or 
with spirit and water. A pustular eruption drying into a scab often sur- 
rounds the nipple to a greater or less extent, and occurs mostly in persons 
who have formerly been subject to the itch or herpetic eruptions. Parti- 
cular attention to cleanliness, and frequent rubbing in an ointment of hog’s 
lard and flowers of sulphur, or, if little inflammation accompany it, frequent 
dabbing with solution of sublimate, is according to my experience always 
sufficient to prevent this eruption, and never have I been compelled to resort 
to a general plan of anti-herpetic treatment. 

For this cracking of the nipples, accompanied with so much pain, Cooper recom- 
mends asolution of borax with a little spirits of wine ; Hanney (6), touching with lunar 
caustic and wrapping in zinc ointment; from time to time, before putting the child to 
the breast, it is to be washed with a saturated solution of borax. Upon the application 


of the “ cosmétique infaillible et prompt contre les gercures au sein, composé par 
Li£EBERT,” see VOLZ (c). . 
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Paris, 1838. 8vo. ‘The same translated, as A Practical Treatise on Venereal Diseases ; 
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Besides these, the works upon the Venereal Disease, referred to in Venereal Sores, 


154. Inflammation of the internal membrane of the Urethra, vulgarly 
called Clap, (Gonorrhea, Blennorrhea, Blennorrhagia Urethre, Ure- 
thritis, Urethralgia, Lat.; Tripper, Germ.; Chaude-pisse, Fr.,) is pro- 
duced by any irritation of the urethra by a foreign body, by gouty, rheu- 
matic, scrofulous acrimony, but most commonly by contagion in coition. 

(“The disease,” says SwEDIAUR (a), “is commonly called a Clap, from the old 
French word clapiers, which were public shops kept and inhabited by single prosti- 
tutes, and generally confined to a particular part of the town, as we see still to-day in 
- several great towns in Italy.”—(note, p. 22.) He disapproves of the term gonorrheea, 

as conveying an incorrect notion, and proposes the use of Blennorrhagia, signifying a 
flow of mucus. Watiace objects to the employment of either designation, and pro- 
poses, in their stead, that of Venereal or Syphilitic Catarrh, which, however, is merely 
a trivial alteration of the modern French name, Catarrhe Urethrale.} 

155. The symptoms and course of gonorrhcea vary considerably. In men, 
ata shorter or longer period, usually six, eight or ten days after an impure 
connexion (1), there arises a tickling sensation at the orifice of the urethra, 
which frequently spreads over the whole glans; the lips of the orifice are 
generally a little swollen and inflamed (2); and the discharge of urine is 
painful (3). After some time a discharge takes place, at first more serous, 
but afterwards thick, puriform and yellowish white. The pain is some- 
times slight, sometimes severe, extends towards the root of the penis, which 
itself swells (4) ; the orifice of the urethra is much inflamed, excoriated, 
and its canal narrowed by swelling (5); the stream of urine is lessened, and 
frequently broken (6). Painful erections occur with bleeding from the 
urethra (7), and, if the spongy body itself be swollen, painful curving of the 
penis or chordee, (chorda, Lat.,) on account of its not yielding during the 
erection (8). The patient often feels a heaviness in the pelvis; the scro- 
tum, testicles, and perineum become very tender (9); the prostate and 

inguinal glands, painful and swollen. ‘The surface of the glans itself often 
inflames, swells, and secretes a puriform discharge (balanitis.) The fore- 
skin frequently inflames and becomes so swollen that it cannot be brought 
backwards over the glans ( phimosis,) or, if this have been forcibly effected, 
it remains constricted, behind the glans (paraphimosis.) The puriform 
fluid discharged from the urethra is, in active inflammation, of small quan- 
tity, discoloured, greenish, even blackish (10), and is not unfrequently 
wholly suppressed, (dry gonorrhea,) febrile symptoms, inflammation of 
the testicles, of the eyes, and swellings of the joints ensue. In very acute 
gonorrhea the inflammation may be continued even to the bladder and 
produce dangerous retention of urine (11). 


(a) Practical Observations on Venereal Complaints. Edinburgh, 1788. 8vo. 
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\(1) Hunter says, on this point :—“ In the gonorrheea the times of appearance are very 
different ; I have had reason to believe that in some the poison has taken effect in a ve 
hours, while in others it has been six weeks ;” however, “six, eight, ten, or twelve days 
would appear to be the most common period.” (p. 32.) AsTLEY Cooper says he has 
known gonorrhea to “ occur within twenty-four hours after connexion ; and sometimes 
a fortnight, or a longer time will elapse before it appears. I have known an instance in 
which it was delayed fourteen weeks, in consequence, I believe, of the general indispo- 
sition of the patient.” (p. 189.) 

(2) “ The first symptom which takes place,” says AstLEy CoopEr, “ is a pouting state 
of the lips of the urethra, arising from inflammation.” (p. 190.) 

(3) Hunter observes, that “there is often no pain till some time after the appearance 
of the discharge, and other symptoms; and, in many gonorrheeas, there is hardly any pain 
at all, even when the discharge is very considerable. * * * There is generally, at this 
time, a greater fulness in the penis, and, more especially, in the glans, although it is 
not near so full as when erected, being rather in a state of half erection, Besides this 
fulness, the glans has a kind of transparency, especially near the beginning of the 
urethra, where the skin is distended, being smooth and red, resembling a ripe cherry : 
this is owing to the reticular membrane being loaded with a quantity of extravasated 
serum, and the vessels being filled with blood.” (p. 46.) 

TRAVERS (a) says, that “ heat in urining, titillation, tumefaction, which often precede 
the appearance of the discharge, even for days, may sometimes be removed by rest, pur- 
ging, and mucilaginous drinks, so that the inflammation is subdued before it reaches 
purulent secretion. Coition in this state infallibly produces discharge; sometimes with 
a full, thick, high-coloured discharge, there is neither heat, swelling, nor ‘colour of the 
labia urethre. These symptoms, on the other hand, may be all considerable, with a thin 
and scanty discharge, and often without any heat. These differences are only to be 
explained by reference to the condition and susceptibility, local or general, of the person 
infected.” (p. 7.) 

(4) According to Hunter, “ When the disease ‘attacks the urethra, it seldom extends 
further than an inch and a-half, or two inches at most, within the orifice, which distance 
appears to be truly specific, and what I have called the specific extent of the inflamma- 
tion. * * * When the gonorrhea (exclusive of the affections arising from sympathy) 
is not more violent than I have described, it may be called common or simple venereal 
gonorrhea ; but, if the patient is very susceptible of such irritation, or of any other mode 
of action which may accompany the venereal, then the symptoms are, in proportion, more 
violent. In such circumstances, we sometimes find the irritation and inflammation exceed 
the specific distance, and extend through the whole of the urethra.” (pp. 54, 5.) 

As to the actual seat of the discharge in the male, HUNTER says :—“ As it would appear 
that there is hardly a sufficient surface of the urethra inflamed to give the quantity of 
matter that is often produced, especially when we consider that the inflammation in 
common goes no further than two or three inches from the external orifice, it is natural 
to suppose that the discharge is produced from other parts, the office of which is to form 
mucus for natural purposes, and which are, therefore, more capable of producing a great 
quantity upon slight irritations, which hardly rise to inflammation. These parts, | have 
observed, are the glands of the urethra. In many cases, where the glands have not been, 
after death, so much swelled as to be felt externally, and where I have had the opportu- 
nity of examining the urethra of those who have had this complaint upon them, I have 
always been able to discover that the ducts or lacune leading from them, were loaded 
with matter, and were more visible than in their natural state; I have observed, too, 
that the formation of the matter is not confined to these glands entirely, for the inner 
surface of the urethra is commonly in such a state as not to be able to suffer the urine 
to pass without giving considerable pain; and, therefore, most probably, this internal 
membrane is also affected in such a manner as to secrete a matter. This discharge, in 
common cases, would seem not to rise much further back in the urethra than where the 
pain is felt, although it is commonly believed that it comes from the whole of the canal, 
and even from CowPer’s and the prostate glands, not excepting what are called the 
vesicule seminales.” (pp. 50, 51.) 

Astiey Cooper asserts, that “the cause of gonorrhea is undoubtedly inflammation 
of the lacune of the urethra, and particularly of the lacuna magna. The inflammation 
is of the erysipelatous kind ; but there is no appearance of ulceration. If ulceration were 
produced, the membrane of the urethra would soon give way. It is merely a secretion 
from the mouths of the vessels; ulceration does take place in the lacune, but not in the 
urethra itself.” [Cooper certainly does not here wish it inferred that this ulceration of 


(a) Observations on the Pathology of Venereal Affections. London, 1830, 8vo. 
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the lacune is more than accidental, or that it has anything to do with the gonorrhwa.— 
J.F.S.] From the opportunity which Cooper had of examining a person who had 
been executed whilst affected with gonorrhea, he states, that “the inflammation had 
extended down to the bulb of the urethra; for an inch or an inch and a-half down, the 
urethra was exceedingly red, and there was some effusion of matter on the internal sur- 
face ; the urethra was red at the bulb, but not of so deep a colour. The inflammation, 
therefore, is not confined to an inch or an inch and a half down the urethra, but often 
_ extends over the bulb, and in this way produces strictures,” (p. 190.) 

(5) Not unfrequently small swellings are noticed externally in the neighbourhood of 
the urethra, which, Hunter thinks, are enlargement of its glands; they sometimes sup- 
purate and burst externally, but at other times internally. Hunrrr has well described 
them :—“ At times swelling very considerably, even to the size of a small flattened nut, 
inflaming, and then a gush of matter flowing from the urethra, they almost immediately 
subside. The discharge has continued for some time gradually diminishing, till it has 
entirely gone off, and the tumour been almost wholly reduced ; yet, some months after, 
it has swelled in the same manner again, and terminated in the same way.” There can 
be no doubt of the correctness of his suspicions, that “these tumours are the ducts or 
lacune of the glands of the urethra, distended with their mucus, from the mouth of 
the duct being closed, in a manner similar to what happens to the duct leading from the 
lachrymal sac to the nose ; and, in consequence of the distension of the ducts or lacunz, 
inflammation and suppuration come on, and ulceration takes place, which opens a way 
into the urethra ; but this opening soon closes up, and this occasions a return.” (p. 48.) 

(6) “The fear the patient is in,” says Hunter, “when he is making water, assists in 
diminishing the stream of urine. The stream, as it flows from the urethra, is generally 
much scattered and broken the moment it leaves the passage, which is owing to the in- 
ternal canal having become irregular, and is not peculiar to a venereal gonorrhea, but 
“common to every disease of the urethra that alters the exact and natural figure of the 
canal, even although the irregularity is very far back, as we find in many diseased and 
prostate glands.” (p. 47.) 

(7) “ The bleeding,” Cooprr (a) observes, is “ generally from that part of the urethra 
opposite to the symphysis pubis.” They are generally serviceable; “ but, when they pro- 
duce fainting, and, as soon as the person recovers from that state the hemorrhage recurs, 
and that for two or three times, it must be checked.” 

~ When the inflammation is violent,’ HunreEr observes, “it often happens that some 
vessels of the urethra burst, and a discharge of blood ensues, which is in greater quantity 
at the close of making water; this, however, takes place at other times, and generally 
gives temporary ease: sometimes this blood is in small quantity, and only gives the 
matter a tinge, as I observed when treating of the colour of the discharge. The erec- 
tions of the penis often stretch the part so much, as to become a cause of extravasation 
of blood; this extravasation generally increases the soreness at the time of making 
water, and in such a state of parts, the urethra is usually sore when pressed; yet the 
bleeding diminishes the inflammation, and often gives ease.” (p. 52.) 

In rare cases, the corpus spongiosum bursts, and a little swelling, caused by the extra- 
vasated blood, is observed externally, which, however, is not of material consequence, 
and is gradually absorbed. But I may here mention, that I once saw a case, under my 
colleague Mackmurpo’s care, in which there was enormous extravasation of blood, from 
bursting of some vessel in the penis, during the act of coition; and the result of which 
was, the penis especially and the perineum were greatly distended, and he was unable 
to pass his urine without extreme pain, in consequence of which a catheter was introduced. 
In the course of two or three days, extravasation of urine ensued, and the bladder was 
punctured through the rectum. Considerable sloughing, not only in the perineum, but 
also up into the groins, took place, into which incisions were made, as needed, and he 
ultimately, though slowly, recovered.—J. F. S. 

(8) Hunter divides chordee into inflammatory and spasmodic :—“ When the inflam- 
mation is not confined merely to the surface of the urethra and its glands, but goes 
deeper, and affects the reticular membrane, it produces in it an extravasation of coagul- 
able lymph, as in the adhesive inflammation, which, uniting the cells together, destroys 
the power of distension of the corpus spongiosum urethre, and makes it unequal in this 
respect to the corpora cavernosa penis, and therefore a curvature on that side takes place 
in time of erection, which is called a chordee. * * * As it arises from a greater de- 
gree of inflammation than common, it is an effect which may, and often does, remain 
after all infection is gone, being merely a consequence of the adhesive inflammation. 
The spasmodic chordee arises from spasm, at least, it cannot proceed from the same cause 


(a) MS. Lectures on Surgery. 
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with the other, if my idea of that complaint be well founded. The spasmodic chordee 
comes and goes, but at no stated times; at one time there will be an erection entirely 
free from it, at another it will be severely felt; and this will often happen at short 
intervals.” (pp. 52, 3.) 

ABERNETHY (a) mentions “another, and more permanent, kind of chordee, which 
arises from inflammation having been propagated to the corpus spongrosum ; coagulable 
lymph is thrown out, which glues the cellular tissue together, prevents that part of the 
corpus spongiosum being injected with blood during the erection of the penis, and 
occasions it to be crooked and bent towards the contracted side. ‘This forms a true 
and permanent chordee.” 

Hunter also speaks of “a soreness often felt by the patient all along the under side of 
the penis, owing to the inflamed state of the urethra. This soreness often extends as far as 
the anus, and gives great pain, principally in erection ; yet it is different from a chordee, 
the penis remaining straight. With most gonorrheeas there is a frequency in the erec- 
tions, arising from the irritation at the time, which often approach to a priapism, especi- 
ally when there is the above-mentioned soreness, or when there is a chordee.” (p. 48.) 

(9) Hunrer says he has “seen cases where the irritation has extended so far as to 
affect with real pain the thighs, the buttocks, and the abdominal muscles; so that the 
patient has been obliged to lie quiet in a horizontal position ; the pain has, at times, been 
so considerable as to make him cry out, and the parts have been very sore to the touch ; 
they have even swelled, but the swelling has not been of the inflammatory kind; for, 
though there was a visible fulness, yet the parts were rather soft.” (p. 54.) 

(10) These changes in colour, Hunrer considers, “ depend on the increase or decrease 
of the inflammation, and not on the poisonous quality of the matter itself; for any irri- 
tation on these parts, equal to that produced in a gonorrheea, will produce the same 
appearances. * * * It is very probable that there is a small extravasation of red blood 
in all cases where the matter deviates from the common colour, and to this the different 
tinges seem to be owing. * * * It has often a smell seemingly peculiar to itself.” (p. 56.) 

(11) I have seen retention‘of urine from severe gonorrhea, in which it was thought 
necessary to introduce a catheter ; a practice, however, which I do not approve of, and 
I think might be evaded by warm baths, leeching, and purging.—J. F. 8. 

Hunrer, however, mentions the very contrary condition from the extension of the in- 
flammation. He says, “ When the bladder is affected it becomes more susceptible of every 
kind of irritation, so that very disagreeable symptoms are often produced; it will not 
allow of the usual distension, and therefore the patient cannot retain his water the ordi- 
nary time, and the moment the desire of making water takes place, he is obliged instantly 
to make it, with violent pain in the bladder, and still more in the glans penis, exactly 
similar to what happens ina fit of the stone. If the bladder be not allowed to discharge 
its contents immediately, the pain becomes almost intolerable ; and even when the water 
is evacuated, there remains, for some time, a considerable pain both in the bladder and 
glans; because the very action of the muscular coat of the bladder becomes a cause of 
pain by its own contraction. The ureters, and even the kidneys, sometimes sympathize, 
when the bladder is either very much inflamed, or under a considerable degree of irri- 
tation; however, this but rarely happens, and, if it should take place with any degree of 
violence, I should suppose that the stomach would also become affected, and of course the 
whole constitution. I have even reason to suspect that the irritation may be communi- 
cated to the peritoneum by means of the vas deferens. * * * When the inflammation, 
or perhaps only the irritation, runs along, * * * the disease is generally very violent, 
and I suspect is something of the erysipelatous kind; at least it shows an irritable sym- 
pathizing habit.” (pp. 55, 6.) 

The constitution scarcely ever is primarily affected on the incursion of gonorrhea ; 
but HunTER mentions one very remarkable case of this kind, in which the patient, dur- 
ing six weeks between “ the time it was possible for him to have contracted the disease, 
and its appearance,” had, “for a considerable part of that time, often been indisposed 
with slight rigors, attended with a little fever and restlessness, for which he could assign 
no cause; nor was he relieved by the usual remedies prescribed in such cases. A violent 
gonorrhcea came on, and these symptoms went off.” In a second attack which the same 
person suffered, “it was a month from the time of infection before the gonorrheea ap- 
peared, and for some weeks of that time he was subject to a similar indisposition, which 
went off, as before, when the running came on. Here, it would appear, that we have 
something of a suppurative fever, which, perhaps, often happens in this disease ; but the 
inflammation being small, and the fever, therefore, inconsiderable, it is commonly but 
little noticed by the patient.” (p. 73.) 


(a) MS. Lectures on Surgery. 
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156. The continuance of these symptoms varies. In slight cases they 
soon pass by, the discharge gradually diminishes, and (under proper 
management, commonly in from three to four weeks) completely ceases. 
Frequently, it becomes chronic, and the discharge (gleet) assumes a thin 
serous ropy character, appears in very small quantity, especially in the 
morning, after emptying the bladder or after any irritation, and may in 
this state continue for many months or even years. 


[“ The discharge from gonorrhea is very much affected by constitutional causes,” says 
AsTLEy Cooper. Thus, if with “abundant discharge, considerable pain, and even chor- 
dee, the patient should get a fever, the discharge disappears, the pain ceases, and he will 
be entirely free from all symptoms of the disease for a period of from seventeen to twenty 
days. As soon, however, as he begins to recover from his fever, the discharge of matter 
will recur, the pain and chordee return, and a long time may elapse before the disease 
can be removed.” (p. 191.)] 


157. The consequences of gonorrhcea by the changes it produces on the 
mucous membrane of the urethra are thickening, narrowing, stricture, 
and swelling of the prostate gland. 

158. In the female the vagina is the seat of gonorrhea. The inflam- 
mation spreads externally upon the labia, urethra and clitoris. Painful 
tickling arises in these parts, and soon a copious flow of differently condi- 
tioned mucus takes place which produces excoriation, and the gonorrhea 
is easily propagated to the rectum (1). The voidance of urine is painful. 
The symptoms of gonorrhcea are generally less distinct in women than in 
men; the mucous discharge, however, soon becomes chronic and very 
obstinate. The detailed symptoms, the manner of its origin, as well as the 
occurrence of menstruation and the unchanged colour of the face, distin- 
guish female gonorrhea from the whites (flwor albus vel leucorrhea) (2). 


[(1) When the urethra had been affected with the disease, Ricorp states, that “ on 
introducing the finger into the vagina, and pressing the convexity of the urethra, pus 
‘was seen to proceed from the interior of the canal, whose surface, as seen through the 
meatus urinartus, appeared swollen.” (p. 173; Fr. edit., p. 332.) “The acute urethritis 
is seldom accompanied by retention of urine, and, when it does exist, it is generally of 
short duration, and yields to antiphlogistic treatment; but, nevertheless, sometimes it 
requires the use of the catheter, which ought to be introduced with the parts exposed, 
notwithstanding the objections raised, as less pain will be caused than if the surgeon have 
to feel his way.” (p. 322; Fr. edit., p. 678.) ; 

In the five cases which RicorpD describes as utero-vaginal gonorrhea, and which 
inoculation proved not to be syphilitic, there was, besides a purulent discharge from the 
mouth of the womb, upon the cervix uteri, “ either an ulceration in form of a blister, 
(p. 161; Fr. edit., p. 310); or several points deeply eroded with a grayish surface, covered 
with albuminous adhering secretion (p. 162; Fr. edit., p. 313); or a bleeding ulceration 
(p. 166; Fr. edit., p. 320); or a superficial granulated ulceration, penetrating to the 
cavity of the cervix uteri (p. 172; Fr. edit., p. 332); or erosion at several points, as in 
some cases of balanitis.” (p. 175; Fr. edit., p. 335.) 

Hunter says that “sometimes the bladder sympathises, producing the same symptoms 
as in men, and it is probable that the irritation may be communicated to the kidneys. 
It has been asserted that the ovaria are sometimes affected in a similar way to the testi- 
cles in men; I have never seen a case of this kind, and I should very much doubt of its 
existence, for we have no instance in other diseases of the ovaria sympathising with those 
parts or at least producing such symptoms as would enable us to determine they did.” 
(p. 68.) RicorD, however, does believe in the occurrence of ovaritis as a complication 
of gonorrhea, and speaks of its treatmeant. 

Not unfrequently the labia swell under a sharp attack of gonorrhea, and the nymphe, 
together with the preputium clitoridis, become infiltrated with serum, and of consider- 
able size, giving to the latter an appearance of being twisted, similar to that sometimes 
observed in phimosis, or paraphimosis, in the male. Hence Ricorp compares it to “a 
kind of phimosis or paraphimosis,” and he speaks of it as occasionally terminating in 
gangrene, which, however, I do not recollect to have observed. 
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Abscesses in the labia or nymphe are not of unfrequent occurrence as concomitants 
with gonorrhoea, and Hunter considers them “as similar to the inflammation and sup- 
purations of the glands of the urethra in men.” (p. 68.) Ricorp speaks of simple ab- 
scesses complicating urethro-genital gonorrhea; but I cannot clearly make out whether 
he refers to the labial or nymphal abscesses just mentioned, or to abscess actually in the 
vagina itself; if the latter, I have never seen the disease. He says:—“ These abscesses 
sometimes depend upon the inflammation of the cysts, which some women have at the 
entrance of the vulva; in all cases they ought to be promptly opened. It should be 
noted that suppuration here quickly succeeds to inflammation, and, if the pus be not 
allowed to escape, infiltration of the loose cellular tissue surrounding the rectum, and, 
lastly, perforation of this intestine, thus forming either complete or incomplete fistules.” 
(p. 323; Fr. edit., p. 680.) 

(2) The distinction between clap and the whites in women is by no means s0 easy as 
CHELIUS presumes ; indeed, according to Dr. Lococx’s (a) account of the latter, it is 
scarcely possible to distinguish them, except by the history, which is not always to be 
relied on. Locock says:—* The discharge of simple leucorrheea is mucous—merely an 
increase of the natural moisture of the part; it becomes more abundant than in health, 
but retains its character of mucus, being clear, transparent, colourless and glutinous 
to the touch. This rarely goes on toa great extent without being altered in its ap- 
pearance, and much more watery. In general this sort of discharge is accompanied 
with but moderate symptoms, is more gradual in its progress, and is unattended with 
pain; there is little or no inflammatory action present. In other cases the discharge is 
whitish and opaque, becomes creamy when rubbed between the fingers, and rendering 
water turbid. This sort of discharge has been considered by Sir Coartes M. CLARKE 
andothers to depend on an inflamed condition of the cervix uteri ; it is rarely abundant, 
but occasions much disorder of health and local pain. A watery discharge resembling 
serum is a very common result of more acute inflammatory action in the mucous sur- 
face, and, in general, appears suddenly as the effect of cold or any active excitement. 
It occasionally becomes very abundant, is attended with much local heat and soreness, 
and soon becomes puriform or mixed with purulent matter, and sometimes with bloody 
streaks. When it is fetid, brown, or coming away in violent gushes, organic disease of 
the uterus is to be feared, the nature of which can only be ascertained by an examina- 
tion per vaginam. Purulent discharge from inflammatory action may also take place 
from the vagina, independent of gonorrhea from impure connexion ; and this may be 
said to form one variety of leucorrheea, as, although it may often arise from organic 
disease of the uterus, it is not unfrequently met with in a perfectly healthy state of that 
organ.” (p. 35.) “In the mildest form of the disease,” Locock observes, “ the men- 
struation is either scanty or too profuse :” thus, its presence cannot be considered as dis- 
tinctive of gonorrhea, or its absence of leucorrhwa, as presumed by CuEttus. “ The 
most acute form of leucorrhcea is,” proceeds Locock, “ most commonly the effect of 
cold, of metastasis, or of some local irritating cause, and consists of a profuse watery or 
purulent discharge, accompanied with local pain and soreness; the vagina is hot, very 
tender to the touch. * * * All these forms may end in chronic leucorrhea, where the 
discharge is more or less profuse and constant, mucous, or purulent, or a mixture of both ; 
it may become green and offensive, and yet may be the result only of functional dis- 
order. The quantity poured out is sometimes very abundant, even to the extent of a 
pint and a half in twenty-four hours; it will then be expelled in gushes in any change 
of posture.” (p. 36.) Unless the symptoms of debility resulting from this state of things 
be checked, the patient dies exhausted. 

In summing up, Locock makes the following excellent and judicious observations :— 
“It is important to be able to distinguish between gonorrhea and common leucorrheea ; 
* * * but it is very doubtful whether any very accurate diagnosis can be formed. It 
has been stated that in a recent gonorrhcea there is ardor urine which does not accom- 
pany leucorrhcea, unless unusually acrid. But how are we to distinguish in a case’ of 
this unusually acrid leucorrhea, or where a gonorrhea is not recent? ‘The redness and — 
tumefaction of the labia, nymphe, &c., can only be seen in a recent gonorrheea, and 
they may be seen in severe cases of leucorrheea, particularly in those following local 
irritation, or possessing more acute inflammatory action. One other test is mentioned 
by authors, that in leucorrheea the discharge ceases during menstruation, but does not 
in gonorrhea. This, however, is denied by other authors, and, as Dr. JEWEL observes, 
“this is a point which cannot easily be decided, as, from the colour of the menstrual 
secretion, that of the leucorrhceal or gonorrheal must necessarily be in a great measure 
obliterated.” (pp. 38, 9.) 


(a) See his article on Leucorrheea ; in Cyclopedia of Practical Medicine, vol. iii. 
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It will be here convenient to notice the pudendal discharges which occur very fre- 
quently in female children soon after birth, which are generally purulent, and produce 
redness and swelling of the external generative organs, and not seldom accompanied 
with excoriation and sloughing of the skin, which may, as I have seen it, more than 
ouce or twice, extend to the upper part of the thighs, in consequence of the irritating 
nature of the discharge. Locock says :—“ It is very apt to occur also during dentition, 
and not only when the first set of teeth are in progress, but at the time of the second set, 
and even when the dentes sapientie are irritating the system at a mature age.” (p. 39.) 
I do not recollect to have noticed it at these latter periods, but have no doubt of the 
correctness of Locock’s observation. 

A knowledge of this occurrence is highly necessary, and is very properly insisted on, 
as there is no doubt that many men have suffered capital punishment from the ignorance 
of practitioners on this point. And, even now, with our better knowledge, it is by no 
means unfrequent to hear of medical men giving a decided opinion, which is almost 
certainly erroneous, upon the gonorrheeal character of pudendal discharges, and thus 
jeoparding the character, if not the life, of an innocent person. On all occasions of 
giving opinion or evidence in such cases the practitioner is bound to speak with extreme 
caution, and only upon the most incontestible proof, which, on the mere examination of 
the parts, it is almost impossible for him to attain, to make a positive statement as to the 
gonorrheeal character of the discharge. 

It is also to be remembered that an epidemic vaginal catarrh has occasionally hap- 
pened, as mentioned by Dr. Percrvat (a), at Manchester, in 1791 ; by Dr. Frrrtrar (5), 
in 1789 and 1790; by Dr. MackinTosu (c), ‘at Edinburgh; by Kinper Woop (d), at 
Oldham, in 1815; and by Caruron (e). 

159. As to the nature of gonorrhea (1) and its connexion with the 
venereal disease the following distinctions are laid down :— 

1. Gonorrheea arising without infection, from external wyjury, for in- 
stance, hard riding, blows upon the urethra, onanism, too frequent connexion, 
introduction of foreign bodies into the urethra and so on; or Jrom internal 
disturbance, as herpetic, or gouty humours, repelled eruptions, suppressed 
secretions and so on (2). 

2. Gonorrhea depending on peculiar contagious matter, the influence 
of which, however, does not spread beyond the urethra (3). 

3. Gonorrheea which has a venereal origin, rather as consequence of 
general venereal disease, or asa primary syphilitic affection with or with- 
out ulceration. This kind of gonorrhea may pass into general venereal 
disease (4). 

[(1) The only kinds of gonorrhea which can be admitted are two, the gonorrhea 
benigna and gonorrhea virulenta, “the terms benigna and virulenta,” as LAWRENCE (f) 
observes, “not indicating the mildness or severity of the symptoms, but denoting the 
causes which produce those symptoms. Virulenta generally means that which is pro- 
duced by the morbific or poisonous state of gonorrhcea ; the other term (benigna) indicates 
any other cause that may excite inflammation of the urethra.” (p. 776.) 

(2) Hunter (y) even observes, that “sometimes discharges happen spontaneously, 
when no immediate cause can be assigned; such may be called simple gonorrheas, and 
have nothing of the venereal infection in them, though those that have been formerly 
subject to virulent gonorrhceas are most liable to them.” (p. 34.) He(h) mentions, also, 
a remarkable case arising from sympathy with the cutting of a tooth. “A boy, about 
two years of age, was taken with a pain and difficulty in making water, and voided matter 
Jrom the urethra. I suspected, by some means or other, this child might possibly be 
affected by the venereal poison; and the suspicion naturally fell on the nurse. These 
complaints sometimes abated, and would go off altogether, and then return again. It was 
observed, at last, that they returned only upon his cutting a new tooth. This happened 


(a) On the Uncertainty in the External Signs of | dum of Female Children; in Med.-Chir. Trans., 
Rape; in Medical Ethics, Notes and Illustrations 
to, p. 231. Manchester, 1803. S8vo. : 

(6) Medical Histories and Reflections. Warring- 
ton, 1792. 8vo. 2nd Edit. (here quoted,) vol. i., 
p. 169. London, 1810. 4 vols. 8vo. i 

(c) Elements of Pathology and Practice of Physic, 
vol. ii. p. 303. Edinburgh, 1830. 2 vols. 8vo. 

(d) History of a very fatal affection of the Puden- 


VOL. I. 


vol. vii. p. 84. 

(¢) Traite des Maladies des Femmes depuis la 
Puberté, &c. Paris, 1817. 8vo, p. 212. 

(f) Lectures in Lancet, above quoted, 1830. 
vol. ii. 

(g) On the Venereal Disease. 

(h) The Natural History of the Human Teeth, 
&c. London, 1803. 3rd Edition. 4to. 


M 


162 VIRULENT GONORRHGA. 


so often, regularly and constantly, that there was no reason to doubt but that it was owing 
to that cause.” (p. 245.) 

Everarp Home (a) says, he has “known a simple gonorrhea to be brought on by the 
internal use of arsenic, and to continue for some time after that medicine has been left 
off, and then disappear. He has also known it to be a consequence of the internal use of 
ginger.” (note, p. 35.) 

The discharge from the urethra which often arises in men after connexion with their 
wives, whilst labouring under leucorrheea either in its mild or acute form, may be placed 
under this head, It sometimes is very severe. HunrER mentions a case of this kind. 
«The parties have been married these twenty years and upwards ; the wife has, for many 
years past, been at times troubled with the fluor albus. When he has connexion with her 
at such times, it generally, though not always, produces an excoriation of the glans and 
prepuce, and a considerable discharge from the urethra, attended with a slight pain. 
These symptoms commonly take a considerable time to go off, whether treated as a 
gonorrheea or as a weakness.” HUNTER asks: “ Is this a new poison? and does it go no 
farther because the connexion takes place only between two? What would be the con- 
sequence if she were to have connexion with other men, and these with other women? 
or if he were to be connected with other women? Such cases, as far as I have seen, 
have only been in form of a gonorrhea ; they have not produced sores in the parts, nor, 
as far as I know, do they ever produce constitutional diseases.” (p. 65.) All the dis- 
charges above enumerated must be included under the designation of gonorrhea benigna 
seu simplex. 

(3) With regard to the second kind of gonorrhea, mentioned by CHELIuS as “ depend- 
ing on peculiar contagious matter,” it is doubtless the so-called gonorrhea virulenta ; but 
I cannot agree with him that its “ influence does not spread beyond the urethra,” as, from 
the observations of other surgeons, as well as from my own, I am convinced that, in cer- 
tain persons, it does become a constitutional disease, and exhibit distinctive characters, 
although even LAWRENCE says that “ gonorrhea consists of inflammation of a mucous 
surface, that of the urethra or vagina going through a certain course, coming to a natural 
end, and not attended with further effect than those which immediately occur in the parts 
conceived.” (p. 810.) 

[The following observation of ABERNETHY’S, is too important to pass by as coming 
from so high an authority, though I do not agree with it. “Iam ready to affirm,” says he, 
“that I have of late years seen as little of what was called Gonorrhea virulenta when 
I was a young surgeon as I have of the syphilitic chancre. The Gonorrhea viru- 
lenta was 2 most active inflammation in the front part of the urethra, the discharge was 
of very thick pus, having a peculiar and very fetid odour. The disease began by de- 
grees, but soon’ attained a considerable height, and continued on an average for three 
weeks ; at which time, or shortly afterwards, the inflammatory actions ceased, the dis- 
charge became less consistent, and lost its characteristic fetor. The running, however, 
still continued, and occasionally for a great length of time, rather, as it appeared, in 
consequence of the disturbance induced, than as an immediate effect of the disease ; for 
I have known instances where the gonorrheea has ceased without leaving any afterclap 
or gleet; and many in which this symptom, when it occurred, has been of very short 
duration.” (p. 276.) 

(4) It seems now generally admitted that gonorrheea and syphilis are two decidedly 
distinct diseases, and therefore CHExius’s third division, “ Gonorrhcea with a venereal 
origin,’ will not hold. The question of the identity of the diseases has been long and 
fiercely disputed in the schools; but the observations and experiments of HERNANDEZ 
and Ricorp have, to my mind however, put the matter completely at rest. 

Of the existence of gonorrhcea, at least as early as the beginning of the 14th century, 
there seems to me no doubt. Brcxerr (0), indeed, says, (quoting from Stow’s Survey of 
London,) as early as the year 1162, “divers constitutions relating to the Lordship of 
Winchester were to be kept for ever according to the customs from time immemorial, 
among which it is ordered, that ‘no stewholder keep any woman that hath the peri- 
lous infirmity of burning.” JOHN oF GATESDEN, who practised about the year 1320, 
and was a fellow of Merton College, Oxford, wrote the Rosa Anglicana, in which, 
among other things, he treats De Leprd, and, in one of the sections on this subject, en- 
titled, “ De infectione ex coitu leprosi vel leprose,” he says, “ Primo notandum ut ille qui 
timet de excoriatione et arsura virge post coitum statim lavet virgam cum aqua mixta 
aceto vel cum urina propria et nihil mali habebit. Secundo, oportet dicere mulieri 

(a) J. Hunter on Venereal Disease. 


(b) An Attempt to prove the Antiquity of the | West Indies, in a letter to Dr. JamEs Dovenas ; 
Venereal Disease long before the Discovery ofthe in Phil. Transact., 1718, No. 357, p. 839. 
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supposite ut saltet retro, descendat fortiter per gradus et sternutet cum pulvere piperis vel 
cum penna in aceto in naribus, ita ut sperma prius receptum descendat, et tune lavet 
se in decoctione rose et plantaginis decoctarum in vino et furfure, et tunc erit secura.” 
(p. 61) (a). JoHN oF ARDEN, who lived through the greater part of this century, and 
at the age of seventy years, in the year 1377, wrote “ propria sua manu,” the MS. No. 75 
of the Sloanian Collection, however, speaks, in another MS. No. 2002 of the same collec- 
tion, of the disease “ qui dicitur Chaude-pisse ;” and Becxrrr quotes from another MS. 
a prescription of his, “ contra Incendium,” which I have not been able to find. 

On the other hand, the generality of Surgical writers presume that syphilis had not 
existed prior to the discovery of America, in 1492, or the siege of Naples, in 1495. Iam 
not, however, by any means sure that even syphilis with its primary sores in shape of 
chancres, was not known to JoHN oF ARDEN, if not indeed also to JoHN oF GATES- 
DEN, as hereafter I shall endeavour to prove. I have therefore merely referred to the 
presumed later appearance of syphilis that I may avail myself of the opinions of those 
who so think ; but I believe that disease existed long before. Itis not however, in reality, 
of much consequence, but simply a matter of literary curiosity, because the decision of 
the question rests not there, but upon the experiments mentioned by Bens. BELL, and 
more especially on those performed by Hernanprz and Ricorp. 

“ Although,” HunTer says, “it has been supposed by many, that the gonorrhcea and the 
chancre arise from two distinct poisons; and their opinion seems to have some founda- 
tion, when we consider only the different appearances of the two diseases, and the differ- 
ent methods of cure; which, in judging of the nature of many diseases, is too often all 
we have to go by: yet if we take up this question upon other grounds, and also have 
recourse to experiments, the result of which we can absolutely depend upon, we shall 
find this notion to be erroneous.” He proceeds to inquire into the introduction of the 
venereal poison among the inhabitants of the South Sea Islands, combats the opinion 
that chancre was first introduced into Otaheite, by stating that it was “almost impos- 
sible to carry a chancre so long a voyage without its destroying the penis; while we know 
from experience that gonorrhea may continue for a great length of time;” and deter- 
mines, for this reason, and also that « only a gonorrhea can be cured by simple means,” 
which seem all that the natives adopted, “that the disease they had must have been a 
gonorrhea,” (p. 14;) and “that every form of the disease has been propagated from one 
root, which was most probably a gonorrhea.” He then continues :—“If any doubt still 
remains with respect to the two diseases being of the same nature, it will be removed by 
considering that the matter produced in both, is of the same kind, and has the same 
properties ; the proofs of which are that the matter of a gonorrhea will produce either 
‘a gonorrhea, a chancre, or the lues venerea; and the matter of a chancre will also pro- 
duce either a gonorrhcea, a chancre, or the lues venerea.” (p. 16.) To make this cir- 
cle complete he ought to show that the matter of lues venerea will produce gonorrhea ; 
but he distinctly states :—« It has never yet been known to produce a gonorrhea from the 
constitution.” (p. 308.) It must be here observed that Hunrer considers chancre and 
lues venerea two distinct forms of the disease, the one primarily exhibiting it locally, 
and the other only through the constitution. 

“To account for these two different effects of the same poison,” HunTEr observes, 
“it is only necessary to observe the difference in the mode of action of the parts affected 
when irritated, let the irritation be what it may. The gonorrhea always proceeds 
from a secreting surface, and the chancre is formed on a non-secreting surface, * * * 
The poison, then, being the same in both cases, why do they not always happen together in 
the same person? * * * Although it does not often happen so, yet it sometimes does, 
at least there is great reason to believe so. I have seen cases where a gonorrhea came 
on, and in a few days after in some, in others in as many weeks, a chancre has appeared ; 
and I have also seen cases where a chancre came first, and, in the course of its cure, a 
running and pain in making water have succeeded. It may be supposed that the two 
diseases arose from the original infection, and only appeared at different times. * * * 
I suspect,” he proceeds, “that the presence of one irritation in these parts, becomes in 
general, a preventive of the other. I have already observed that the two parts sympa- 
thise in their diseases, and it is possible that that very sympathy may prevent the ap- 
pearance of the real disease ; for, if an action has already taken placé which is not vene- 
real, it is probable that this sympathy will not cease while the cause exciting it exists ; 
and therefore when both happen in the same person at the same time, I Suspect that 
either the urethra never had sympathised with the chancre, or if it did at first that sym- 
pathy had ceased, and then the venereal matter might stimulate the parts to action.” 
(pp. 17, 18.) It is not at all clear what Hunrer means by this sympathy between the 

(a) Edition of 1492. Pavia. 
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chanere and the urethra, or its absence; but it is very strange that he should seem to 
consider the simultaneous existence of gonorrhea and chancre rare, as it is matter of 
daily occurrence.—4J. F. 8. 

Brensamin Bett (a) denies the identity of gonorrhoea and syphilis. He says:—“'The 
refusal of some patients to submit to the distress and inconveniency, the frequent result 
of a protracted mercurial course, and who, nevertheless, recovered from the usual symp- 
toms of gonorrhcea, first suggested a doubt of the two diseases being produced by the 
same contagion. * * * The symptoms and consequences of gonorrhea are perfectly 
different from those which take place in lues venerea. Both diseases have appeared, at 
different periods, in the same countries ; and, in some instances, they have remained dis- 
tinct and uncombined for a great length of time.” (pp. 2, 3.) As to the assertion “ that 
gonorrhcea sometimes terminates in pox, and, therefore, that this of itself is a sufficient 
proof of the two affections being of the same nature,” he says, “ Were it certain that 
this ever happened no further evidence would be required, asa few well-marked instances 
would be conclusive; but every unprejudiced practitioner will admit that no sufficient 
proofs of it have ever occurred. In order to support this opinion, data must be received 
which we know to be inadmissible. We must admit, that a person with chancres only 
communicates to another, not only every symptom of pox but of gonorrhea, and that 
another, with gonorrhea only, gives to all with whom he may have connexion, chancres 
with their various consequences. This ought, indeed, to be a very common occurrence, 
insomuch that every practitioner should be able to decide upon it with certainty, if this 
opinion was well founded. Instead of which, it will be admitted by all, that the one 
disease being produced by the other is, even in appearance, a very rare occurrence.” 
(pp. 6,7.) Bru subsequently observes :—* As a further proof of the difference of the 
contagions of syphilis and gonorrheea it may be remarked, that no stage of pox has 
ever been known to induce gonorrhea, which surely would occasionally happen if 
the two diseases were of the same nature. We may also remark, that, in numberless 
instances, people have been poxed by the matter of syphilis being by accident applied 
to a cut or a scratch, as often happens with surgeons in the dressing of chancres and 
buboes; but no one ever heard of a pox being got in this manner from the matter of 
gonorrhea. It has been said that chancres may be produced by insinuating the matter 
of gonorrhea beneath the skin. But experiments upon this subject are productive of 
such anxiety and distress, that they never have been, nor ever probably will be, repeated 
so frequently, as the nature of it would require.” (pp. 32, 3.) He, however, mentions 
some experiments made by two young gentlemen upon themselves with a view to ascertain 
the point in dispute. * * * By the introduction of the matter of chancres as well as of 
buboes into the urethra, some pain and irritation were excited, but no gonorrhea ensued 3 
and, by fretting the skin of the prepuce and glans with a lancet, and rubbing the parts 
with the matter of gonorrheea, slight sores were produced, but they never assumed the 
appearance of chancres, and they healed easily without mercury.” (p. 34. 

Be flatly denies Hunrer’s assertion, that “at Otaheite every form of the (venereal) 
disease has been propagated from one root, which, most probably, was a gonorrhcea ;” 
by his statement, “ when Captain Cook visited these islands, in his second voyage, we 
have authority for saying that gonorrhea had not then appeared in them.” (p. 36.) 

Having thus given an abstract of the opinions of Hunter and BELL as to the dispute 
on the identity of gonorrhea with syphilis, it only remains to show that BELL’s opinion 
that, for the reasons above assigned, experiments upon this subject “ never probably will 
be repeated so frequently as the nature of the case requires,” can no longer be main- 
tained, as most conclusive experiments have been most ably and numerously made by 
HERNANDEZ and Rrcorp, by which the distinct nature of the two diseases is completely 
proved. 

Hernanpez (b) had the opportunity of making his observations on galley-slaves, over 
whom he had perfect control. From these he selected three who had gonorrhea, to furnish 
the necessary virus with which he experimented ; and he justly observes :—“ These experi- 
ments, made on seventeen persons, are the most numerous and perhaps the most careful that 
have been made, and furnish important results. In five of these cases the cure was quick, 
without internal remedies, and without the ulcers having any venereal appearance. In 
the others, there were obstinate ulcers, some possessing quite the syphilitic appearance, 
accompanied with general symptoms which seemed to confirm it. Surely such proofs 
did not exist in the cases I have mentioned, and yet they were regarded as decisive. 
Yet all depended upon known internal disorders; all the ulcers yielded to means calcu- 
lated to destroy these disorders, but which have no virtue in syphilis. * * * My experi- 


(a) Quoted at the head of this article, vol. i. Virus Gonorrhoique et Syphilitique. Toulon, 1812. 
(6) Essai Analytique sur la Nonidentite des Quoted from Ricorp. 
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ments prove that the ulcers which are produced, by inoculating the gonorrheeal virus, 
are not syphilitic, and at the same time point out the source of errors which may render 
these experiments, which appear so simple and decisive, of little value. They show how 
circumstances may change the nature of ulcers, or disguise them, and to such degree 
that it may easily impese on inattentive observers who do not foresee these cases of com- 
plication.” (pp. 48, 9; Fr. edit., pp. 112-13.) 

The assertion that “ one woman, having connexion with several men, could give chancres 
to some, and to others gonorrhceas and buboes, whence the conclusion as to the identity 
of the nature of these different actions, the principle being always the same in all, and the 
difference only in the form determined by the locality and degree in which the cause acts,” 
is now completely disproved by Ricorp’s observations :—“ If such reasoning have re- 
mained for a length of time without refutation, it cannot,” says he, “be now persisted 
in. Since I have applied the speculum uteri to the study of venereal diseases, the hitherto 
inexplicable enigmas are reduced to the most common and simple facts. With the aid of 
this instrument I have found that a woman may be affected, at the same time, with go- 
norrheea and deep chancres of the vagina or uterus and the gonorrhea alone show itself 
externally; apparently affected with gonorrhea, she could very easily communicate 
chancres and gonorrhea together, or only one of them, according to the predisposition 
of the persons who exposed themselves to the infection. But we can affirm, and from 
numerous observations, that whenever we have examined women who have commu- 
nicated disease, we never found that a chancre had been produced by a discharge with- 
out ulceration in the sexual organs of the person who had communicated. Inoculation 
has confirmed what observation of ordinary contagion, better made with the assistance of 
the speculum, had established. In women, gonorrhea, considered throughout, in the 
whole extent of the organs of generation, in its different phases of acuteness or duration, 
and inoculated in the same manner as employed for chancre, produced no result, when- 
ever the mucous membrane was not actually the seat of chancre.” (pp. 52, 3; Fr. edit., 
pp. 118, 19.) 

In reference to the opinion that “ the cause of chancre and gonorrhea being the same, 
the difference in the form depended upon the tissues affected, and that thus the syphilitic 
virus applied to a non-secreting surface produced a chancre, and the pus of chancre, 
upon mucous membranes only, produced gonorrhea,” RicorD says, positively :—<« We 
know that gonorrheal matter never produces chancre on the skin, and that, applied to 
mucous surfaces, when it acts, it only produces a discharge. The gonorrhceal secretion, 
applied to the mucous membrane of the eye, has never produced chancres of the conjunc- 
_ tive coat, or of the eyelids, nor, on the other hand, has the muco-purulent secretion of go- 
norrheal ophthalmia ever produced chancres by inoculation or otherwise, although the eye- 
lids are susceptible of being affected by chancre. We may add that the muco-pus of a 
balanitis or posthitis, consequent on an impure coition, or produced artificially by an 
irritant, has never furnished a result by inoculation, and that these affections, therefore, 
cannot be followed by symptoms of constitutional pox, whenever they have existed with- 
out chancres.” (p. 58; Fr. edit., pp. 129-31.) In regard to the two “pretty frequent 
and regular consecutive symptoms of gonorrhea, buboes, (yet far less frequent than after 
chancre,) and swelled testicle, I have ascertained, by inoculation, {that the pus from 
such buboes, the buboes being then in similar condition, does not inoculate, which, in 
this case, rarely terminate in suppuration, and with engorgements, or simple abscesses, 
the characters of which frequently correspond to strumous and not syphilitic affections. 
As to swelled testicle, which still more rarely suppurates, the pus never produced any 
thing by inoculation.” (p. 58; Fr. edit., p. 132.) N A 

The following are the inferences which Ricorp draws from his observations on the 
inoculation of gonorrheeal matter :— 

“1, The matter of gonorrhea, applied to a healthy mucous membrane, causes gonor- 
rheal inflammation, so much the more easily, the nearer it approaches the purulent form, 
and therefore, contrary to the opinion of WHATELEy, the less mucous its nature. 

“2. Under no circumstances can it produce chancre; but, as an irritating matter, like 
that of coryza for instance, it may excoriate the skin, with which it remains some time 
in contact, but it never produces a specific ulcer. 

“3. The consecutive, undoubted, and regular symptoms of gonorrhea do not furnish 
an inoculable pus. ‘ol 

“4, The symptoms of constitutional syphilis are not the consequence of gonorrhea. 
In all the cases in which authors mention that it was an antecedent, the frequency of 
which precisely corresponds with that of masked chancres, (chancres larvés,) the diagnosis 
was not correct; the diseased surfaces not having been examined. ats 

“5, Lastly, the only correct means of diagnosis, in the present state of science, is ino- 


166 SEQUENCES OF GONORRHGA. 


culation. Every gonorrhea which is tested by inoculation in its various periods, without 
producing any result, is only a simple affection, and incapable of communicating syphilis, 
whether primary in another subject, or constitutional in the one first affected.” (p. 59 ; 
Fr. edit., p. 133.) 

It is very commonly held by those who consider gonorrhea and syphilis as distinct 
diseases, that in the former there is not ulceration, the gonorrhea being, as described by 
WALLACE (a), a “ diffused and superficial disease, with increased and altered secretion, 
but without loss of substance or ulceration.” (p. 233.) But, as Ricorp observes, it is well 
known and proved by pathological anatomy, that, as the speculum shows us every day, 
gonorrheea is often accompanied or followed by erosions, or more or less extensive destruc- 
tions of the mucous membranes; but the ulcerated form of gonorrheea, if I may thus ex- 
press myself, does not render it more capable of being inoculated than that which is not; 
the gonorrhceal ulcers being essentially distinct from chancre.” (p. 53; Fr. edit., p. 119.) 

The best account of gonorrheeal sores and their consequences is certainly that given 
by Travers (6 ). 

“The distinguishing features of sores produced by gonorrheeal matter are,” says 
Travers, “circularity, flatness without induration, whether raised or level, with the sur- 
face; seldom solitary, often several ; the greater frequency on the anterior and posterior 
verge of the perpuce, or beside the fraenum, i. e. at the angles of reflection between the 
layers of the prepuce, or the close and loose investment of the glans, than elsewhere. In 
the female, they are likewise commonly situated at the junction of the mucous with the 
cuticular membrane upon the labia, or at their inferior commissure. Their margin is 
blunt, but not indurated ; the character of the granulation is spongy and indolent, and, 
though they clean readily, they heal slowly.” (p. 13.) 

“The proper gonorrhea, or inflammatory secretion from the sound mucous lining of 
the urethra, while confined to it,” says Travers, “is incapable of producing secondary 
symptoms to the individual ; its bubo, if present, is sympathetic, so is the sore throat, or 
inflamed membrane of the eye or nose, if one or all should follow; 7. e. they have no 
character but that of simple and superficial membranous inflammation. As these un- 
questionably do sometimes follow, though in so slight a degree as to be scarcely notice- 
able, the circumstance can only be explained by attributing it to the same consensus 
partium which determines the selection of these parts for the specific appearances 
when the matter of secretion is absorbed, and acts as a morbid poison. But, when the 
matter of gonorrhcea is absorbed by an excoriated surface, and this surface becomes an 
ulcer, the matter which it secretes is capable of producing, by its absorption into the 
system, secondary symptoms in the individual. The absence of secondary symptoms in 
pure gonorrheea depends, therefore, not upon any difference in the quality of the matter, 
but upon a law of the animal economy, that the inflammatory secretions of the sound sur- 
face are not absorbed into the system.” (pp. 10, 11.) 

“The secondary symptoms of the gonorrheeal sore are as strongly marked,” continues 
Travers, “ present as distinct a character as those of lues. The glands in the groin 
are oftener large and indurated, than otherwise, in protracted cases ; but, as in proper 
gonorrheea, the affection is sympathetic. The appearance of secondary symptoms is cer- 
tainly not peculiar to these cases. The inflammation of the velum palati and uvula is 
diffuse and superficial ; the surface is roughened with innumerable small and shallow 
indentations where ulceration has taken place. They are so slight as often to escape 
ordinary observation. They are seen chiefly upon the tonsils, uvula, apex, and edges of 
the tongue. * * * The gonorrheeal sore throat is accompanied by considerable irrita- 
bility to stimulant fluids especially. The exacerbated ulcer of lues, with its abrupt high- 
coloured margin, is not more strongly characterized, or more readily distinguished. The 
cutaneous affections are slight, and, in character, presenting less variety than those of 
lues, so far as my observation enables me to speak. The papular and squamous are the 
most common, the pustular and tubercular occasional. The lichen and psoriasis upon 
the trunk and limbs, and the achor and acne indurata thickly distributed upon the face 
an the Picce of the hairy scalp, are the forms which I have chiefly recognised.” 

pp. 14, 15. 

With regard to the gonorrheeal sore throat, since it was first pointed out, many years 
since, by Travers, I have continually observed it, I think quite as frequently when there 
was merely discharge without any sore, as when with it; and so surely does it accom- 
pany gonorrheea that, if perceived in the throat, I invariably inquire if the patient have 
a clap, and scarcely remember to have found it absent. I think it has a very close re- 
semblance to the non-specific aphthous sores in the mouth and throat indicative of mucous . 
irritation in the bowels, and the sores are generally about the size, or somewhat less, 


(a) Quoted at the head of the article. (b) Above cited. 
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hae a silver penny, and are commonly accompanied with fulness of both tonsils and 
uvula. 

I feel also pretty well assured that some eruptive affections of the skin are consequent on 
gonorrhea, which are distinguished by their pinky stain from the copper stain of syphilis. 
But I am doubtful whether I have seen more than acne, lichen, and lepra.—J. F. 8.] 


160. The diagnosis of these several kinds of gonorrhcea is in many 
cases obscure and not to be determined with certainty by characteristic 
symptoms ; but its mild course, the short continuance of the discharge, 
the condition of the patient previous to the disease, the perhaps ascer- 
tained state of health of the person from whom the contagion has been 
received, in most cases furnish the guide. All gonorrhoea which has a 
malignant course, in which swelling of the testicles, inflammation of the 
inguinal and of the prostate glands occur, may be considered as syphilitic. 
In syphilitic gonorrhcea of women the danger of general syphilis is always 
greater than in men, on account of the copious secretion of mucus, and 
the excoriations thereby produced. 


[Almost all that can be said on the diagnosis of vaginal discharges has been already 
mentioned, in speaking of gonorrhea in women, and leucorrheea at par. 158. The con- 
tagious gonorrhea, or true gonorrhea of both women and men, has also been shown to be 
a disease distinct from syphilis, and, therefore, the swelling of the testicles, the inflamma- 
tion of the inguinal and prostate glands are not to be considered, as CuELtus holds them 
to be, syphilitic, but merely sympathetic, and not requiring the treatment necessary for 
the cure of syphilitic affections. HuNnTER observes, in reference to this circumstance :— 
“Tt sometimes happens, although but seldom, that the glands of the groin are affected in a 
common gonorrhea with the appearance of beginning buboes, but which I suspect to be 
similar to the swelling of the testicle, that is merely sympathetic. The pain they give is 
very trifling, when compared with that of true venereal swellings, arising from the absorp- 
tion of matter: and they seldom suppurate.” (p. 61.) CoopEr agrees with Hunrer that 
“ buboes of this kind rarely suppurate, but only in very irritable constitutions. He dis- 
tinguishes sympathetic from syphilitic bubo by “ one gland only, in general, being enlarged 
in syphilis, but in a sympathetic bubo most frequently a chain of glands is affected. Of 
the two sets of glands in the groin, one just above Poupart’s ligament, and the other about 
two inches, or two and a half inches, below it; the lower tier is seldom enlarged from 

sympathy, the upper frequently.” (p. 269.) 

That discharges from both the male and female genitals have produced, in some in- 
stances, gonorrhcea, and in other chancres, every one who has had the slightest oppor- 
tunity must have observed ; and hence has arisen the opinion, long held by many surgeons, 
that the diseases were one and the same. But the examination of the vagina with the 
speculum, so largely practised, and on such good grounds strongly advocated by Ricorp, 
explains the cause of these two sets of symptoms, by showing that in the vagina, and 
often even on the cervix uteri, chancres may exist, whence may be produced a discharge, 
which, without such examination, carelessly pronounced to be gonorrhea, will cause 
chancre, or, if accompanied with gonorrhea, may produce in one person chancre, in 
another gonorrhea, and in a third both diseases at the same time, whilst the infecting 
party is presumed merely to have gonorrhea. The use of the speculum, therefore, if 
only as a mean diagnosis, cannot be too strongly advised. In males it cannot be em- 
ployed to examine the urethra ; in such cases, therefore, it is well if the practitioner have 
any cause for suspicion, to inoculate the matter from the urethra into the patient 
himself. If the discharge be simply gonorrhceal, no inconvenience will ensue; but, if a 
chancrous sore should follow the inoculation, it is a proof that the disease is syphilitic, 
and that it must be treated accordingly. 

For the examination of the public prostitutes Rrcorp lays down some rules which, 
under any circumstances where suspicious discharges from the female genitals exist, 
should always be followed. “The examination ought here,” says he, “to be neither 
slight nor illusive; not only should the external part of the organs be exaiined, but also 
the internal and more concealed, for the source of the poison which it is wished to avoid, 
often lies in the depth of the vagina, on the cervix utert, or even in its cavity; and in 
these cases neither an external examination, nor the toucher would suffice, and the specu- 
lum alone can warn them of their danger.” (p. 255; Fr. edit., p. 540.) 

This able surgeon has also shown the importance of inoculating discharges from the 
sexual organs, in regard to medico-legal questions as to venereal diseases. “In questions 
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of rape, for instance, the consequences of syphilitic infection are often brought forward as 
a proof. Well! what practitioner would not, in the present state of science,’seeing a man, 
affected with gonorrhea, accused of having violated a woman actually infected with chan- 
cre, have regarded this pretended coincidence as a proof of great value? But when it is 
incontestibly known that chancre alone can produce chancre, if the gonorrhceal muco-pus 
of the individual supposed to be guilty, produces nothing upon inoculation, after having 
been properly tried, will it not be evident, in a case of recent infection, that he cannot be 
convicted? And, again, would it not be proved by the same mode of experimenting, that 
individuals accused of having communicated the pox, which must aggravate the position 
of all persons thus accused, have only caused by mechanical violence, or by the action of 
some morbid or normal secretion, simple inflammations.” (p. 94; Fr. edit., p. 197.) 


161. The cure of gonorrhcea is directed by its severity. 

In slight cases the patient should drink whey, almond emulsion, linseed 
tea and such like, a mild diet used, abstinence from all irritating or heat- 
ing things; rest, support of the testicles with suspensory bandage, frequent 
bathing of the penis in luke-warm water, which subsequently, also, for the 
sake of cleanliness, is to be continued. 

If the inflammation and pain be more severe, the following additional 
treatment according to circumstances must be resorted to; bleeding, 
leeches at the root/of the penis or its neighbourhood, and softening bread 
poultices. 

Purgatives, recommended by many in gonorrhcea, are generally more 
hurtful than useful, and, if necessary on account of impurities in the 
bowels, should be of the mildest kind, as manna, tamarinds, and not salts, 
which irritate the urinary passages. 


[“ The venereal inflammation (or rather the gonorrheal inflammation—g. F. s.) is 
not kept up,” says HUNTER, “by the pus which is formed, but, like many other specific 
diseases, by the specific quality of the inflammation itself. This inflammation, however, 
it would appear, can only last a limited time; the symptoms peculiar to it vanishing of 
themselves, by the parts becoming less and less susceptible of irritation. This cireum- 
stance is not peculiar to this particular form of the venereal disease ; it is perhaps com- 
mon to almost every disease that can affect the human body. * * * As the living prin- 
ciple in many diseases is not capable of continuing the same action, it also loses this 
power in the present, when the disease is in the form of a gonorrhea, and the effect is 
at last stopped, the irritation ceasing gradually. This cessation will vary according to 
circumstances ; for, if the irritated parts are in a state very susceptible of such irritations, 
in all probability their action will be more violent and continue longer : but, in all cases, 
the difference must arise from the difference in the constitution, and not from any dif- 
ference in the poison itself. The circumstance of the disease ceasing spontaneously, 
only happens when it attacks a secreting surface and when a secretion of pus is pro- 
duced. * * * Gonorrhea cures itself, whilst the other forms of the disease require the 
assistance of art. (pp. 36, 7.) Gonorrhcea may be cured while there is a chancre, and 
vice versd.” (p. 88.) (It is very remarkable that, with these facts staring him in the 
face, HUNTER should have persisted in his opinion that gonorrhea and chancre were 
one and the same disease.—s. F. 8.) “ How far the gonorrhea in women is capable of 
wearing itself out, as in men, I cannot absolutely determine; but am much inclined to 
believe that it would: for I have known many women who have got rid of a violent 
gonorrhea without using any means to cure it; and indeed the great variety of methods 
of cure made use of in such cases, all of which cannot possibly do good, though the 
patients get well, seems to confirm this opinion.” (p. 59.) 

Hunter has made an observation in regard to gonorrhea, which every one who has 
had the least experience must accord with, viz., that it is “the most uncertain in the 
cure of any of the forms of this disease; many cases terminating in a week, while others 
continue for months, though under the same treatment. The only thing necessary to 
be done for the cure is to destroy the disposition and specific mode of action in the 
solids of the parts, and as that is changed the poisonous quality of the matter produced 
will also be destroyed.” (p. 75.) This latter observation does not very well tally with 
what he says almost immediately after :—“ We have no specific medicine for gonorrhea,” 
although he comforts himself with “it is therefore very reasonable to suppose that — 
every such inflammation gets well of itself; yet, although this appears to be nearly 
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the truth, it is worthy of consideration whether medicine can be of any service in this 
form of the disease. I am inclined to believe it is very seldom of any kind of use, per- 
haps not once in ten cases.” (p. 75.) “I believe,’ HunrEr subsequently observes, “the 
soothing plan is best at the beginning. * * * In cases where the symptoms run high, 
nothing should be done that may tend to stop the discharge, either by internal or exter- 
nal means, for by this nothing would be gained 3 as merely stopping the discharge does 
not put an end to the inflammation. The constitution is to be altered, if possible, by 
remedies adapted to each disposition, with a view to alter the actions of the parts aris- 
ing from such dispositions, and reduce the disease to its simple form. If the constitu- 
tion cannot be altered, nothing is to be done but to allow the parts to tire themselves 
out by a continuance of the same action.” (p. 77.) 

The employment of stimulating injections of various kinds, for the purpose of check- 
ing the discharge in gonorrhea, has been a favourite practice with many surgeons, and 
even so long back as JoHN OF ARDEN they were used, but of a very mild character, as 
shown by his following prescription :— 

“ Pro morbo qui dicitur Chaude-pisse.—Accipe pursillam et coque in aqua donec in 
mucilaginem vertatur, que mucilago cum oleo rose et viole fortiter agitetur addito lacte 
mulieris puellam nutrientis ana, in quo liquore dissolvatur camphore uncia una et pro 
syringam (injectionem) initiatur. Mucilago est que quedam viscositas admodum ga- 
lature piscium vel earum anglicé gelee.”— MSS. Sloane, 2002. 

Translated by E. H., as follows : — 

“Seethe the parsley in water till it come to a mucilage, that is, till the water be made 
green and slimy, and the substance of the herb be consumed. Then temper with that 
mucilage oil of roses and oil of violets and the milk of a woman nourishing a maiden 
child, and then dissolve therein one ounce of camphor, and by asyringe administer it.”— 
MSS. Sloane, 2271. 

BECKETT mentions another prescription, which, however, I have not found :— 

“ Contra Incendium.—Item contra incendium virge virilis interius ex calore et exco- 
riatione fiat talis syringa lenitiva. Accipe lac mulieris masculum nutrientis et parum 
zucarium, oleum viol et ptisanee quibus commixtis per syringam infundatur et si pre- 
dictis admiscueris lac amygdalarum melior erit medicina.” 

ABERNETHY objects to any attempt at checking gonorrhea. “ By endeavouring to 

arrest the disease in its progress,” says he, “we are likely to induce irritation in the 
remote part of the urethra, and other affections ; whereas if we merely soothe the malady, 
and allow it to take its natural course, it declines in due season, without, in general, 
producing any material injury to the part affected, or to any other in its vicinity.” 
‘(p. 278, 
\ But oe ig will not be content to wait till a clap shall “ decline in due season,” al- 
though recommended so to do on the authority of Hunrer and ABERNETHY. And it 
therefore becomes necessary to resort to some treatment for shortening the disease, and 
to relieve the often severe symptoms. 

ABERNETHY’S soothing practice is especially good when the inflammatory stage is very 
active, and is not unfrequently sufficient under ordinary circumstances; for HuNTER’s 
supposition, that “ every such inflammation gets well of itself”’ is often true enough. 
ABERNETHY’S plan consists in “ bathing the perineum and genitals with tepid water, by 
means of the bidet and sponge, for five or six minutes every night and morning; at the 
same time desiring them to wash beneath the fore-skin, so as to remove every thing - 
lodged there, and to wash this part drawn well forward, and to protect the orifice of the 
urethra from mechanical irritation. * * * I also recommend those who are affected 
with clap to be very attentive to keeping their bowels in a regular state, because any in- 
quietude in the bowels is likely to produce an irritable state of the urinary organs.” 

e278. 

PF ba ay adopted this soothing practice almost entirely, prescribing the following 
mixture :—R magnes. sulph. 3i., potass. nitr. gr. v.,acac. pulv. 3i., tinct. hyoscyam. 11V-5 
aq. destill. 3i., ter quaterve in die ; under which treatment, either without or with mild 
injections of sulphate of zinc when all scalding had subsided, the disease was generally 
cured inten daysora fortnight. Or I gave pills of the following composition :—R, tereb.. 
chieé Dij., pulv. rhei 9i., syr.q.s., et in pil. xij. dividend. ; four of these, twice a-day, were 
first given, and the number increased afterwards to six or eight as might be needed. 
But, of late, I have only employed the injection of a very mild solution of nitrate of 
silver, three grains to sixteen ounces of water, before the scalding ceases, and even when 
there is inflammation of the testicle, twice or thrice a-day, and I have never yet wit- 
nessed any ill effects ; but the contrary, as, in two or three days the gonorrhea is usually 
stopped. _ ; 
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CARMICHAEL recommends injections into the male urethra twice a-day of a solution of 
nitrate of silver, ten grains to an ounce of water, for the purpose of cutting short the de- 
velopment of a gonorrhea. I should be very sorry to follow such practice, as I should 
fear the almost certain production of stricture. But, if I used the nitrate of silver for this 
purpose, I should certainly, with Ricorp, prefer the following method which he has em- 
ployed, but does not speak of either in praise or dispraise. “I introduce into the urethra,” 
says he, “ LALLEMAND’s caustic holder, and then, exposing the caustic, I withdraw it, 
at the same time giving it a rotatory motion, so as superficially to cauterize the whole of 
the mucous membrane of the urethra. If, after this first cauterization, too much inflam- 
mation supervene, recourse must be had to antiphlogistics, otherwise a similar cauteriza- 
tion should be made three or four days after the first.” (p. 335; Fr. edit., 710 .) 

The following was the plan adopted for many years by ASTLEY Coorrr :—In the first 
week, during which there is much inflammation, a draught of magn. sulph. 3ij., inf. senn. 
zjss., thrice a day, to produce active purging: diluting drinks of capillaire or tea, of 
which too much cannot be taken, and in which is to be taken daily potass. carb, vel sod. 
subcarb. 3ij. He found lime water a very excellent diluent, but did not care about mu- 
cilage, and considered the use of soda water very doubtful. If there were much scald- 
ing in passing the urine, or the pain from chordee were severe, he gave with advantage 
of lig. potass. 1 xX., ext. conti. gr.v., ex mist. camph. thrice a-day. The penis was kept 
for a long time in warm water, as a bath, to relieve the inflammation, and after a week 
overlaid with lint dipped in Goutarp’s wash. Three or four days after which, when 
the inflammation had greatly subsided, he gave a mixture of bals. copatb. 3j., mucil. acae. 
3j., mist. camph, Ziv., of which half an ounce was given night and morning. After per- 
sisting for two days longer in the use of this mixture, and the discharge being consider- 
ably lessened, he employed injections, three or four times a-day, of lig. plumb. subacet. 
dilut. Ziv., c. zinci sulph. gr.vi. By this plan a gonorrheea is safely and expeditiously 
cured. If the clap be a second or third, the balsam of copaiba may be given at once, and 
speedily stops the discharge. The strength of injections should be gradually increased, so 
as to produce slight irritation ; but it is better to vary the kind of injection, cupr. sulph. 
gr. ss., ag. distill. 3j., or hydrargyr. oxymur. gr.j., ag. distill. 3xij. The use of bougies, 
though at first increasing the discharge, is often successful if accompanied with injections. 

p. 193.) 
In reference to the cure of gonorrhoea, ASTLEY CoopEr observes :—“ It is difficult in 
proportion as the constitution of the patient is disposed to strumous affections. Ifa pa- 
tient have pimples in his face, enlargement of the glands of the neck, a thin, delicate 
skin, and irritable fibre, you may expect to have great difficulty in curing him of go- 
norrheea.” (p. 191.)] 


162. In very painful chordee (1) bleeding, leeches and soothing poultices 
must be employed. Ifthe pain be not thereby diminished, if the patient 
be not plethoric, and the pain rather spasmodic, opium, hyoscyamus, 
camphor, poultices of narcotic vegetables and soothing clysters may be 
used with due carefulness. If, during the chordee, bleeding occur (2), the 
symptoms are usually much diminished; but, if it continue and become 
exhausting, attempts to allay it must be made by compression of the penis, 
by injection of a solution of gum arabic, and in very extreme cases by 
astringent injections. 


[(1) Painful erections are generally controllable by the administration of a full dose of 
opium before retiring to rest, and by light bed-clothing. The same is also very useful 
in chordee, and a bottle of cold water placed between the legs, against the perineum is 
a very efficient local application. Smearing the chordeed part with extract of bella- 
donna is often useful, and, in obstinate chordee, I have used mercurial friction with ad- 
vantage, even before it has become chronic. ASTLEY Cooper recommends enveloping 
the penis at night in lint dipped in Gou.arp water, or the use of evaporating lotions. 
Ricorp thinks camphor with opium either as a pill or an enema the most powerful 
internal remedy, and my own observation confirms his opinion. HunTer says, that 
“in relieving chordee, or the remains of it, which appear to arise from spasm, he has 
known the bark of great service.” (p. 96.) 

(2) When bleeding from the urethra occurs, it is generally rather beneficial than other- 
wise, and only requires control when severe. This may be effected by leading up the 
finger from the perineum against the under surface of the urethra, till the point whence 
the blood escapes is found. ‘The penis is then to be grasped between the thumb and 
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finger for a quarter of an hour or twenty minutes, which is generally successful. Hun- 
TER says, in such bleedings, he has “seen balsam of copaiba given internally of service,” 
and supposes that “all the turpentines would be useful.” (p. 95.) If, as Ricorp states 
though I have not observed it, “frequently the hemorrhage return the first time the 
urine is passed; then, however objectionable it is to place a foreign substance in the in- 
flamed urethra, we must introduce a bougie, which by compressing the vessels stays the 
effusion of blood. Sometimes additional circular external compression is required ; but 
_ great caution must be used in its application. Generally this bougie may be removed 
after twenty-four hours; but, when the hemorrhage has been great, and the instrument 
does not excite much pain, it is advisable to leave it a day or two longer. If the bougie 
have been removed too soon, and the hemorrhage reappear, it must be reapplied, if it be 
not merely a sanguinolent discharge.” (p. 339; Fr. edit., p. 717.)] 


163. Ifthe pain subside and the discharge diminish, a suitable treatment, 
with a slightly improved diet, with the avoidance, however, of all heating 
things usually suffices for the perfect cure. The frequent use of diluted 
fluids must be forbidden, lest by their too great relaxing power they might 
give rise to gleet. This must be especially attended to in otherwise 
flabby and scrofulous persons. For such cases we may recommend the 
use of juniper rob, duleamara, gum guuiacum, decoction of woods and 
the like. If for a long time there remain a sparing discharge of serous 
fluid, slightly astringent injections of acetate of lead, sulphate of zinc, sub- 
limate and so on, with opium, may be used to prevent the discharge becom- 
ing chronic. 

164. In those cases in which a syphilitic form of gonorrhea is sus- 
pected, after the inflammation is diminished or removed, mercury must be 
used for some time, or, together with a strengthening and tranquillizing diet, 
the use of decoction of woods must be persisted in, for the purpose of pre- 
venting the origin of general syphilis. 

[It having been already shown that gonorrhea and syphilis are distinct diseases, and 
do not generate each other, the treatment just mentioned is superfluous.—J. F. S.] 

165. The treatment of gonorrhoea in women is precisely the same as 
that in men; but so strict an antiphlogistic management is not requisite ; 
in general mild injections or steaming is sufficient to diminish the inflam- 
mation. Astringent injections are to be used and made stronger, if the 
discharge be inclined to become chronic. ‘The excoriated parts are to be 
covered with charpie spread with citrine or red precipitate ointment. The 
internal use of mercury, or the use of decoctions of wood, with strict atten- 
tion to diet is then particularly necessary. 

[I have never known it necessary, on account of the acuteness of gonorrheal symptoms 
in women, to apply leeches, as recommended by Ricorp; but, commonly, in all stages, 
unless there be inflammation and swelling of the external parts, employ injections of 
nitrate of silver, ten grains to an ounce of water once a-day ; taking care that the vagina 
being well washed out, none of the injection should be left behind. This practice is 
fully confirmed by Ricorp’s experience. He says:—“Sometimes acute gonorrhea 
in women, whether complicated or not, resists the most judicious soothing treatment, 
and is aggravated by the use of mercurials. In some of these cases, in which the 
red and turgid mucous membranes afford a copious purulent discharge, attended 
with acute pain, which neither rest, depletion, emollients, nor narcotics can assuage, 
I have obtained astonishing results from the use of nitrate of silver. A superficial 
cauterization with solid uitrate of silver, or a solution of it, applied by means of lint, 
has favourably modified the inflamed surfaces, and produced a solution of the dis- 
ease. After the use of the cautery, a plug of dry lint must be employed to prevent the 
contact of the walls of the vagina.” (p. 324; Fr. edit. p. 683.) 

Than these modes of treatment I do not know any better. Injections of acetate of 
lead, of decoction of tormentilla, of oak or elm bark and alum, are commonly recom- 
mended, but I do not consider them very efficient. 

It must be borne in mind, in regard to stimulating injections, that some constitutions 
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are more excitable than others, and, therefore, if the injections used excite considerable 
pain in the vagina, they must be either diminished in strength or entirely left off. 
Home (a) mentions the cases of two young women, who having been infected with 
gonorrhea by the men who debauched them, and having used injections of the strength 
generally used for common women, had “the sides of the vagina united together by the 
adhesive inflammation.” (p. 90.) Such cases are very rare, but serve as a caution in 
the use of these remedies. 

If the inflammation be very severe, Ricorp’s plan of introducing a plug of lint, dipped 
in emollient narcotic liquid, and renewed twice or thrice a day, so as to act as a poultice, 
may be useful, if, as he says, it can be effected without pain. 

RicorD mentions that “some discharges, which resist all the above applications, seem 
to be maintained by the contact, even of the mucous membranes and the depth of the 
parts continually placed in the unfavourable conditions of heat and moisture.” For these 
he has found good success by “ filling the vagina, without much distending it, with dry 
lint, renewed two or three times a-day, according to the quantity of the discharge, which, 
in the cases that terminated successfully, was white and milky, and proceeded from the 
vagina alone.” * * * “ Ulcerations and papulous granulations are to be cauterized with 
nitrate of silver, which is to be preferred, or with nitrate of mercury on lint.” (p. 326; 
Fr. edit., p. 686.) 

Of ulcerations of the mucous membrane of the womb, I have no personal experience ; 
but Ricorp says that, “we must here, as in the ulcerations of other parts, modify the 
surfaces in a more powerful manner ; but the greatest precautions are necessary in cauter- 
izing the interior of so delicate an organ, the reaction of which would be so powerful ; 
for, whilst the strongest caustics applied to the cervix generally produce no pain, fluids 
scarce possessing any caustic properties, being introduced into the cavity of the uterus, 
may cause the most serious consequences.” Of which he instances, from the use of an 
injection of one part of nitrate of mercury to eight of water, very violent hysterical 
attacks in some patients, and, in one, “a cerebral congestion which caused a momentary 
apprehension of apoplexy. These symptoms, which all arose a few minutes after the 
injections, yielded rapidly to antispasmodics, and, in the case with the cerebral conges- 
tion, on a quantity of blood being taken from the arm.” He then used one part of nitrate 
of mercury to twelve of water ; but these injections were not always unattended with pain, 
or some nervous reaction of a hysterical character. I then substituted,” says he, “six 
grains of nitrate of silver to the ounce of water, and found that, in some instances, a 
chronic purulent uterine discharge was cured after two or three injections.” (p. 327; 
Fr. edit., p. 689.) 

When “ vegetations originate in the interior of the urethra, constituting what were 
formerly termed caruncles and carnosities, they maintain discharges which cease when 
they are destroyed by incision or cauterization.” (p. 328; Fr. edit., p. 691.) 

When the urethra is affected with gonorrhea, injections are recommended by RicorD 
to be used as in men, the fluid being prevented from passing into the bladder, by pressing 
the back of the urethra against the pubes. | 


166. If the discharge become chronic, it is usually long-continued, and, 
upon the least excess, the smarting and burning in making water return. 
The many remedies advised against gleet must be used with due attention 
to the causes from whence it has originated. It may be caused by weak- 
ness, by a morbidly increased insensibility, and by organic changes in the 
mucous membrane of the urethra. 

In the first case, balsamic stimulating remedies are to be employed, 
balsam of copaiva in gradually increasing doses, gum kino; astringent 
injections of acetate of lead, sulphate of zine and copper, of sublimate ; 
washing the penis with spirituous fluids and so on. In the second (which 
in sensitive persons sets in very soon, if the inflammatory stage of the 
gonorrhea be improperly treated) all stimulating and exciting remedies 
will be injurious. Haxier’s acid in a decoction of salep must be admi- 
nistered internally ; in very high sensibility a dose of opium, or of aqua 
lauro-cerasi in emulsion, must be given frequently during the day. In this 
case only are injections of decoction of red foxglove, of poppy-seed emul-. 
sion, with laurel water, with opium and so on of service. ‘The patient 

(a) Note in Hunter on the Venereal. 
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must carefully avoid every excess. In the third case, when ulceration, 
stricture, or diseased changes of the prostate are present, the patient com- 
plains of pain at a certain point when touched and in making water. If 
the discharged fluid be frequently streaked with blood, it indicates an 
ulcer, in which case, a suitable antisyphilitic treatment, sublimate as in- 
jection, and the use of bougies, is necessary. 


[Chronic gonorrhea is commonly known by the name of Gleet, and is generally a thin 
transparent discharge unattended with pain, but under any excitement or excess it be- 
comes white, yellow, or greenish, and, if the excitement be great, even tinged with blood ;in 
fact, the gonorrheeal inflammation is re-excited. AstLEy Cooper considers it to “ proceed 
from the lacune of the urethra,” in other words, from the usual seat of gonorrhea. But 
it is often a concomitant of stricture, and sometimes the use of a bougie will reproduce 
inflammatory action, and an increased discharge, capable of bringing on a yellow dis- 
charge, with pain in making water in the female, as happened in a case mentioned by 
ASTLEY Cooper. (p. 272.) And he observes :—<“ Gleet is said to be that stage of gonorrhea 
where the discharge ceases to be infectious. I doubt whether there is such a complaint 
as gleet, according to this definition, for I cannot help believing that a gonorrhea never 
ceases to be infectious. * * * I doubt whether a gonorrhea ever loses its power of 
causing infection as long as any discharge from the urethra remains.” (p.270.) He men- 
tions instances, the first, in which infection followed a gonorrhea of five months and 
three days, and the second after fourteen months. But Hunrsr gives a more remarkable 
instance, in which a girl, who had been for two years in the Magdalen Hospital, infected 
a person immediately after leaving that house. (p. 40.) And TyrReEL (a) says, that he 
“saw a case once, where the gleet had existed for six or seven years, and had resisted 
various means, both local and constitutional, that had been tried for its cure.” He tried 
in this case, “ touching the under part of the urethra, just opposite the freenum, with 
caustic. This application, for the time, stopped the discharge, but, as soon as the slough 
came away, it returned just as before, in the quantity of four or five drops a-day.” 
(pp. 566, 7.) Hence it appears that the disease will continue a great length of time. 

It is said that gleet resulting from gonorrhea, may be distinguished from gleet ac- 
companying stricture ; but I very much doubt it, and I think Coorrr’s case, above cited, 
in which the man, whose stricture was irritated by the bougie, clapped his wife, supports 
my notion. TyRREL, however, mentions the distinction between the two as follows :— 
“Tf the gleet is merely gonorrheeal, there will be a tingling sensation behind the frenum, 
and, if the patient indulges in excess of any kind, or takes too violent exercise, this, to- 
gether with the quantity of the discharge, will be increased. If you ask the patient how 
he voids his urine, he will say, that the stream is free and uninterrupted to near the ex- 
tremity of the passage ; then, that it stops for an instant, and afterwards passes very well ; 
this symptom arises from the accumulation of the discharge near the lacune. On the 
contrary, if there is stricture, the patient voids his urine very badly ; and this is influenced 
very considerably by change of weather, or by irregular conduct on the part of the pa- 
tient ; and, if you inquire more minutely, you will find that the stream of urine is small 
and completely twisted.” (p. 567.) 

AsTLEY Cooper speaks of the possibility of confounding gonorrhcea or gleet with ab- 
scess in the lacune; the latter, however, he observes, “may be always known by its 
being absent for a week or more, and then flowing profusely, but not so in a gonorrhea. 
And the matter from an abscess of the lacune is not infectious, whilst the discharge, 
which begins a gonorrhea and terminates in a gleet, never loses its power of producing 
infection.” (p. 271.) 

In deciding upon the cure of gleet, let it never be forgotten that, so long as only six 
or eight drops of the discharge are observed during the day, or even if the lips of the 
urethra be merely moist with it, on rising in the morning, the cure is not effected, and 
the person ought not to marry, or he will infect his wife.—J. F. s.] 

AsTLEY Cooper’s treatment of gleet consisted in the use of the following medi- 
cines :—B. spir. ether nitr. 3ij., bals. copaib. 3i., muc. acac. 3i., mist. camph. Ziv.: ft. 
mist. cujus capiantur coch.magn. bis terve indies ; or, should that fail, R pulv. lytt. gr, 
tereb. chie gr.v. pro pil. bis terve quotid. sumend. As to local treatment, he employed 
bougies, either simply smeared with oil, or with ung. hydr. mitius, or ung. hydr. nitr. oxyd. 
The latter first in proportion of a scruple of the salt to an ounce, and gradually increased 
in strength; using at the same time injections, “ from which there would be no danger 
of stricture, as the bougie would prevent it.” The injection he preferred was hydrarg. 


(a) Clinical Lecture on Gleet; in Lancet, 1824. vol. ii. 
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bichlorid. gr.}, aq. 3iij., and gradually increased up to half a grain to an ounce. 

272. 
oi Sat Se diet is necessary in cases where the gleet continues, and not unfrequently 
it is found advantageous for the patient to take wine. Balsam of copaiva, either in 
mixture or in capsules, is often very serviceable in addition to injections, of which I 
prefer that of nitrate of silver. When the gleet continues very obstinate, there is reason 
to suppose, as stated by HunTer, that stricture exists, and it is then necessary to use the 
bougie. 

Ricorp mentions that “ inoculation of a new gonorrhea has been advised, and is still 
perpetrated by many practitioners, either to cure a chronic discharge, or to combat, by 
revulsion, symptoms which gonorrhea may produce, such as epididymitis, ophthalmia, 
&c. Some, in this case are content with advising a new infecting coition ; others make 
a kind of inoculation with the muco-pus of gonorrhcea, carried on a probe into the urethra, 
or applied to the mucous membrane it is wished to infect, by means of a bit of lint which 
is impregnated with it. * * * However, were I not convinced that the cases in which 
it is useful to recall an old discharge, or develop a new one, are as rare as some persons 
think them frequent, and that they have either aggravated the disease they wish to com- 
bat, or given it a new complication, I would not apply the muco-pus of a gonorrhea of 
one individual to another before having ascertained, upon the one from whom it is taken, 
that it produces nothing when inoculated with the lancet; otherwise, without this pre- 
caution, a patient with gonorrheal symptoms might be affected with masked chancres, 
(chaneres larvés,) and communicate to an individual, who till then had only a simple 
catarrhal affection, without further consequences, all the formidable chances of syphilis.” 
(p. 89; Fr. edit., pp. 188, 9.) 

I have noticed these proposals for the cure of obstinate gleet, or other consequence of 
gonorrhea, merely to point out their absurdity ; as I presume no one, excepting those 
whose treatment of disease is founded on the similia similibus, eadem tisdem principle, 
could seriously think of adopting them. The moral conduct involved in the attempt to 
acquire a new gonorrhea to put an end to an old one, is about on a par with that of 
commerce with an uninfected person for the same purpose, (a vulgar notion which was 
formerly held,) and the benefit from either alike.—J. F. 8.] 


167. The mode of treating gonorrhcea already mentioned is founded 
upon the various degrees and nature of this complaint. Of late cubebs have 
been recommended by many practitioners as the most effectual remedy 
against it, and, according to my own experience, I must accede to the good 
report of it given by others, and especially by Detprcu. This remedy ope- 
rates upon the gonorrhea not merely, as many suppose, when the inflamma- 
tory period has passed over, but it performs its good offices in every stage 
of the disease. The principal point in the use of cubebs is, that they should 
be genuine, and given in sufficiently strong doses. With small doses of 
cubebs the gonorrhea is commonly increased. At the onset, at least 
half an ounce a day should be given, which should be much increased if 
no special symptoms ensue. In many cases DELPECH gave four doses 
daily of two or three drachms each without producing any peculiar symp- 
toms ; it is, however, better to divide the doses and give them more fre- 
quently. If required to act briskly and for some time, it is most advisable 
to give a dose every three or four hours, and meal times should be regu- 
lated accordingly, or a dose taken even during the night. ‘The usual con- 
sequence of this remedy is a gentle warmth in the belly, not always ac- 
companied by an increase of thirst, which generally ceases in a few days, 
even when the dose of cubebs is increased. If therefore this symptom 
pass by, it is not necessary to discontinue the remedy ; but, if it continue, 
and pain in the belly be produced, the doses must be diminished to two or 
three ; it may then do good, but its operation on the disease is more tedious. 
In many cases the remedy produces frequent, thin stools with or without 
pain in the belly, very rarely accompanied with tenesmus, but never with 
discharge of bloody mucus. In such cases the remedy must be withheld, 
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solid food forbidden for some days, mucilaginous drinks taken, and then 
the medicine resumed in the same doses as before, or in smaller ones. 
Frequently this symptom is the consequence of gastric irritation, which 
may be relieved by an emetic, and then the earlier or stronger doses 
may be used. Some persons bear this remedy only when given at meal- 
time, or when food is taken with it. In many cases where it cannot be 
endured balsam of copaiva, according to DeLPrcn’s experience, is useful ; 
but, when that causes purging, cubebs must be employed. Frequently do 
the cubebs produce no satisfactory alteration ; but in no instance is the 
disease thereby rendered worse. In recent gonorrhea the burning, the 
heat, the not very severe pain, and the discharge soon diminish, the latter 
becomes serous, and in two or three days the whole has passed off. The 
same occurs with the slighter claps, even when they are of longer standing. 
Three doses daily of two drachms each are sufficient in these cases. More 
severe gonorrhoee in the second or third week, with severe pain, chordee, 
and so on, yield less easily and only to larger doses. Improvement also 
takes place very rapidly ; the chordee frequently continues longest, but 
often subsides after a blister, when every thing else fails. Also in those 
cases in which the inflammation has extended to the neck of the bladder 
accompanied with discharge mixed with blood, with severe inflammation, 
with swelling of the prostate glands, if the pain was exceedingly severe, 
and in swelling of the testicle, this remedy was very efficient. Old and 
painless swellings of the testicle remaining after acute affection, which 
were connected with symptoms of general infection, and had even with- 
stood antisyphilitic treatment, yielded to the use of the cubebs, even 
although general syphilitic disease continued. The same occurred in the 
swellings of the inguinal glands, if depending on gonorrhea. During the 
use of cubebs a mild diet and rest must be observed. The remedies must 
be continued for at least eight days after all symptoms have disappeared. 

DeE.recu has disproved by numerous observations that cubebs ean produce inflam- 
mation of the testicles as by some supposed. Previous to using cubebs DeLpEcH had 
given balsam of copaiva in large doses in all stages of gonorrhea with good effect. 
Both remedies, according to recent observations, contain an analogous substance. 
Perhaps the inefficiency of cubebs, when properly administered, may prove the peculiar 
syphilitic nature of the gonorrhea. In order to prevent the general infection, DELPEcH, 
when the gonorrheal inflammation is not too great, uses at the same-time twelve to 
fifteen rubbings-in of half.a drachm of mercurial ointment night and morning on both 
sides of the penis. 

VELPEAU (a) employs cubebs and balsam of copaiva in clysters; two, four, six, or 
eight drachms rubbed down with yolk of egg or with decoction of marsh-mallows, 

MicHAELIs (b) has tried cubebs on many patients who were suffering from gonorrhea, 
and only in one single case, in which gleet had existed for a short time, did he observe 
acure. Just as inefficient did he find it in the whites and in chronic catarrh of the 
lungs. 

teison; and Dr Satie have given, as they assert, with great effect, thirty drops of 
tincture of iodine night and morning in gonorrhea. In some cases, leeches were first 
applied to the urethra, and an antiphlogistic diet coupled with it. 

[Asti.xy Cooper was a great advocate for the use of cubebs. He said it “ appears to 
produce a specific inflammation of its own on the urethra, which has the effect of 
superseding the gonorrheeal inflammation. * * * In the very early stages of gonorrhea, 
when the inflammation is just beginning, it often succeeds in removing the disease in 
a very short space of time.” But he observes :—“I do not say that it would be advisable 
to employ this remedy at once for a first gonorrhcea, where the symptoms of inflam- 
mation run very high in a young and irritable person; it is better not to begin with the 
use of it until a week or ten days have elapsed, and the inflammation is considerably 
reduced.” He thinks it “a most useful remedy also for the cure of gleet, as it is called, 


(a) Archives Générales de Médccine, Jan. 1827. (6) Journal of GRAEFE uné Wa.ruer, vol v. p. 70. 
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where gonorrhcea has continued for a length of time.” And also that “the greatest 
advantage may be derived from combining its use with that of copaiba, when the balsam 
alone is beginning to lose its effect,’’ and he gives it as a mixture, viz., ‘‘ An ounce of 
the balsam of copaiba, an ounce of the mucilage of acacia, two drachms of cubebs, in 
four ounces of camphor mixture.” (pp. 146, 7. 

For my own part, I may state that I have used cubebs very freely in all stages of clap 
and gleet, but not with the advantage attributed to it. Ido not think it superior to 
other of the usual treatments, and it often produces much annoyance from loading the 
stomach. If used, I think it is better to employ it in the shape of extract, as pills, in 
which form, also, copaiba is prepared, and may be used in like manner. But the more 
common mode now of exhibiting copaiba in private practice is in little capsules of 
caoutchouc. Some years ago we were in the habit of using, at St. Thomas’s Hospital, 
the following copaiba mixture, which was very efficacious, and had the advantage of 
rarely disagreeing with the stomach, a matter of much consequence if the medicine be 
long persisted in:—R bals. copaib., spir. ether. nitr. a tyxl., tinct. hyoscyam., lig. 
potass. 4 1XX., ex aqud ter die sumend. If necessary to increase the quantity of the 
balsam, a proportionate quantity of mucilage is added.—J. F. 8.] 

On the use of cubebs or Java pepper see 

CrawForp, J., on the Effects of the Piper Cubeba in curing Gonorrhea; in Edinb. 
Med. and Surg. Journal, Jan., 1818, p. 32. 

Apams, J., A short Account of Cubebs as a Remedy for Gonorrhea. Ib., Jan., 1819 
p. 61. 

Jerrreys, Henry, Practical Observations on the Use of Cubebs or Java Pepper in 
the Cure of Gonorrhea. London, 1821. 8vo. 

Maxty, M., in London Medical and Physical Journal. 1821, June. 

Broucuton, S. D., in Medico-Chirurg. Trans., vol. xii. p. 100. 

Detrecu, Mémoire sur l’Emploi du Piper Cubeba dans le Traitement de la 
Gonorrhée; en Révue Médicale, May, 1822, p. 1; June, 1822, p. 129. 

HeryFELper, iiber die Anwendung des Bals.Copaive und des Piper Cubeba; in 
Heidelberg. Med. Annalen, vol. iii. part iv. 

Hacker, iiber der Copaiva-Balsam beim Tripper; in Summarium der Med., vol. 
Viil. part i. 1839. 

168. External Gonorrhea ( Gonorrhea Glandis, Balanitis, Posthitis, 
Lat.; Hicheltripper, Germ. ; Blennorrhagie externe, Fr.) is either a mere 
consequence of want of cleanliness, in which case the sebaceous matter 
secreted by the odoriferous glands collects and becomes acrid; hence it 
particularly occurs with a lengthened narrow prepuce, or is consequent on 
syphilitic infection. The latter may always be guessed at when it follows 
suspicious connexion, is connected with excoriation, and is obstinate. 

[Hunter believes, that, ‘‘ when the disease attacks the glans and other external parts, 
as the prepuce, it is principally in those persons whose glans is commonly covered with 
the prepuce, and it is principally about the root of that body and at the beginning of 
the prepuce, the parts where the cuticle is thinnest, and of course where the poison gets 
most readily to the cutis; but, sometimes, it extends over all the glans and also the 
whole external surface of the prepuce. It produces there a soreness or tenderness, with 
a secretion of thin matter commonly without either excoriation or ulceration. I am not 
certain, however, that it does not sometimes excoriate those parts; for I once saw a case 
where the whole cuticle came off the glans.” (p. 44.) I have seen this condition not at 
all unfrequently ; it is quite distinct from any syphilitic affection. Excoriation with 
little or no discharge often happens to young persons, even children, simply from the 
acridity of the secretion of the odoriferous glands; and I have seen it produce violent 
inflammation and swelling of the prepuce, and threatening mortification. It frequently 
recurs and is very troublesome.—J. F. 8.] 

In Gonorrhea of the Glans which is not syphilitic the observation of 
great cleanliness, frequent washing of the glans with tepid milk, lead wash, 
and so on, are sufficient for the cure. In the syphilitic form, mercury must 
be used both externally and internally. 
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[The simple treatment recommended by Cue tus is generally quite sufficient; mer- 
_ cury is never needed. “ When the glans can be uncovered and the inflammation is not 
excessive,” Ricorp says, the method he has “ found best succeed, is passing the pencil 
of nitrate of silver gently over the diseased surfaces, so as to cauterize them superficially, 
after which it is sufficient to put a bit of dry lint round the glans and draw the pre- 
puce over again. Lotions of lead wash or cold water are to be applied over.” (p. 331; 
We ax Bee) This is very good practice, but I commonly use only a little black wash. 


[168*. Gonorrhea of the nose sometimes occurs during gonorrhea of 

the urethra, or whilst there is an enlargement of the testicle from the same 
cause. ‘The Schneiderian membrane is tender over its whole surface, but 
not painful; is of a deep red colour, but not ulcerated ; and there is a free 
discharge similar to that of clap. 
_ This disease was first noticed by Benzamin Bett, and he mentions two cases of it : 
n the first, “ the discharge from the urethra lessened before the testes became inflamed, 
and, on this taking place from the nose, it ceased entirely.” It was treated with an 
astringent lotion and the insertion of sponge moistened in it up the nose, and cured in a 
few days. In the second case, “the discharge took place during the continuance, and had 
existed many years, and, although it had frequently become less, it never disappeared 
entirely.” Various attempts at its cure were made without success, “and, though no 
other symptom appeared, he was advised to undergo a course of mercury ; but no ad- 
vantage ensued.” (pp. 29, 30.)—J. F. S.] 

169.. In the treatment of Gonorrhea, of which the ground is a gouty or 
herpetic disease, and so on, that given for the non-syphilitic gonorrhea 
is suitable ; but in these cases the inflammation is usually long-continued, 
even when the disease has run into a chronic form. Then especially must 
be employed purging, warm bathing, preparations of sulphur, antimony, 
and so on. 


V.—OF INFLAMMATION OF THE TESTICLE. 


170. Inflammation of the Testicle (Inflammatio Testiculi, Orchitis, 
Hernia humoralis, Lat. ; Hodenentziindung, Germ.) may be produced 
by different causes. 

[“ In some instances,” as observed by Benzamin Bett, and it might be added, 
specially during or after gonorrhea, “ both testicles swell. They seldom, however, 
swell both at once; but the swelling, on leaving one testicle, is very apt to go to the 
other ; and when both have, in this manner, been affected, they sometimes swell alter- 
nately for a considerable time together. I have known this happen for the space of a 
year and upwards, where the patient, during the whole period, was never completely 
free of the disease.” (p. 337.)] 

First. Tt occurs most frequently in gonorrhea, either with a very high 
degree of inflammation, with dragging pains in the belly and pelvis if the 
patient move about much, and the testicles be unsupported ; in which case, 
the inflammation extending to the testicles, first attacks the epididymis, and 
next the whole gland; or it confines itself merely to the former (Epidi- 
dymitis ;) or it may be produced when the inflammatory symptoms have 
declined, by any irritation of the testicle, violent exercise, for instance. 

[Hunter remarks very justly, of the singularity of swelling of the testicle not coming 
on “ when the inflammation of the urethra is at its height; he thinks it happens when 
the irritation is going off, and sometimes even after it has entirely ceased, and when the 
patient conceives himself to be quite well.” (p. 60.)] 

Second. It may be a symptom of general syphilis. 

[ven Hunter says :—“ I believe the swelling of the testicle, like the affection of 
the bladder, and many of the symptoms mentioned before, is only sympathetical, and 
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not to be reckoned venereal ; because the same symptoms follow every kind of irritation 
on the urethra, whether produced by strictures, injections, or bougies. It may be ob- 
served here, that those symptoms are not similar to the actions arising from the appli- 
cation of the true venereal matter, whether by absorption or otherwise; for they seldom 
or ever suppurate, and when suppuration happens, the matter produced is not vene- 
real.” (p. 57.) 

Astiey Cooper holds with Cuextus’s opinion. He says :—“I have seen this organ, 
(the testicle) so frequently enlarged during the existence of secondary symptoms of 
syphilis, more especially in combination with a cutaneous and periosteal venereal affec- 
tion—and have observed it additionally swollen and painful in the evening, although 
relieved by the recumbent posture in bed—and known it yield so easily and readily to 
the influence of mercury, and just in proportion to the disappearance of the venereal 
symptoms, that I think it quite unreasonable to doubt its liability to be affected by the 
venereal poison. * * * The testicle and epididymis become four or five times their 
natural size. The pain which accompanies the disease is not severe, but it is increased 
towards evening. When one testicle is enlarged, the other is apt to become affected; and, 
I think, in the majority of cases, that the disease exists in both testicles. * ade i 
rarely a concomitant of the syphilitic sore throat only ; but it frequently accompanies 
the venereal eruption and periosteal inflammation. The distinguishing mark of this 
disease from the simple chronic enlargement of the testicle, will be found in its succeed-~ 
ing syphilitic symptoms, and often in its being combined with those I have mentioned, 
as well as in its obeying the law of syphilis, viz., of its being liable to an evening exa- 
cerbation. (pp. 102-4.) Iam sure I have seen such enlargements of the testicle com- 
bined with syphilis, and that their best mode of treatment is similar to that for iritis. 
* * %* T feel assured that the testicle becomes affected during the progress and influence 
of the syphilitic poison upon the body, in some persons; and that mercury, whilst it 
subdues the other symptoms, is also the only cure for this disease.” (p.110.) Eight 
cases are given by Cooper in support of his opinion of the syphilitic character of this 
enlargement. Ricorp also agrees with Cooper: he says:—‘“ Syphilitic sarcocele must 
not be confounded with gonorrheal epididymitis ; * * * it is seldom found as a sole 
sign of a secondary affection, but is commonly preceded or accompanied by other 
symptoms of general infection; it frequently attacks only one testicle at a HME. a ae 
The disease is frequently accompanied or preceded by nocturnal pains in the loins. 
The induration may have its seat in the epididymis or the cord; but it is the substance 
of the testicle which is almost invariably affected. Syphilitic sarcocele may often be 
complicated, which renders the diagnosis very obscure.” (p. 303; Fr. edit., p. 640.) 

Notwithstanding these high authorities, I must confess I have great doubt as to the 
swelling of the testicle depending on a syphilitic cause.—J. F. S.] 


Third. It may be produced from external injury. 

Fourth. From cold, especially in persons who sweat much, on the peri- 
neeum, and on the insides of the thighs. 

Fififth. Violent exertions may produce increased congestion of blood to 
the testicle and, its return being impeded, may excite inflammation. 


[Hunrer says he has “ known the gout produce a swelling in the testicle, of the in- 
flammatory kind, and therefore similar to the sympathetic swelling from a venereal 
(gonorrheal—s. F. s.) cause, having many of its characteristics.” (p. 60.) 

Astiey Cooper mentions enlargement of the prostate gland in old age, as occasionally 
accompanied with swelling of the testicle; also inflammation of the neck of the bladder ; 
a stone passing through the ureter, or pressing upon the commencement of the urethra 
from the bladder. This latter circumstance I have seen two or three times. 

Another cause of mild, but sometimes severe, though easily manageable, inflamma- 
tion of the testicle, is that arising from congestion of semen in the seminal tubes ; which 
is of very frequent occurrence in lads soon after puberty. First one testicle is attacked 
with swelling, tenderness, and pain, which speedily subsides on taking a purge, and 
keeping quiet for a few days; but, in the course of four or five weeks, the other testicle 
is, in like manner, attacked. And when it gets well, the first affected is again attacked. 
This will go on for three or four years, to the patient’s great inconvenience; but no 
danger is to be apprehended from it.—J. F. S8.] 


171. The inflammation of the testicle generally soon becomes acute. 
The testicle swells considerably, and the swelling is further increased by 
exudation into the cavity of the vaginal tunic; the skin of the purse is 
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expanded, reddened, and very painful, not unfrequently accompanied with 
fever, pain in the belly, disposition to vomit, with great weariness (1). 

The usual termination of this infammation is resolution (2). Dropsy of 
the vaginal tunic often remains if the inflammation be improperly treated, 
or if it continue in a less degree for a long time (8). 

Suppuration is to be feared if in active inflammation the pain be throb- 
bing. The skin then rises and thins at different parts; it bursts, the pus 
is discharged, and oftentimes the convoluted vessels of the testicle project 
from the opening of the abscess, like grayish-white flocculent bodies, which 
draw out when pulled, so that in the end the albugineous tunic remains 


empty (4). 

Hardening is, on account of the peculiar condition of the testicle, no 
uncommon termination, specially if the treatment have not been exact] 
suitable, and scrofulous or gouty disposition be superadded. The bulk of 
the testicle is often distinctly increased by the hardening. Sometimes it 
confines itself merely to the epididymis, sometimes the whole testicle, and 
even a large or small part of the spermatic cord, is hardened (5). 

Gangrene is a very rare termination, and only from improper treat- 
ment. 


[(1) Astizy Cooper observes :—“ The first symptom of this disease, when it arises 
from sympathy with the urethra, is an irritation of the membranous or prostatic por- 
tion of their canal, as if some drops of urine still remained in the beginning of the ure- 
thra, and this is succeeded by a tenderness in the spermatic cord at the abdominal 
ring, and by swelling and pain in the epididymis. The testicle next swells. * * * 
The pain is obtuse, and more difficult to bear than that which is more acute, and it 
resembles the suffering which is produced by Squeezing the testicle; and, indeed 
arises from the same cause, for the glandular structure of the testis swells, whilst 
the ‘tunica albuginea, being tendinous and consequently inelastic, does not yield to 
the swelling from within, but resists its increase and presses upon the sensitive in- 
ternal structure of the testicle, producing the dull, heavy, and aching pain of which 
the patient complains. The pain and swelling extend along the spermatic cord into 
the inguinal canal, producing great uneasiness in the groin and in the spinous process 
of the ilium, the hip, and the inner part of the thigh on the affected side, and at length 
fixes itself more particularly in the loin; and this arises from the renal and lumbar 
spermatic nerves having their principal origin from the renal and lumbar nerves. 
* * * The epididymis swells more in proportion than the testis, owing to its covering 
being less compact, and it remains longer swollen. Its two extremities, i. e. the globus 
major and minor are more affected than its body, and the swelling of the former is gene- 
rally very perceptible before the spermatic cord.” (pp. 8-10.) 

Sometimes, though not very frequently, (for I have never observed it,) inflammation 
of the testicle, consequent on gonorrhea, is immediately preceded by great irritation 
of the brain, which subsides on, or soon after, the appearance of the swelling. Iam 
indebted to my intelligent friend Sams, of Lee, for the following 

Casr.—A. B., aged 19 years, of strumous constitution, had gonorrhea for six weeks, 
and, after the usual treatment with purgatives, nitrous ether, and copaiba, the discharge 
had nearly ceased for two or three days, when he was attacked with violent febrile ex- 
citement, very quick pulse, and delirium, which continued forty-eight hours, towards 
the latter part of which the testicle began to swell, and, as the size increased, the head 
symptoms diminished and subsided. Leeches and other suitable treatment having been 
employed, the swelling of the testicle declined, and the gonorrhea returned, but gradually 
diminished, till there was not more than six or eight drops of discharge a day. He 
then left the house, and took a walk, but soon had a recurrence of the febrile attack 
and head symptoms, which, however, went off again as the testicle again swelled, and 
that also subsided on the reappearance of the discharge from the urethra.—J. F. s. 

(2) In general, as the inflammation of the testicle subsides, if the gonorrhea had 
stopped, it reappears. Hence some surgeons have proposed its restoration, to cure 
orchitis. 

(3) Adhesion and thickening of the tunica vaginalis is also a consequence of inflam- 
mation, and AsTLEY Coorer observes that, “on examining the testicles which have felt 
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harder than usual, that one surface of the tunica vaginalis was glued to the other, in: 
some cases partially, and in others entirely.” (p. 21.) 


(4) Suppuration is but rare when the inflammation of the testicle is sympathetic ; 
thus forming one of the instances of the law on this point, recognised by JonN HUNTER, 
and already adverted to in speaking of sympathetic bubo (par 160, note.) And, 
indeed, generally suppuration following inflammation of the testicle, from any cause, 
is not frequent. In these cases “the tunica albuginea,’ says ASTLEY Cooper, “like 
other tendinous structures possessing few absorbent vessels, does not readily give way 
to the pressure of the abscess; and it is a long time before it discharges itself, even after 
the matter can be distinguished by fluctuation. It generally breaks at several aper- 
tures, and sinuses follow, which are very difficult to heal, for they issue a seminal as 
well as a purulent discharge.” (p. 12.) 

Not unfrequently, after the bursting of an abscess in the testicle, a fungus shoots up, 
which often exceeds the size of the testicle. It is not painful and but little sensible; nei- 
ther is it malignant, nor likely to become so, but it often grows very pertinaciously, and 
requires removal to get rid of its inconvenience. 

The constitutional excitement is often very great, setting in with nausea, and followed 
by hot skin, furred tongue, quick pulse, and constipated bowels, and sometimes even with 
severe rigors. 

It is scarcely possible to confuse orchitis with any other disease, on account of its 
ordinarily slow progress, and from the epididymis and the body of the testicle being, 
in general, readily discernible from each other, although much swollen. But SamuEL 
Cooper has mentioned a case in which on the fifth day there was so much pain in the 
belly, accompanied with incessant vomiting, great constipation, and high constitutional 
disturbance, that it led to a presumption of a rupture. from which, however, it was dis- 
tinguished by the want of particular protrusion at the ring, by absence of tension of 
the belly, to one side of which alone the pain was confined. 

When swelling of the testicle arises from blows, it comes on very quickly, and doubt- 
less depends on the bursting of some vessel or vessels in the testicle; and it may be 
complicated with hematocele or effusion of blood into the vaginal tunic. 

“ Wasting of the testicles,’ says AsTLEY CoopeEr, “is another effect of inflammation 
in this organ; and this absorption takes place more frequently at the age of puberty 
than at any other time;” generally follows inflammation from a blow; sometimes, 
when it arises spontaneously, and rarely after gonorrhea, “it begins to be absorbed 
as the swelling subsides ; but the absorption does not stop at the natural size of the part, 
but proceeds until the whole of the glandular structure of the organ is absorbed, leaving 
the tunica vaginalis adhering to the tunica albuginea and the septa within the latter ; 
but the whole substance which remains is not larger than the extremity of the finger, 
and it feels a firm and very solid body.” (pp. 28, 24.) Probably the tube of the vas de- 

ferens is obliterated, as its functions cease ; for, in a preparation we have in St. Thomas’s 
Museum, of a wasted testicle, the quicksilver would not descend to within an inch of 
the testicle.—J. F. 8. 


(5) AsTLEY Cooper says, that the globus major “is more frequently diseased than 
any other part of the testis or epididymis,” an observation the correctness of which ex- 
perience fully proves ; and he might have added, that it is also of longer endurance, and 
more difficult to get rid of. “ But,’ he observes, “the result is less important here than in 
other parts, because some of the vasa efferentia and conti vasculosi still carry the semen 
from the testicle to the epididymis. When the hardening is in the upper part of the 
epididymis, adhesive matter is effused into the cellular membrane, between the cont vas- 
culosi, at their termination in the epididymis; and sometimes a sac, containing a muci- 
laginous fluid, is found at that part. The cont vasculosi, under this state of disease, are 
thickened, hardened, and of a dark brown colour.” (p. 22.)] 


172. The Cure of inflammation of the testicle is directed by its cause 
and degree. If consequent on gonorrhcea, still in its commencement, 
and connected with no great swelling, the patient must keep quiet, sup- 
port the testicle, apply cold lotions of lead wash, lay softening bread- 
poultices upon the penis, and take a cooling purge. Cold applications, 
however, which are only to be used at the beginning when the swelling 
is small, frequently cannot be borne, in which case soothing fomentations 
and poultices are to be preferred. In greater inflammation, in robust 
persons, blood must be taken away or leeches applied in sufficient quantity 
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on the perineum and inside of the thigh, and warm softening bread 
poultice applied on the swelling. If, after this treatment, although the 
inflammation is reduced, great pain still continue, opium with nitre or 
calomel must be given, opium clysters administered, and narcotic poul- 
tices applied. When the tension has diminished, lead wash may be added 
to the poultices. After the resolution of the inflammation, if the swelline 
of the testicle still remain for a long time, it must be supported by a 
suspensory bandage, and mercury with camphor rubbed in. According 
to DELPEcH’s experience, the above-mentioned treatment of gonorrhea, 
combined with cubebs, is sufficient to get rid of the inflammation of the 
testicle accompanying it. 


_ [The general practice in swelling of the testicle is to adopt the antiphlogistic treat- 
ment, which practice I formerly pursued, giving, after a dose of rhubarb and calomel, 
either a dram of sulphate of magnesia three or four times a day, or tartarized antimony 
sufficient to produce nausea; and sometimes giving mercury internally, and using fric- 
tion of mercurial ointment and camphor on the testicle till the mouth’ became affected. 
If the inflammation were very severe, cupping on the loins was employed, or local 
bleeding by leeches, or by opening two or three veins in the purse, and withdrawing 
three or four ounces of blood, and afterwards a warm bread poultice was applied. When 
the inflammation was subdued by these means, if the testicle still remained hard, as gene- 
rally happened when no mercury had been used, then either mercurial friction or bind- 
ing the testicle up in mercurial plaster was resorted to. Cold washes I never employed, 
nor have I any experience in the use of cubebs, as recommended by Detrecu. I rarely 
now follow either of these plans, but prefer the use of compressing straps of adhesive or 
soap plaster, on Fricke’s principle. (pars. 176, 7.)—J2 FS.) 

173. If the inflammation run on to suppuration and an abscess be 
formed, this must be opened and treated in the usual manner, The 
whitish-gray flocculi, which lie in the opening of the abscess, must be left 
alone; they often become covered with granulations and are united with 
the opening. If the suppuration cannot be restrained and the testicle 
pass into disorganization, its removal is called for. 

[When a fungus has sprouted from the aperture by which the pus has been discharged, 
it should be treated at first by brushing over with nitrate of silver, or solution of sul- 
phate of copper, and then compressing it with circular strips of adhesive plaster. But, 
if this practice do not succeed, it may be cut off with a knife to the level of the skin, 
and the edges of the wound having been pared, to set the skin loose, it may be brought 
together, and treated as a simple incised wound, which usually effects the cure. Occa- 
sionally, however, though rarely, little abscesses are cut through in removing the fungus: 
as these descend more or less deeply into the body of the testicle, it is better to remove 
the entire gland at once; a case of which kind I have lately operated on. But under 
ordinary circumstances castration is neither required nor to be practised.—J. F. $.] 

174. Hardening is for the most part confined to the epididymis, gene- 
rally gives scarcely any pain, and may continue throughout life. In dis- 
eased dispositions and dyscracy, or from injuries which set up inflammation 
afresh, swelling of the spermatic cord, collections of water in the vaginal 
tunic, sarcomatous and cancerous hardenings are produced. The disper- 
sion of the hardening may with proper care be attempted by the general 
remedies (par. 68) already mentioned, during which the testicles must be 
supported in a suspender. If the pain in the testicle become more severe 
and shooting, if the swelling be uneven and knobby, its extirpation is the 
only mode of preventing its passage into cancerous destruction. Not un- 
frequently, as a symptom of general venereal disease, a hard swelling of the 
testicle is slowly produced, which may generally be dispersed by a regular 
mercurial treatment or by the proper exhibition of cubebs (par. 167.) The 
hardening of the testicle from one gonorrhcea is not unfrequently dispersed 
by a fresh gonorrhcea; hence the proposition of passing bougies smeared 
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with red precipitate ointment, (not with gonorrhceal mucus, ) to excite fresh 
inflammation of the urethra. 

175. Inflammation of the testicle following mechanical violence or 
catching cold, is to be treated as above prescribed, (par. 172,) without re- 
ference to the inflammation of the urethra. 

176. As in diffuse inflammation of the cellular tissue, its resolution has 
been attempted by continued pressure, (par. 91,) so FR1cKE (a) has recom- 
mended compression as the most effectual remedy in all cases of inflam- 
matory swelling of the testicle, from whatever cause. ‘The degree and 
duration of the inflammation are here of no consequence ; but, if general 
illness, (for instance, actual gastric disease, be connected with it,) this 
treatment must be given up. Vascular reaction does not contraindicate 
compression, nor yet buboes nor sores. After compression the pain is at 
first frequently increased, and, if the pressure be too great, it is very 
severe; it does not, however, continue long, and, speedily, often within a 
quarter of an hour, the patient is free from pain. Frequently after com- 
pression gastric symptoms, as disposition to vomit, bitter taste and so on, 
occur, the compression must then be removed and a vomit given. If the 
pain continue after the compression, there must be some general disease 
causing this want of success. In severe traumatic orchitis, leeches first, 
and poultices for two or three days, must be used. 

[I have, for some time past, adopted FricKe’s practice of compression, with the greatest 
success, and rarely now use any other. I have occasionally heard it objected, that it 
produces so much pain, the patient cannot bear it, and that its removal is absolutely re- 
quired. My experience is directly contrary to this assertion. I have had but two cases 
in which the compression was unbearable; whilst, on the other hand, all pain generally 
subsides in a quarter or half an hour. I feel, therefore, pretty certain, that the fault 
must rest with the mode in which the compression is applied, and not on the remedy 
itself. I think it far preferable to the old method of purging, or of making the mouth 
sore, which I, in common with many others, heretofore generally adopted, and therefore 
strongly recommend its employment, as an easy and speedy cure. 

Very often under this treatment, as under the antiphlogistic, when the inflammation 
subsides, the discharge from the urethra returns. Sometimes, but not always, hardness 
of the epididymis remains for a long while; but I do not think it of material conse- 
quence.—J. F’. S.] 


177. For compressing the testicle, strips of new linen or sheeting, cut 
in the direction of the threads, should be used, a full thumb broad and an 
ell long, and spread by a machine with good sticking but not too irritating 
adhesive plaster. The patient, in slight cases, may place himself before 
his medical attendant, leaning against the wall, in other cases he must lie 
on the edge of the bed or sofa that the purse may freely hang down. If the 
hair on the pubes be too long, it must be shaved. The practitioner takes 
the testicle in one hand, separating it from the sound one, while with the 
other he somewhat stretches the skin of the scrotum. The spermatic cord 
is also in like manner to be separated. If the testicle be very much 
swollen an assistant must hold it, otherwise it is sufficient for the patient 
himself to separate the healthy from the diseased testicle. The first strip 
of sticking plaster is to be applied upon the isolated spermatic cord 
an inch above the testicle, the end of the strip is to be held with the 
thumb whilst a circular band is applied round the cord. In the same 
manner a second strip is to be put on, which should partially cover the 
first. This act of compression must be carefully made, the sticking 


(a) Ueber die Behandlung der Hodenentziindung durch compression; in Hamburger Zejtschrift fir 
die gesammte Medicin, vol. i. part i. 


ee 


METASTASIS OF GONORRHGA, &c., TO THE BRAIN. 183 


plaster must closely envelop the cord, so that the testicle, especially if 
compressed at its lower end, cannot slip up through the loop which has 
been made towards the abdominal ring. The application of the sticking 
plaster is to be continued downwards to the bottom of the testicle in such 
way that each new turn overlaps one third of the breadth of the preceding 
one. Having reached the part of the swelling which has the largest 
girth, and where it gradually diminishes towards the base, the sticking 
plaster must no longer be applied circularly; the left hand must now 
grasp the part where the first strip was applied, and apply other strips, that, 
beginning from the upper part, they may be stretched in the long diameter of 
the testicle over the bottom and the other end attached behind. So many 
strips are to be applied in this direction that every part of the purse is 
covered, and the testicle enclosed and compressed in every direction. The 
application over the testicle must not be too tight. If both testicles are 
swollen, the compression must be applied as above described on one; there 
will not, however, be sufficient room for the circular straps to be applied 
separately on the other; they must, therefore, be so arranged that the 
previously compressed testicle should be enclosed with the other, and that 
thus strips of plaster should be carried around both testicles, the former 
serving as the point of support for the other. The strips from before to 
behind Should be applied as already stated. 


[I do not either approve or practise this mode of applying the plaster, but always 
commence from the bottom of the testicle, and pass upwards. It is rather more difficult; 
but if the skin of the purse be made tight over the testicle, as in operating for hydrocele, 
there is little awkwardness in applying the first few strips of plaster, and the rest follow 
with ease. Also as regards binding up the second testicle, if swollen, against that first 
compressed, I have not found much need to do so. The plasters will not fit very well 
at the first application; but, generally at the second, the pressure yields quite sufficiently 
for the perfect adjustment of the compression on each single testicle.—J. F. S.] 


178. The patient can generally leave his bed immediately after the 
plaster has been put on; if the inflammation be not very severe, or, if just 
commencing, he may even go about. The reapplication of the bandage, 
if once be insufficient, should only be made when the sticking plaster has 
become so loose that the scissors can be introduced under it to divide it. 
If in patients with irritable skin the plaster causes excoriations, little 
notches must be made, and GouLARD’s wash applied over it. 


[I have not found once nor twice sufficient for the reapplication of the compressing 
straps, but they need putting on afresh for several days. The diminution of the bulk 
of the testicle at each visit, till it reverts to its natural size, is often very remarkable.— 
J. F.S.] 


[ Metastasis of Gonorrhea and Inflamed Testicle to the Brain. 


In speaking of Mumps it was mentioned that metastasis of that disorder sometimes 
occurred to the testicle or breast: and, I think, I am able to show that from gonorrhea, 
and swelled testicle consequent on it, a metastasis may also take place to the brain, as in 
the following 

Case.—G. C., aged 31 years, a gardener, of healthy appearance, with a slight draw- 
ing up of the left corner of his mouth, was admitted into St. Thomas’s, under my care, 

Oct. 22, 1844. He states, that during infancy he was subject to fits, whence ensued the 
drawing up of his mouth, as at present existing ; but his health has been good up to two 
years since, when, whilst walking, he suddenly became giddy and insensible, and was 
told he was convulsed. He remembers he had then violent head-ache, and that he was 
cupped, blistered, and bled repeatedly, and under medical treatment for two months or 
more. Last June he had another attack of severe head-ache, and was relieved by cup- 
ping and purging ; but he has since been subject to swimming in the head, with dread 
of falling. 
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About six weeks since he was attacked with a thick glutinous discharge from the 
urethra, which he cannot ascribe to a recent cause, not having had any connexion for 
along while. The discharge continued pretty copious till within the last three days, 
when it diminished considerably, and the left testicle began to swell: it is now twice as 
large as natural, flattened, and very painful. _ I ordered him a dose of rhubarb and ca- 
lomel, and the testicle to be strapped. 7 

Oct. 26. The size of the testicle much reduced, and the strapping therefore to be re- 
applied. The discharge has rather increased. 

Oct. 29. In consequence of the continued increase of the discharge, an injection of 
nitrate of silver, three grains to a pint of water, was ordered, by the use of which, in the 
course of a few days, the discharge was lessened. 

Nov. 9. The testicle has returned to its natural size. He is complaining of headache, 
and feels swimming and giddiness. 

Nov. 12. Has violent pain across the temples; pupils dilated and fixed, and vision 
dimmed; hearing very acute and he is much disturbed by the slightest noise; pulse 80, 
full and very incompressible; tongue white; bowels soluble; urethral discharge les- 
sened. Kk pil. col. c. cal. gr.x. stat., c. c. ad 5xij. nuche et empl. lytt. postea adhib. 

JVov. 14. Has not slept for the last two nights; mouth more drawn up since yester- 
day than heretofore; hearing very acute; vision more dim. The shooting pain across 
the forehead is more severe, and comes on every ten minutes in paroxysms ; is perfectly 
sensible, and answers without hesitation ; bowels confined. Discharge,from the urethra 
entirely stopped. B pulv. rhet. c. hydr. 9j.; hirud. xij. temp. 

JVov. 15. Mouth more drawn; head symptoms as last reported; pulse 108, softer ; 
bowels open: complains of nausea. B hydr. chlorid. gr.ij., ant. potass. tart. gr. 6tis. ; 
hirud. xij. temp. 

Nov. 17. This afternoon he had an attack of violent pain in the belly, with tenderness 
on pressure ; pulse 108 and feeble. He was put in the hot bath, and a mustard poultice 
applied to the belly, by which he was relieved. But in the evening he had violent 
spasmodic pain, and it was found his bowels had not been relieved for the last three 
days. B ol. ricini 5ss., tinct. optt 1,xx. stat. This relieved him of the pain in the 
belly in the course of an hour or two. The head symptoms still continuing, a blister was 
applied to the nape of the neck. 

JVov. 18. Had no sleep last night, but was quiet; and has had this morning about half 
an hour’s sleep, the first he has had (according to his own account) since the 12th ult. 
Pain in the head violent as ever; pupils fixed and eyes vacant; pulse 108, feeble, sharp, 
but soft; tongue brownish; bowels open. 

Nov. 19. Still most violent head-ache, and complains of pain in the belly. Put into 
a slipper bath immediately, which much relieved him; his head to be shaved, and cold 
lotions to be applied. & tinct. rhet 3iv., tinct. op. 1yxx. ex aqud menthe piper. 

LNov. 20. His head aches much less: the pupils contract sluggishly on the application 
of light; pulse 108, feeble ; bowels freely opened. 

NVov. 21. Slept well last night; has less head-ache, but the pupils still continue slug- 
gish; the countenance is less anxious; pulse 84, softer. 

JNov. 22. His mouth having now began to be affected with the mercury, and his 
symptoms being improved, the pill was direeted to be taken at night only. 

JVov. 29. Has continued mending ; the head-ache has ceased, and his mouth has now 
reverted to its usual drawing up, the medicine was therefore left off. A gleety dis- 
charge from the urethra has re-appeared. 
~.Dec. Left the house quite well. The discharge has gradually subsided without any 
treatment.—J. F. 8. ] 


179. The proper application of the plaster requires great care; I have 
observed injurious effects from compression, in the practice abroad, by in- 
attention to this circumstance. The advantages of this mode of treatment 
are, according to FRIcKE’s numerous observations, quick subsidence of the 
pain, a more rapid cure of the disease, simplicity, cheapness, and little want 
of attendance. 
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180. Inflammation of the Lumbar Muscles (Lumbago, Psoitis, Lat. ; 
Eniziindung der Lendenmuskeln, Germ. ; Inflammation des Muscles Lom- 
baires, Fr.) is situated in the musculus psoas and m. quadratus lumborum, 
and in the surrounding cellular tissue (1). 

It sometimes occurs suddenly ;_the patient feels pain in the loins; walk 
ing becomes troublesome ; the thighs can be neither raised nor completely 
extended without pain. Sometimes it commences gradually, with pricking 
pain, which, becoming more severe, spreads into the hip and thigh to the 
knee-joint. Not unfrequently the course of the inflammation is so insidious 
that it is scarcely noticed, and the disease is first shown by the collection of 
pus. According to the degree of the inflammation does suppuration occur 
early or late. The pus collects in the cellular tissue surrounding the psoas 
muscle, descends in its course, and a swelling is produced beneath Pourart’s 
ligament, in the neighbourhood of the rectum, upon the spine,and so on. 
During these collections of matter, the patient suffers pain in the loins ; 
walking is troublesome, a movement of the pus contained in the swelling is 
felt on coughing ; the swelling is smaller when in the recumbent posture ; 
at first the skin is unchanged. The general symptoms of suppuration, as 
emaciation, night sweats, hectic fever, and so on, rarely occur when the 
extent of the abscess is not large. But if, during its increase, the skin cover- 
ing it inflame and break, pus is discharged at first without smell, but sub- 
sequently stinking, and the powers of the patient are quickly exhausted, or 
the aperture draws together and remains fistulous for a long time. 

[(1) It must be distinctly understood that the disease now under consideration, is not 
that we usually call “Lumbago,” which consists of a rheumatic inflammation of the 
lumbar fascia, but the complaint which we know as “ Psoas or Lumbar Abscess ;” and, 
as will be presently seen, it is almost always a secondary disease, a disease in the part, 
and not of the part, as HuNTER calls such, resulting from affection of the vertebra, and 
would be more in place if considered with diseases of joints, under the head Inflamma- 
tion of the Vertebral Joints.” (par. 257 and following.)—4. F. s. 

_ AsTLEY Cooper says of this disease:—“ You may know this abscess by the following 
marks :—in the first place, when you ask the patient whether he has for a long time had 
continued pains in the loins; if he has psoas abscess, he will reply ‘ yes; four, five, or 
six months ;’ you will find that he has a difficulty in extending the thigh if he puts his 
legs together, he feels pain and tightness in the groin, and has increased pain in attempt- 
ing to exert the limb, in consequence of the psoas muscle being then on the stretch.” | 


(p. 460.) 
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Pearson remarks, that “during the progress of suppuration, as there is a remission of 
the more severe symptoms, the patient often imagines that he is recovering his health ; 
some degree of pain, however, and an inability of duly performing the motion of the 
parts always remain. He is, sooner or later, alarmed by the appearance of a soft tumor, 
which arises in one or more of the parts enumerated above. At the first it is rarely ac- 
companied with any discoloration of the integuments or pain, unless it be compressed. 
When the person stands erect, the tumour becomes more prominent ; but its contents re- 
cede, either in whole or in part, when he assumes a horizontal posture.” He also notices, 
that ‘if the contents of the abscess be included in a firm cyst, the long continued pres- 
sure of so large a body upon the lumbar vertebre will sometimes induce a paralysis of 
the lower extremities.” (pp. 97-9.)] 


181. The causes of this inflammation may be external violence, severe 
strains, catching cold, rheumatism, gout, dyscratic affections of all kinds. 
Caries of the lumbar vertebree very frequently accompanies lumbar abscess, 
of which it may be cause or consequence. 


[The cause of this disease is held by English surgeons in general to be disease of the 
vertebrae. This seems to have been first noticed by Port, who, in speaking of the 
complaint which arises from what is commonly called “ strumous or scrofulous indispo- 
sition affecting the parts composing the spine,” says, that “ sometimes it is found in the 
form of bags or cysts, containing a quantity of stuff of very unequal consistence, partly 
purulent, partly sanious, and partly acurd-like kind of substance; and not unfrequently 
entirely of the last. Sometimes, under these bags or cysts, even while they remain whole, 
the subjacent bones are found to be distempered, that is, deprived of periosteum, and 
tending to become carious.” And then he comes to the disease now considered :—“ Some- 
times these collections erode the containing membranes, and make their way down by 
the side of the psoas muscle toward the groin, or by the side of the pelvis behind the great 
trochanter, or, in some cases, to the outside of the upper part of the thigh.” (pp. 467, 8.) 

AstTLEy Cooper describes it as “ very often nothing more than an abscess, from the 
disease of the intervertebral substance which I have just spoken of, having its origin in 
inflammation of the spine and the intervertebral substance. The matter spreads till it 
reaches the origin of the psoas muscle, which passes into ulceration, and forms a bag, 
surrounded by a complete ring. The abscess proceeds as far as the tendon of the 
muscle, by Poupart’s ligament, and its further progress is restrained by the tendon; 
when it passes under Poupart’s ligament, between the femoral vein and the symphysis 
pubis, it has generally attained considerable magnitude, and has the appearance of 
femoral hernia. * * * If the abscess form on the side of the vertebre, instead of the 
fore part, it is termed lumbar abscess instead of psoas.” (p. 460.) 


ABERNETHY says :—“ Lumbar abscesses in general descend along the psoas muscle, 
under Poupart’s ligament ;” they “also, in general, are not simple diseases; they arise 
from and communicate with carious vertebrae; which circumstance is, I believe, the 
cause of their frequent fatality. The first eight cases that I attended, after I had 
adopted a new mode of opening them, were simple abscesses, and not arising from 
disease of the bone, which led me to believe that they were more frequently unconnected 
with diseased bone than later experience has taught me. The general opinion of Sur- 
geons, in which I entirely concur, is, that lumbar abscesses most frequently arise in 
consequence of diseases of the vertebrae, and they should certainly all be treated as if 
such was their origin ;” (p. 143.) “as,” he afterwards observes, “ we cannot know 
whether the bone be diseased or not.” (p. 159.) 

LAWRENCE speaks of “ the chronic abscess termed psoas or lumbar abscess, where, in 
consequence of the disease of the vertebree of the lower portion of the back or loins, 
matter forms around that diseased part, and then descends through the loose cellular 
membrane covering the muscles along the side of the pelvis into the thigh; it may take 
a course towards the back, or may go in various directions either within or on the out- 
side of the pelvis.” (p. 396.) ' 

DupvuytrEN says :—“ Caries having been once established, the pus remains for a longer 
or shorter time in the carious spot, in the parts surrounding it, and especially in the cellu- 
lar tissue. It forms at first a cyst where the pus collects. As the quantity of pus increases 
the cyst descends ; lengthens as it inclines to one or other side of the spinal column, or 
to both sides at once; the pus makes its way, pushing before it the lower end of the 
cyst; if it meet with any obstacle it spreads out, but contracts when pressed on by the 
neighbouring parts, and dilates again when relieved from the pressure. Having arrived 
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beneath the skin, after a more or less lengthy course, the pus projects, and causes a swelling 
which terminates by forming an abscess. This purulent collection, known by the name 
of congestive abscess, but more properly called symptomatic abscess, is a very serious 
disease, and generally considered fatal.” (pp. 136, 7.) 

The disease may and frequently does arise from external violence, blows, strains, or 
the like ; but its commencement is in the spine, whence it is propagated to the muscles, 
which, however, are in fact only absorbed to form a route for the matter produced by 
. the diseased vertebre to escape.; 

Inflammation and suppuration in the psoas muscle, or in the lumbar mass of muscles, 
without disease of the spine, is rare, and more especially in the former. Of the nine- 
teen cases given by ABERNETHY, only two are mentioned in which there was no actual 
disease of spine.—J. F. S.] 


[181*. Psoas abscess, when protruding below Pourarv’s ligament, may, 
on account of having the same seat as femoral hernia, be mistaken for 
that disease, especially as it dilates on coughing, and to a certain degree 
returns into the belly when the patient lies down. But it is generally 
of larger size, of greater breadth than femoral rupture, and the fingers 
cannot be at all thrust behind it, as they can be partially behind the her- 
nial sac. The principle distinction, however, is the long continuance of 
pain in the loins previous to its appearance, and which, indeed, still conti- 
nues: and the pain produced by attempting to extend the thigh backwards 
upon the pelvis, and which can only be effected to a limited extent. 
When the abscess appears in the loins there is no difficulty in determining 
its character by its history and by its dilatation on coughing. Pulsation 
may sometimes be communicated to it from the neighbouring large vessels, 
and under such circumstances it has been mistaken for aneurism.—J. F. s. 

Joun Prarson well observes :—“ The situation of the external abscess is not uniform; 
most commonly it is at some distance from the original seat of the disease; nor is the 
point at which it projects forward to be considered as forming a portion of the abscess. 
The fluctuation of the matter may therefore be mos tpalpable about the loins, or at the 
hip, in the groin, or near the rectum, and sometimes it points towards the lower part of 
the thigh, in the direction of the large blood vessels.” (pp. 96, 7.) “As the purulent 
matter is situated behind the peritoneum, and the erect position of the body is favourable 


to its progression downwards, we do not often meet with instances where it is effused 
into the cavity of the abdomen.” (pp. 98, 9.) 


SamvuEL Cooper (a) mentions a remarkable case of lumbar abscess, under the care of 
RaMSDEN, in which “ the tumour extended, from the ilium and sacrum below, as high as 
the ribs; its diameter, from behind forwards, might be about six or eight inches; it was 
attended with so strong a pulsation, corresponding with that of the arteries, that it was 
considered to be a case of aneurism of the aorta. After some weeks, as the tumour in- 
creased in size, the throbbing of the whole swelling gradually became fainter and fainter, 
and at length could not be felt at all. The tumour was nearly on the point of bursting, 
and RAMSDEN, suspecting that it was an abscess, determined to make a small puncture 
in it; and a large quantity of pus was evacuated at intervals.” (p. 944.)] 


182. The dispersion of the inflammation of the lumbar muscles would 
be in most instances possible, were not the symptoms often at first so 
slight as to be usually neglected. The Cure is directed by the degree of 
the inflammation and its causes. In severe inflammation the antiphlogistic 
treatment is properly adopted, blood-letting, the application of leeches or 
cupping-glasses. As the inflammation diminishes, the resolution is to be en- 
couraged by volatile ointments and perpetual blisters. Ifthe cause be rheu- 
matism or gout, and the inflammation be insidious, solution of acetate of am- 
monia in infusion of elder flowers, antimonial wine in small doses, DovEr’s 
powder, camphor and the like, may be given; but especially warm baths, 
rubbing in volatile ointments, blisters, and issues, are to be used. 


(a) Surgical Dictionary,—Article, Lumbar Abscess. 
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[The reason assigned by Cnettus for the neglect of the primary symptoms of this 
disease is hardly carried far enough, as, in reality, the attack comes on so slowly and 
insidiously that the patient is scarcely aware of having anything more than slight 
rheumatic or “ growing pains,” as young people call them, till some trifling occurrence 
brings him to a stand-still, and the serious character of his disorder is almost acciden- 
tally discovered, often, indeed, not before it has proceeded to suppuration.—J. F. 8.] 

183. When the inflammation terminates in suppuration, and swellings are 
formed by the descent of the pus, such abscesses, even when they have ob- 
tained a considerable size, may, in some cases, although rarely, be dispersed, 
by perpetual blisters or issues on the loins, by general treatment which puts 
the abdominal functions in order and strengthens the patient’s powers (1). 
But if, under this treatment, the abscess increase, it must be openedwith alan- 
cet, which should be introduced obliquely (2). ‘The pus must be discharged, 
as far as possible, in an unbroken stream. The wound is to be carefully closed 
with sticking plaster, a compress is to be laid over it, the patient kept 
quiet, and the above-mentioned treatment employed. The wound usually 
closes in a few days ; but the pus most commonly recollects, though in less 
quantity than at first. If the swelling again rise sufficiently high, it must 
be again emptied as before, and this must be repeated as often as the abscess 
is reformed. If the abscess be originally of no great size, or diminished 
by repeated punctures, it is often best to treat it as a common abscess, to 
open it freely, and simply apply a poultice ; at the same time, however, sup- 
porting the powers by tonic remedies, and by a proper dietetic regimen. 

[(1) DupuyTREN observes, that “ these abscesses remain sometimes in the same 
state for years, and without causing any symptoms; the pus is gradually absorbed and 
no trace of them remains. At other times, after a greater or less interval, the skin cover- 
ing them inflames, bursts, and gives issue to the pus, which drains away and is not repro- 
duced. In other circumstances, the pus, having remained for a longer or shorter time, 


is converted into an adipocerous matter: chemical experiments have proved, indeed, 
that such is the nature of the substance sometimes met with in abscesses of this kind.” 


(p. 138.) 
AstTLEy Cooper has made the following observation in regard to the treatment of 
this disease :—“ You must allow the abscess to take its course ; very little can be done 


in this disease until it has acquired considerable magnitude.” (p. 460.) This recom- 
mendation is very unsatisfactory ; for the treatment should be commenced so soon as the 
existence of the disease can be ascertained with any certainty, so far, at least, as the use 
of counter irritants is concerned; for I cannot agree with Cooper that “little can be 
done to prevent its progress when once formed, and I do not know that any advantage 
is to be derived from counter irritation.” (p. 461.) I feel sure, on the contrary, that 
much may be done, and, believing that caries of the vertebrée is always the origin of the 
disease, the treatment which it requires is that which at the onset is necessary for lumbar 
or psoas abscess, and which, indeed, must be persevered in, even after the abscess has 
either burst or been punctured; I mean the use of issues.—J. F. 8. 

Various expedients have been proposed for exciting the absorbents to take up the 
pus. ‘ ‘The elder CLINE (a) once gave digitalis to a very considerable extent to a boy 
of fourteen or fifteen years old; the abscess diminished for a little time, but when the 
digitalis was given up, in consequence of its influence on the general health, the disease 
returned.” (p. 461.) ABERNETHY has recommended the application of repeated blisters 
or of open blisters upon the swelling, and has given two cases under this treatment 
in which the pus was absorbed. I have not had any personal experience on this. 
point, and cannot, therefore, say anything about it. The same distinguished surgeon 
has also advocated the use of electricity ; but, as in all the cases in which he employed it, 
other remedies were also used, it is not possible to determine what benefit was attained 
by it. The exhibition of emetics, to which he also resorted, was under the same cir- 
cumstances, and, therefore, much cannot be decidedly attributed to them. 

Issues are most important aids in the successful treatment of psoas or lumbar ab- 
scess, either whilst the abscess remains unopen, or after an aperture in it has been 
self-formed or made artificially, by which the pus has escaped, and from which it long 


(a) As stated by AsTLEy Cooper. 
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continues to be discharged. I do not know any circumstance under which their em- 
ployment should be withheld. The issue should not be made on the same side of the 
spine as that where the abscess is, if presenting in the loins, but on the other side, and 
opposite the outer margin of the m. quadratus lumborum. And, if there be abscess in 
both lumbar regions, the issues should be put in above and below them. But, if the 
swelling present in the top of the thigh, as in the psoas abscess specially so called, it 
may then be made on the same side, or, indeed, on both sides issues may be introduced. 
The issue should never be made upon the ridge of the spine, as, on account of the near- 
ness of the spinous processes to the skin, the periosteum and ligaments covering their tips 
may be involved in the slough, and the processes themselves become necrotic. Neither 
should it be made over or upon the abscess itself, as the separation of the slough will 
open its cavity. Large issues I do not think advisable: a slough as large as a sixpence, 
made with caustic potash, will, when thrown off, leave a wound as big as a shilling, 
which is large enough to hold three or four glass beads, and amply sufficient, as with 
but little attention the issues can be kept open for a considerable time, and, when they 
seem disposed to heal, their surface must be smeared with the caustic potash suffi- 
ciently to produce a fresh slough, and, on its separation, the peas are to be again intro- 
duced. The intention of the issues is to divert the diseased action going on in the vertebral 
column, which is generally the cause of psoas or lumbar abscess, as already mentioned, 
and is a practice which I have found eminently successful.—s. F. s. 

(2) Much difference of opinion still exists among surgeons as to the propriety of waiting 
the self-evacuation of these abscesses, or of puncturing and emptying them either entirely 
or partially. 

ABERNETHY asks, when the abscess “ protrudes the integuments, that they, from dis- 
tension, become irritated ; that their temperature is slightly augmented ; what are we 
then todo? Are we to wait till evident signs of inflammation appear? I think not. I 
would relieve them from distension, by emptying the abscess through a wound made by 
an abscess lancet. I would open the abscess for a reason which appears paradoxical on 
its first proposal, which is that it may be kept closed. We can empty a cavity, and by 
healing the wound keep it afterwards shut, and no inflammation ensues. ‘If nature 
opeus the cavity by ulceration, the opening is permanent and the inflammation conse- 
quent must be endured.” (p. 153.) 

The practice of puncturing large abscesses with a trocar, seems to have been first 
advised by DEcKERS, in 1696; he left the canula in the cavity stopped with a cork, and 
let out the matter at intervals. The same proceeding was also adopted by Bensamin 
Bett. Tapping these abscesses with a small trocar was also recommended by 
CrowTHER, who always introduced it at the same spot. He thought that the aperture 
so made did not ulcerate, nor allow the matter to escape after being dressed. In addition 
to drawing off the pus with a trocar, Larra (a) advises, that after this is effected, the 
end of the canula, which had been introduced at the bottom, should be pressed gently 
up to the top of the abscess, the trocar introduced into it and thrust through the skin, 
and then, being withdrawn, a skein of silk to be passed through the canula, which is also 
to be removed, and thus a seton formed. (p. 36.) The introduction of the seton is, I 
should consider, a very dangerous experiment, as likely to excite inflammation, always 
too much to be dreaded, in a part too prone to run into that condition. I have never 
pursued this practice, nor, for the reason just mentioned, should I be disposed to do so. 
And, as to puncturing with the trocar, I do not see any advantage to be obtained from 
it, and certainly cannot believe the wound would heal more speedily than a simple 
puncture with a lancet.—s. F. s. 

ABERNETHY’S peculiar treatment consisted in puncturing with “an abscess lancet 
introduced with very little obliquity so far that the wound of the cyst of the abscess 
should be half an inch in length, and that of the integuments, of course, a little longer. 
A wound of that size is generally sufficient to give discharge to the solid flakes which will 
occasionally block up the opening without much poking. It is necessary that the flow 
of matter should be uninterrupted, so that no air should gain admittance ; it is, there- 
fore, right to make pressure on the abscess, in proportion as it is emptied. The abscess 
where it presents itself is emptied before that part of it in the loins is completely so. 
The surgeon should then press the sides of the wound together with his finger and 
thumb, so as to prevent the ingress of air, and desire the patient to cough repeatedly, 
which will impel the matter from the internal part of the abscess into that which is 
punctured. When the abscess is emptied as much as possible, the wound should be at- 
tentively wiped, and the edges placed in exact contact, and retained in that state by 
strips of plaster.” (p. 154.) A compress is then put on, but no bandage; the patient is 

(a) Practical System of Surgery, vol. i. : 
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to lie perfectly quiet, and the wound, being dressed every second day, “ generally united 
by adhesion, though sometimes otherwise, for it may discharge a little, and yet unite 
firmly. The abscess thus treated is as free from inflammation as it was before it was 
punctured. The abscess will, however, fill again, and that sometimes even rapidly. In 
the first. cases which I attended, I punctured pretty regularly after the expiration of a 
fortnight, and I found in general that the abscess contained about one-third less of 
fluid. * * * After having discharged the contents of the abscess three or four times, 
I found that it was not necessary, nor, indeed, easily practicable to puncture it at the 
end of the fortnight, because it was so little filled and prominent.” (pp. 155, 6.) 

AstLrey Cooper supports ABERNETHY’s mode of treatment. He says:—“ Let the 
abscess proceed until you observe a redness or blush of the skin, and then adopt Mr. 
ABERNETHY’S plan of making a valvular opening into the part, so as to discharge the 
matter, and close the wound almost immediately. The danger does not arise from the 
quantity of matter accumulated, but from the irritation produced by the attempts of 
nature to close the abscess and fill the cavity by the process of adhesion. Four days 
after the abscess is opened violent symptoms of constitutional irritation are apt to come 
on, such as great depression of strength, loss of appetite, and the patient is soon reduced 
to the lowest extremity. It is extremely desirable to prevent the occurrence of these 
symptoms, and the plan of Mr. ABERNETHY is the best that has ever been suggested by 
any Surgeon with a view of preventing them.” (p. 461.) 

LAWRENCE also advocates ABERNETHY’S practice, as it “ gets rid of the continuance of 
an abscess of this kind without incurring the risk of the inconvenience” which arises 
when, “ as in opening a phlegmonous abscess, an incision is made and the matter let 
run out, and then applying a poultice over it, the access of air into the abscess produces 
decomposition of the pus which it contains, the matter becomes fetid, the surface of the 
abscess is inflamed, and the secretion from its sides becomes exceedingly altered, thin, 
and stinking, extremely irritating to the portion which is in contact with it. The in- 
flamed surface of the abscess is a source of sympathetic disturbance in other parts in the 
alimentary canal or in the vascular system, and thus arises fever of a different kind.” 
(p. 396. 

ene as K1rKLAND, prefer “ the tumour being suffered to break of itself, and 
its contents to drain gently off, through a very small aperture, which prevents the free 
ingress of air and violent symptoms; for, when a large tumour of this sort forms on the 
inside of the thigh, and breaks in a large opening, in such a manner that the air has 
already passage, we frequently see a violent colliquative fever succeed, that closes the 
scene in a very short time. But, though small openings should be obtained if possible, 
they too seldom secure the patient.” (p. 199.) 

Joun PrEarson observes on this point :—“ Some of the older Surgeons, and the French 
Surgeons (of his time) in general, advise a free opening to be made, or the introduction 
ofaseton. It hath been thought more advisable, by other practitioners, to permit the 
abscess to burst spontaneously. Several of the modern Surgeons recommend a very 
small aperture to be made, and the ulcer to be treated in a very gentle manner. My 
own experience is in favour of the last mode of treatment, and I have been so happy as 
to see it followed by a perfect cure of the disease.” (p. 103.) 

DupvuyTrEN “considers it dangerous to open symptomatic abscesses, resulting from 
caries of the spine, which has yielded to treatment. So to proceed is to re-excite the 
principal malady, and to lose all the benefit of long and active treatment. He, therefore, 
recommends giving up these abscesses to the mere efforts of nature; and he follows the 
same practice even when all remedies have been unavailing to cure the caries.” (p. 139.) 


The practice I have pursued, which has been for many years past commonly followed 
at St. Thomas’s Hospital, has been either to permit the abscess to break of itself, or 
only to puncture it when the skin has so reddened and thinned at one point that there 
is no chance of its bursting being avoided. The puncture should not be a large one, nor 
do I think making it valvular is of any consequence, as I make no effort to produce its 
union. It should be of sufficient size to permit the escape of the pus, which should flow 
out, if it may be so said, at the pleasure of the abscess, which should, on no account, be 
squeezed or kneaded, to empty its cavity. If thus left to itself the pus flows slowly and the 
sides of the abscess gradually fall together, though without at once uniting, and accom- 
modate themselves to their new condition, so that ultimately the original abscess becomes 
only a more or less capacious sinuous cavity, which, if the disease originate in the 
spine, gives vent to the pus there formed, and may itself also, for a longer or shorter 
time, furnish the discharge. I have not generally observed the hectic symptoms which 
by some Surgeons are described as almost certainly occurring when large abscesses, 
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bursting or being opened, at once empty themselves; and I apprehend that when the 
sac inflames and hectic fever comes on, the cause is rather in the irritable state of the 
constitution than in the emptying of the abscess. I am not prepared to say, nor would 
I advise a large puncture and the immediate emptying of the abscess; but, from repeated 
observation of the practice of others, corresponding to my own above described, viz., the 
gradual evacuation, either by bursting or by a moderately large puncture, I am convinced 
that this plan of proceedings is the best.—s. F. s. 

The issues are to be still kept up, even after the puncture has been made, for the pur- 
pose of diverting the original disease, as already mentioned; and this practice is in 
accordance with ABERNETHY’S recommendation, that “an issue should be made in the 
loins, which is likely to be beneficial by its counter-irritation, even when the abscess is 
not connected with diseased bone ; but, when it is, then an issue will be more serviceable 
and necessary.” (p. 151.) 

As regards injecting the sinuous cavities into which, after a time, these abscesses are 
converted, PEaRson states, that “‘some of the older writers forbid the use of injections 
in the lumbar abscess ; but their reasons seem to be founded upon mistaken ideas of the 
true situation of the disease. Solutions of copper, vitriol, or even tepid sea water may 
sometimes be applied in this way with considerable advantage.” (pp. 103, 4.) AsTLEY 
Cooper also says, he “ has seen benefit from injecting the abscess, (I presume when it 
has become fistulous,—s. F. s.): the injection usually employed is the sulphate of zinc 
or alumen; it promotes the adhesive process in the interior of the abscess, glues its sides 
together, and lessens the purulent secretion.” (p. 461.) DupuyTRen states “that cauteri- 
zation may be employed advantageously ; but the actual cautery must be straight and 
exactly run through the canal. In other cases it may be convenient to have recourse to 
injections of nitrate of silver, or of nitric acid, largely diluted with water, taking care that 
these liquids do not escape in their course. For these injections he employs twenty or 
thirty grains, or a drachm of nitrate of silver to a pint of distilled water, and injects it 
with a siphonous syringe.” (p. 148.) 


184. There is danger when the cavity of the abscess inflames after the 
discharge of the pus; and attempts must be made to diminish the inflam- 
mation by quiet, by suitable antiphlogistic treatment, and by discharge of 
the pus. Ifsymptoms of hectic fever are indicated, or the opening of the 
abscess become fistulous, (the cause of which may be some internal process 
still going on, such as caries of the lumbar vertebre or thickening of the 
walls of the abscess,) the powers of the patient must be supported as much 
as possible, and, if a general cause can be found out, we must endeavour to 
counteract it. 


[ When the cavity of the abscess is inflamed it is known by the great pain caused by 
slight pressure on the surface, and by the escape of a thin, fetid, frothy matter from the 
aperture, whether made by ulceration or artificially. It is generally accompanied by 
the hectic symptoms; but, sometimes, ABERNETHY observes, “ both the local and consti- 
tutional diseases are of a more purely inflammatory kind ;” under which circumstance, 
the above-mentioned discharge and the hectic symptoms are deficient. Sometimes “ the 
fever is at first inflammatory, then hectical, and, when the local complaint becomes indo- 
lent, the general state of the patient’s health is no longer affected.” , And ABERNETHY says, 
he has “ known a considerable space of time elapse between the first bursting ofa lumbar 
abscess and its assuming that morbid state which is so peculiar to those diseases, and 
which produces a corresponding affection of the system in general.” (pp. 221, 2.) 

In conclusion, it is right to mention the important observation made by PEarson, 
that, “although the larger arteries have been known to be surrounded with purulent 
matter for a considerable length of time without suffering any injury, yet this is not 
universally the case; there have occurred many instances where erosion has taken 
place, and the person has been suddenly destroyed with hemorrhage.” (pp. 99, 100.) 
M‘DowELt (a), however, mentions a case in which “ ulceration took place in a portion 
of the ilium adhering to the cyst of the abscess: and the contents of the bowel, after 
having passed into the abscess, escaped through a fistulous opening near the spine of the 
ileum. Ulceration also of the external iliac artery followed about an inch and a half 
above Poupart’s ligament, and sudden death resulted from the blood escaping in large 


quantities into the cavity of the abscess.” (pp. 912.)] 
(a) In Dublin Journal of Medical Science, vol. iv. 
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185. Whitlow, or Inflammation of the Nail-Joint of the Fingers and 
Toes, (Panaritium, Onychia, Paronychia, Lat. ; Umlauf, Wurm, Germ. ; 
Inflammation des Doigts, Panaris, ¥r.,) according to its seat and the con- 
sequent variations of its severity, usually presents itself in the following 
four degrees :— 


[The following mode of deriving the term whitlow, as given by Brckxrrr (a), is 
interesting :—* The old English word hawe signifies a swelling of any part. Thus, for 
instance, a little swelling on the cornea, was anciently called the hawe in the eye; and 
the swelling that frequently happens on the finger, on one side the nail, was called 
whitehawe, and afterwards whitflaw or whitlow.” (p. 52.) 

The division of whitlows employed by CHExius was first proposed by GARENGEOT, 
and is generally followed; but, excepting the first species, which is well marked, I am 
rather disposed to agree with Gipson (6), that “ these varieties, however, are in a great 
measure arbitrary; for it is not always in the power of any surgeon to declare from 
examination of the part, what particular texture is affected.” (p. 186.)—J. F. S.] 


First. If the inflammation be entirely superficial at the root or side of 
the nail, the pain is not great; the swelling does not spread beyond_the 
first joint of the finger, but quickly passes to the outpouring of a purulent 
matter which lies immediately beneath the skin, and assumes a bluish colour ; 
the pain only becomes severe when pus has collected beneath the nail, 
which generally falls off, and a new one soon grows. 


{This whitlow is ABERNETHY’s Paronychia ungualis. It begins with slight inflam- 
mation, accompanied with a throbbing, and by degrees raises up a small white semi- 
transparent bladder, the whiteness of which depends on the thickness and opacity of the 
cuticle. It seems, as Le Drawn says, to be “only a disease of the skin, which, being 
slightly excoriated or irritated from some external cause, inflames, and is followed by a 
collection of purulent serum between the cuticle and true skin.” (p. 413; Fr. edit., p.539.) ] 

If the whitlow be left without puncture, it continues increasing, stripping the cuticle 
of the true skin, and distending it more and more, till at last, finding a crack or a thin 
part, it bursts, and the pus is discharged But the continued pressure has ulcerated the 
cutis and then, as Joun HunTer observes, “the soft parts underneath push out through 
the opening in the cuticle, like a fungus, which, when irritated from any accident, give 
a greater idea of soreness, perhaps, than any other morbid part of the machine ever does. 
This is owing to the surrounding belts of cuticle not having given way to the increase 
of the parts underneath, by which means they are squeezed out of this small opening, 
like paint out of a bladder.” (p. 470.) ‘ 


(a) Phil. Trans., 1720, vol. xxxi. (6) Institutes and Practice of Surgery, vol. i. 
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Hunter gives the following reasons (the correctness of which must be readily ad- 
mitted) why the abscesses “about the nails, commonly called whitlows, more especially 
in working people, give so much pain in the time of inflammation, and are so long in 
breaking, even after the matter has got through the cutis to the cuticle; the thickness 
of the cuticle, as also the rigidity of the nail, acting in those cases like a tight bandage, 
which does not allow them to swell or give way to the extravasation; for in the cuticle 
there is not the relaxing power, which adds considerably to the pain arising from the 
inflammation; but when the abscess has reached to this thick cuticle it has not the power 
of irritation, and therefore acts only by distension ; and this is, in most cases, so consi- 
derable as to produce a separation of the cuticle from the cutis for a considerable way 
round the abscess.” (p. 469.) * * * “ All of which circumstances taken together, make 
these complaints much more painful than a similar-sized abscess in any of the soft 
parts.” (p. 469.) ] 


Second. When the inflammation is situated in the cellular tissue beneath 
the skin, and commonly at the bulbous end of the finger, the pain is very 
severe on account of the tension of the thickened skin. If the inflammation 
pass into suppuration, fluctuation cannot readily be perceived, and the pus 
makes itself an outlet with difficulty. 


[This form might not inaptly be called Paronychia cellulosa, as, in the inflamed cellular 
tissue of other parts, the inflammation is disposed to spread ; the whole finger often 
becomes affected, and the disease occasionally extends into the hand itself. The severity 
of the pain is great, because, as Le Dran observes, “the skin of the finger is of very close 
texture, and therefore cannot yield to the increased size of the inflamed parts which it 
encloses, consequently the tension, pain, and fever are more violent,” (p. 414; Fr. edit. 
p- 542.)] 


Third. Vf the inflammation be situated in the sheaths of the tendons, the 
pain, which is specially situated on the front of the finger, is very severe, 
and strikes up through the whole arm to the shoulder ; upon the finger only 
a slight swelling is to be observed, but it spreads so much the more over the 
greater part of the hand to the wrist, and even to the forearm. Severe fever 
usually accompanies it. If the thumb, fore, or middle finger be attacked, 
the pain ascends outwards upon the front of the hand; but, if the ring or 
little finger be attacked, then the pain is continued along the ulnar surface to 
the elbow-joint and up to the arm-pit. When suppuration occurs, fluctuation 
is not distinguishable on account of the deep situation of the pus. The 
inflammation readily spreads to the periosteum, and destruction of the 
phalanges often ensues. 


[This form is ABernetuy’s Paronychia tendinosa. 

TRAVERS (a) observes that “this, the case of acute paronychia,” as he calls it, “is 
frequently accompanied with absorbent inflammation, but not invariably ; nor is it on 
this account more serious. Matter is secreted by the inflamed synovial surface of the 
tendinous sheath, or the particular fascia investing the tendinous extremity of a muscle 
of the arm or leg; or beneath a ligamentous expansion, as the palmar or plantar aponeu- 
rosis.” Sometimes the symptoms supervene in a few hours after the injury, sometimes 
not for days, so that the patient scarcely recognises the injury, usually a small penetrat- 
ing wound. If the wounded thumb or finger is disfigured by excessive cedema, the 
symptoms of disturbance are less severe than when, with great tension, the swelling is 
inconsiderable and void of fluctuation, so as to make the existence of matter doubtful. 
The quantity of pus is so small, and the relief of discharging it so great, as to demonstrate 
that its situation alone had given rise to the intense pain. Is it owing to the partial 
escape of matter into the cellular substance, or to the inflammation having originally 
attacked this texture, exterior to the theca or fascia, and affected the interior only by 
Sympathetic connexion, that the symptoms are less urgent when the edema is present ?” 
(pp. 216, 17.) 

Lz Draw considers this form of whitlow to differ from the preceding in not being 
consequent on phlegmonous but erysipelatous inflammation : and he does “not think 
that an erysipelas affecting these parts, and forming a whitlow can proceed from an in- 


(a) On Constitutional Irritation, part i. 
VOL. I. 9) 
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ternal cause, as other tendons are not found subject to this disorder: but it may be 
owing to a puncture which has affected the tendon, together with the sheath, or even 
the sheath alone. These two parts, we know, are blended together at the third joint 
where the tendon is inserted into the bone: it is therefore no wonder if inflammation of 
the one should extend to the other. The inflammation spreads afterwards all over the 
hand and along the muscle from which the tendon arises, as far as to the fore arm, 
sometimes even to the whole arm, forming an erysipelatous inflation, which terminates 
under the arm-pit, and swells the axillary glands. The pain and fever are then very 
violent, attended sometimes with delirium and convulsions.” (p. 419; Fr. edit., p. 547.) 

This tendinous and the cellular whitlow just described are continally running one 
into the other from continuous sympathy ; and, under one or other form, or a compound 
of both, often appears the result of punctured wounds, (which will be heareafter consi- 
dered, par. 328.) especially those most dangerous and often fatal received during dis- 
section. The inflammation set up in the tendon or its sheath, and propagated from 
the one to the other, as described by Le Dray, is always accompanied with inflamma- 
tion of the neighbouring cellular tissue, and, as CHELIUS observes, often spreads to the 
periosteum, which, separating from the bone in consequence of the effusion of matter be- 
neath it, and often participating in the slough of the theca and tendon, which not unfre- 
quently, though not so constantly, happens in this disease, that we can agree in LE 
Dran’s definition, that it is “not a phlegmonous abseess, like the second kind, but a pu- 
trefaction either of the sheath alone or the tendon with it.” Under these circumstances, 
the bone is destroyed and exfoliates, which is commonly a very tedious though not dan- 
gerous process.—J. F. S.] 


Fourth. On the inflammation taking place in the periosteum ; the pain is 
excessively severe, though not spreading over the hand and fore arm; the 
affected finger at the beginning is not at all swollen; it soon suppurates, 
and the bone is attacked. 

The severe kinds of whitlow may be connected with each other inasmuch 
as a less may pass into a more severe form. In the spreading of the in- 
flammation over the hand, painful swellings may occur in various parts. 


A painful state, near the nail of the little finger, without any previously apparent in- 
flammation, has been observed, which Ricuter calls the dry whitlow, in which the 
pain continues for minutes or hours, and then disappears for days or weeks. On ampu- 
tation of the finger all the soft parts are found natural, but the bone converted into a 
mass resembling fat (a ). 

[ ABERNETHY Calls this Paronychia osseosa. 

Le Drawn asserts “ that this species of whitlow proceeds from a disease of the bone, 
in consequence of which the periosteum soon putrefies, or is attacked with an erysipelas 
which degenerates into a putrefaction: from whence it happens that, when making an 
opening, the bone is found bare and frequently carious.” He observes that “the inflam- 
mation seldom extends over the fore arm, as described in the preceding kind.” (p. 420; 
Fr. edit., p. 550.) 

I do not recollect to have distinguished this disease, and doubt much whether the in- 
dications mentioned are sufficient for that purpose.—s. F. s. 


ABERNETHY speaks of “an ulceration with great thickening at the end of the fingers, 
and toes, and pain particularly at night, which has been described under the name of 
Epinychia. It goes on producing disease of the skin, and no nail will grow, or perhaps 
the disease extends and leaves a little island of nail, and this I have seen plucked out as 
the cause of the disease, though it was really the only sound part. I have seen it go on 
for‘three years and not get well. It is the produce of an ill state of health.” (6). I presume 
under this name ABERNETHY refers to the disease called by SauvacEs (c) Epinyctis ; 
he describes it, however, as a pustule rising in the night, resembling a boil, of a blackish 
red colour, crowding together three or four lines in diameter, affecting chiefly the legs, 
and very frequently painful, especially at night. He describes two species,—E. vulgaris, 
and E. pruriginosa. 

JoHN Pearson speaks of a Venereal Paronychia, which he describes as appearing in 
the form of a smooth, soft, unresisting tumour, of a dark red colour, and situated in the 
cellular membrane about the root of the nail. It is attended with an inconsiderable 
degree of pain in the incipient state; but, as suppuration advances, the pain increases in 


(a) Acriuu, Chirurgische Vorfalle, Gott., 1777, vol. p. 210. (b) MS. Lectures on Surgery. 
(c) Nosologia Methodica. Amsterdam, 1768. 4to. vol. i. 
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Severity; its progress towards maturation is generally slow, and seldom completed: 
When the sordid matter it contains is evacuated, the nail is generally found to be loose, 
and a very foul, but exquisitely sensible ulcer, is exposed ; considerable sloughs of cellu- 
lar membrane, &c., are frequently exfoliated, so that the cavity of the sore is often very 
deep. The discoloured and tumid state of the skin commonly extends along the finger, 
considerably beyond the margin of the ulcer ; in such eases, the integuments that en- 
velop the finger become remarkably thickened, and the cellular membrane so firmly con- 
densed as not to permit the skin to glide over the subjacent parts. The bone is not 
usually found in a carious state. This species of paronychia is more frequently seen 
among the lower class of people, when they labour under Ives venerea, than in the higher 
ranks of life. It does not appear to be connected with any particular state of the disease, 
nor is it confined to one sex more than the other. In the Lock Hospital it occurs in the 
proportion of about one patient in five hundred.” (pp. 85-7.) It is evident, however, 
that Pearson is not quite satisfied as to the actual nature of this disease, which seems 
more to resemble onychia maligna than any other form of whitlow ; for he proceeds :— 
“ When I adopt the name of venereal paronychia, it is not with the design of implying 
that this is a true venereal abscess, containing a fluid which is capable of communicating 
Syphilis to a sound person. Its progress and cure seem to be unconnected with the 
increased or diminished action of the venereal poison in the constitution, and to be also 
uninfluenced by the operation of mercury. I consider the venereal disease as a remote 
cause which gives occasion to the appearance of this, as well as several other diseases, 
that are widely different from its own specific nature.” (p. 88.)] 


186. The causes of whitlow are in many cases unknown; it is often, 
however, very common at certain periods. Sometimes a general cause, 
as gout, and rheumatism, seems to give rise to it ; but, in most cases, the 
cause is local, as contusion, sudden warming of the fingers after they have 
been chilled, injury with fine puncturing instruments, from splinters, and 
so on. 

To these causes GARENGEOT adds “the excrescences (or rather little shreds) which 
form about the nails, and are commonly known as hagnails.” And he observes, “ that 
workwomen using the needle are most subject to whitlow ; though, on the other hand, 
they protect themselves by immediately sucking their finger, thus imitating the suckers 
of wounds, or certain irregular practitioners ; because, by this proceeding they abstract 


the blood which escapes from the little vessels opened by the sharp instrument, and thus 


prevent any deposit, and consequently also abscess.” (pp. 287, 8.) Another very com- 


mon cause of whitlow is the impure soda often used by laundresses in washing linen, 
which often either irritates any small scratch or crack there may be in the skin of the 
finger, or even first produces a cleft which presents the appearance of a knife having 
been drawn through the cuticle down to the cutis, and then, irritating the latter, sets up 
considerable inflammation in the shape of whitlow.—v. F. s. 


Hunter takes the whitlow as an example of “the ulcerative process having no power 
over the cuticle, so that when the matter has got to that part it stops, and cannot make 
its way through till the cuticle bursts by distension.” (p. 469.)] 


187. The treatment of whitlow varies according to its different forms. 
In the first form, it may often be at the very onset dispersed by cold 
applications. If pus be formed, it must be soon evacuated, that it may 
not spread beneath the nail. If the nail, however, be loosened, it must 
be partially removed with the scissors, and a piece of linen spread with 
cerate must be laid between the edge of the nail and the soft parts, in 
order to prevent the irritation of the latter. If pus be collected beneath 
the nail, the latter must be scraped thin, so that it may be pierced with 
the bistoury, and the pus allowed to escape; or, if the nail be somewhat 
loose, it may be torn off. Generally, as it separates a new nail gTOWS ; 
it should be covered with wax, to give it a good shape. 

[GrBson says “venesection, both general and topical, may be required in the early 
stages of whitlow ; leeches especially prove very serviceable in all cases, by abating 
pain and reducing the inflammation These remedies, however, are seldom sufficient 
to procure resolution ; but this has often been accomplished by the early and repeated 
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applications of a blister. On the other hand, it must be stated that many patients derive 
no advantage whatever from the blister.” He further, and very justly, notices :—“ The 
same applications, I have observed, produce very opposite effects on different patients : 
thus I have known common linseed oil spread over a whitlow afford instantaneous re- 
lief in some cases, and, in others, so far from proving beneficial, aggravate all the symp- 
toms. Soft soap or common brown soap, warmed and applied to the affected part, occa- 
sionally acts in a wonderful manner, assuaging the pain and subduing the swelling in a 
very short time. Poultices sometimes give relief, and are useful always in softening 
the skin and removing tension; but, when the swelling is very great, the pain intense, 
and matter evidently formed, the most effectual mode of easing the patient is to lay 
the part open freely with the knife.” (p. 188.) 

Huwnrer observes, that “the application of poultices in these cases is of more benefit 
than in any other, because here they can'act mechanically, viz. the moisture being imbibed 
by the cuticle as in a sponge, and thereby softening the cuticle, by which means it be- 
comes larger in its dimensions, and less durable in its texture.” He advocates of course 
the early opening of these abscesses ; and, speaking of the fungus which almost invariably 
protrudes through, as also when the skin gives way of itself, he says :—* It is a common 
practice to eat this down by escharotics, as if it was a diseased fungus; but this addi- 
tional pain is very unnecessary, as the destroying a part which has only escaped from 
pressure cannot, in the least, affect that which is within; and, by simply poulticing till 
the inflammation and, of course, the tumefaction subsides, these protruded parts are gra- 
dually drawn into their original situations.” (p. 470. 

With the practice of freely opening the whitlow I fully concur, and the sooner it is 
done after suppuration has taken place, and the cuticle is raised like a blister from the 
true skin, the better. The suppuration takes place usually in twenty-four or forty-eight 
hours from the onset of the disease, and should be carefully watched that it may be 
punctured immediately the pus has been poured out. The longer cutting through the 
skin is delayed after this event, so much the worse ; for, beside the separation of a larger 
extent of cuticle and even of the nail, and the continuance of violent pain from the 
pressure which the pent-up matter makes on the sensitive extremities of the nerves at 
the tips of the fingers, the pus presses also on the cutis and causes it to ulcerate, thereby 
rendering the cure at best tardy; and often producing a very ugly and tiresome sore. 
After the pus has been discharged by puncturing or cutting through the cuticle, it is 
best to notch out a little bit of the skin, to ensure a free and constaut escape for the mat- 
ter, otherwise the cut edges often become glued together by the drying of the pus be- 
tween them, and then it again collects, and sometimes needs a fresh cut. If the pus be 
confined beneath the nail, as is sometimes the case, the nail having been scraped, it should 
then have a little hole carefully cut through it to let the matter out. It rarely happens 
that the whole nail at once separates from the true and highly sensible skin beneath, 
but is held sometimes at the root, side, or end according to the part at which the pus 
has been poured out. I do not think it advisable to thrust in lint to save the soft parts 
beneath, as scraping the centre of the nail, from root to tip, till it will bear scraping no 
longer without bleeding, or, in other words, till it is almost completely scraped through, 
allows the edge of the nail so to alter its place that little or no irritation is produced by 
it. All that is necessary is to give free vent to any matter which may exist, to keep the 
parts clear from any dirty or irritating substances and to prevent the loosened part of 
the nail (the movement of which causes much pain) being disturbed, which is best done 
by wrapping in a poultice, or covering with wax and oil dressing, for I am not disposed 
to remove any part of it so long as the cutis beneath continues suppurating, as the nail 
protects it best, just as the cuticle does a blister-sore, and, as the new nail forms, it gradually 
stretches beneath it, and then, but not till then, may portions of the old separating nail 
be cut off. If, however, as is sometimes the case, the loosened nail digs in and irritates 
the sore; if the cutis have ulcerated in consequence of the pus not having been evacu- 
ated sufficiently early, or, if it twist up, as it will occasionally do, and continually catch 
in the dressing, then it may be cut off. I am no advocate for tearing off the nail, nor 
any part of it, and I can scarcely imagine that in this form of the disease it is ever 
necessary.—J. F. S. 

HicainpoTHam advises brushing over the whitlow with nitrate of silver, and considers 
it very good practice. I have not, however, had any experience of it. GIBSON men- 
tions that Perkins of Philadelphia is said to have frequently removed whitlows in a 
very short time by an admixture of corrosive sublimate and white vitriol, applied to the 
part on lint steeped in tincture of myrrh, and suffered to remain for several days. GIB- 
son has tried the remedy in several instances, but cannot say it has answered his expec- 
tations in any one case. (p. 189.)] 
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188. The second form of whitlow requires, in consequence of the 
severity of the inflammation, bleeding or leeches to the affected finger, 
cold applications, and rubbing in mercurial ointment. If the cause of the 
whitlow be a puncture, it must be ascertained whether any splinter remain ; 
and, if su, it must be removed ; also, if any noxious matter have penetrated 
_ into a wound, it must be carefully washed out with warm water. If 
resolution do not occur in the first three days, the affected part must be 
cut into. The patient is always thereby relieved, either by the escape of 
the pus, or, if the pus be not perfectly formed, by the division of the tough 
and tight skin, and by the bleeding. The cut should always be pretty 
free. Soothing poultices should be applied till the pain and swelling have 
subsided. If the skin be thinned to a great extent, and raised like a 
bladder, it must be removed as soon as the pus is discharged. 

[The treatment of this is precisely similar to that directed for the previous form of the 
disease, excepting that, in the present case, it is always necessary to cut through the cutis 
as well as the cuticle, and relieve the tension of both at once; the pus, if the incision be 
made at the proper time, not having yet ulcerated through to the cutis, and poured 
itself beneath the cuticle.—J. F. S.] 

189. The treatment of the third form of whitlow is the same as in the 
second, except that the incision must not be deferred beyond the third day ; 
for, otherwise, the tendon will be destroyed. The cut must penetrate into 
the tendon sheath. The pain is usually quickly diminished by the appli- 
cation of soothing remedies. As the inflammation often spreads over the 
whole hand, if in any particular part pain, swelling, and fluctuation occur, 
it must be opened: and as, when the tendons are destroyed, the motions of 
the finger are lost, care must always be taken to keep it in a proper position. 


[The incision, when the sheath of the tendon is concerned, should always be made 
deeply and freely, and in the course of the tendon, as if that be divided longitudinally, 
no inconvenience accrues to the movement of the finger or toe, as would were it cut 
transversely. It must not be expected always to find pus flow in opening the tendon- 
sheath; very frequently but a drop or two escapes, and sometimes none, the secretion 
not having been established. The anticipation of such occurrence is not, however, to be 
any bar to making the incision, as the immediate relief it affords, by getting rid of the 
tension, and emptying the vessels of the inflamed part, and checking the high constitu- 
tional disturbance almost always attending inflamed tendinous structures, is most re- 
markable. If the inflammation and suppuration be propagated to the palmar or plantar 
fascia, or further on the arm or leg, incisions through the fascia must be made, for the 
voidance of the pus. As this subject will be again treated of, in considering punctured 
wounds, it need not at present be further pursued. As regards the sloughing of the 
tendons of the fingers or toes, the extent to which they are destroyed is very great: indeed, 
Ihave known an instance of slough of the entire tendon, up to its junction with the 
muscular fibres, of one of the flexor muscles of a finger, of which the top had sloughed 
off. The straight position is best for the finger, when either flexor or extensor tendons 
has sloughed ; but very commonly, for working persons, its immobility is so inconveni- 
ent, that it is necessary to amputate it at the knuckle.—J. F. S. | 


190. The fourth form of whitlow must be treated the same as the pre- 
vious forms; and, if the severe pain and tightness do. not diminish, an 
early cut through the whole must be made, to prevent the destruction of 
the bone. This must be made where the pain is most severe, and must be 
carried down to the bone. The finger must be put in decoction of chamo- 
mile if the suppuration be sluggish ; it must be bathed in lye (a), and sooth- 
ing applications employed. ‘The bone of the last finger-joint often sepa- 
rates, or may be removed frequently without pain, the finger retaining its 
form, though rather shorter. If the bone of the second or first joint be 
_ affected, the removal of the finger is necessary. However, under the pre- 


(a) Common mixture of crude potash and water. 
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ceding treatment of soothing poultices and bathing with chamomile, the 
most severe cases of this kind are often cured. 


[For the cure of Epinychia ABERNETHY recommends the use of “a combination of 
arsenic and sulphur, which, together with some herbs, formed the principal part of a 
quack medicine called Prunker’s Epithema; that composition, however, was horribly 
painful, and produced the most horrible sloughs, not by decomposing the parts, but by 
exciting vehement action; I have, therefore, followed it so as to render it only a corri- 
gent, and, in many cases, it will relieve without producing pain.” For the same purpose 
he used also successfully the Aqua Arsenicalis of St. Bartholomew’s Hospital, consisting 
of arseniate of potash, spirit, and mint water, which he considered to have an excellent 
corrigent effect on local diseased action. It is also well to use it mixed with basilicon ; 
but care must be taken in its employment, for if the constitution become affected, as 
sometimes happens, it will make the patient very ill, and even cause temporary blindness. } 


191. It is here proper to mention two diseased conditions which depend 
on changed form and direction or unnatural structure of the nail, or are 
therewith connected ; growing of the nail into the flesh, and inflammation 
and suppuration of the surface producing the nail. 

192. The Ingrowing of the Nail into the flesh depends less on an increase 
of the breadth of the nail, than on the pressing upwards of the soft parts. 
It is ordinarily consequent on squeezing together of the toes by tight shoes, 
especially if the nails be cut too short, and is almost confined to the great 
joe, specially to that side of it next the second toe. The irritation of 
the edge of the nail causes inflammation ; at first, the secretion of a serous 
fluid which dries to a callous mass; subsequently suppuration and fungous 
excrescences spring up, which spread over the nail; the disease may even 
assume a carcinomatous character, or the inflammation may extend to the 
bone. The nail itself grows thicker, and is frequently softened at the 
ulcerated part. The pain in the severe form of this disease is always very 
great, and walking often becomes quite impossible. 


‘The commencement of this disease has been well-described by WarprRop, who says :-— 
“ This affection is chiefly confined to the great toe. It frequently happens, when the 
foot is kept in a tight shoe, that the soft parts situated on the edge of the nail thicken, 
are pressed over it, and become more or less inflamed and painful. If the inflammation 
and thickening of the soft parts increase, the edge of the nail becomes at last completely 
imbedded in them, and its sharp edge, from the pressure of the body when resting on 
the foot, increases the inflammation, and produces suppuration of the contiguous soft 
parts. Thus the hard and sharp nail, by pressing on the surface which has become 
ulcerated, causes great pain and lameness, and in many cases, prevents the person from 
walking. The ulceration generally extends round a considerable part of the nail, 
and a fungus arises from this surface, accompanied by excessive irritability.” (p. 130.) 

This, “the first variety,” says DupuyTREN, “consists of the ulceration sometimes of 
one, sometimes of both the lateral edges of the nail at once. It almost always happens 
on the outer edge. If the conformation of the nail be remembered, if the flatness of its 
body, the direction of its corners, its situation in the thickness of the skin which sur- 
rounds and covers it, we may easily conceive how a tight or ill made shoe, producing a 
constant pressure on the nail, will forcibly thrust its corners upon those parts of the 
skin where it rests. By degrees these corners, always more or less sharp and cutting, 
bury themselves into the skin, with the greater facility as the skin itself pushes upwards 
and outwards, and endeavours to cover them; finally, the irritation increases by walk- 
ing, and produces a very painful inflammation. Such is really the most common cause 
of the incarnation of the outer edge of the great toe. The affection almost always com- 
mences at the point of union of the front with the side edge of the nail, and appears to 
be occasioned by the fold that forms in the flesh; as this interrupts the action of the 
scissors while cutting the nail, they are almost invariably checked before they can cut 
away the whole of its front edge, especially at that point where an angle is formed b 
union of the nail with its corresponding lateral edge. This allows the remaining nail 
to grow, which soon forms a sharp point, punctures, and cuts into the flesh, and gives a 
sort of signal of ulceration which soon spreads along the corresponding edge of the 
nail. So sure is it that this point is constantly found on the nails which have been 
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torn off. Scarcely has the nail cut itself into the skin it covers, than the pain becomes 
very severe ; walking, and even standing, are unbearable ; a serous or sero-purulent oozing 
establishes itself in the part affected, and, if the patient take exercise, the whole foot 
swells. The pain, however, continues increasing, the oozing becomes more abundant, 
and the sanious pus which escapes has a smell more fetid from mixing with the per- 
spiratory humour of the feet. The patient, tormented with pain, is driven to raise the 
nail and cut it back; but this proceeding, though sometimes causing momentary relief, 
far from curing increases the difficulty of the treatment. Finally, if the disease be left 
alone, the ulcer produced sometimes runs into a cancerous state, sometimes is covered 
with enormous vegetations, sometimes even the inflammation is propagated to the peri- 
osteum, and soon gives rise to caries and necrosis of one or more phalanges.” (p. 46.) 

DupvuyTREN also mentions that this disease is liable to be confused with some others, 
and instances a case which, for eight years, had been treated as if depending on gout. 

CoLLEs (a) observes, that “the colour of the fungus is rather florid; surface is 
smooth ; the discharge is purulent, in small quantity, and tolerably healthy, unless the 
part have been irritated by too much exercise of the limbs, or by some external in- 
flammation or local injury: there is little or no surrounding inflammation, no enlarge- 
ment of the toe, and the pain is in general trifling, unless during exercise, when the 
weight of the body on the limb causes the nail to press into the soft substance of the 
fungus, which thus often induces considerable uneasiness and lameness. This disease 
does not appear to me to have any tendency to spread to, or to involve, the adjoining 
parts, as I have seen cases in which it has remained stationary for some months, and 
in one for two years; at the end of which period the symptoms were in no way more 
severe than at the commencement, although most writers assert that it generally passes 
into malignant onychia. The origin of this troublesome affection is usually attributed. 
to the effects of a tight boot or shoe, or to some accident in cutting or breaking off the 
end of the nail; in many instances, however, no cause can be recollected or assigned for 
its occurrence.” (p. 241.) 

Cotes, however, speaks of the form of disease liable to be mistaken for gout as quite 
distinct from that just described. He says:—“There is another morbid affection which 
occasionally engages the anterior and inner angle of the great toe nail, and which causes 
considerable lameness and uneasiness, particularly on pressure; this affection is often 
mistaken for an attack of gout, especially in those persons where such an attack may be 
expected or even desired. In this disease there is no swelling or redness; but pain, on 
pressure, at the anterior and internal angle of the nail. On close examination of this 
‘spot, we find that this angle rests on a hard white mass of laminated, horny cuticle, which 
we can easily remove in bran-like scales, when we shall see a small cup-like cavity, 
without any ulceration or disease. The ungual angle appears thick and bulbous opposite 
this point, and the pain is caused by its pressing against this mass. * * * I may remark 
I have never seen this disease engage the outer angle, neither have I seen that last 
described engage the inner angle of the toe-nail.” (pp. 244, 5.) 


193. In the slighter forms of this disease, it may always be easily relieved 
by inserting a slip of lead under the edge of the nail which is to be fixed, 
there by twisting round it a piece of sticking plaster ; by which means the 
nail is raised and the flesh depressed. If there be fungous excrescences, 
these must be first removed with lunar caustic, or cut off with the knife. 
It would be too painful at once to insert the plate of lead beneath the edge 
of the nail; but it is also unnecessary, as its insertion under the front edge, 
if the nail be allowed to grow, gradually raises the hind part, and then the 
lead may be further introduced. When the nail has recovered its proper 
direction, it must not be cut too short nor rounded at the sides, but only 
shortened transversely. With these precautions, this treatment, recom- 
mended by Desauxr and RicHERAND, has, in almost all cases, answered 
my wishes. Introduction of charpie or wax beneath the edge of the nail 
is useless. 

Bressey (5) scrapes the whole free surface of the nail till nearly its entire thickness is 
destroyed, particularly in the centre. Then he touches the scraped part five or six times, 


(a) Observations on some Morbid Affections of (6) Remarks on Inverted Toe-Nail; in Phila- 
the Nail of the Great Toe; in Dublin Journal of — delphia Journal of Medical and Physical Sciences, 
Medical Science, vol. xxiii. 1843. vol. ii. 1821. 
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more or less severely, with lunar caustic until the nail contracts completely, and draws 
out of the flesh. He then lays pads of charpie under the edge of the nail, till by its 
growth it stretches over the bulbous part of the toe. ZEts (a) especially recommends 
the introduction of charpie under the edge of the nail, and the use of foot-baths. 

- [The treatment recommended by Metcs (6) is very simple :—“ Let a small pledget 
of lint, just large enough to cover all the granulations, and of sufficient thickness to act 


as a compress, be neatly adjusted, over which a roller of linen, three-quarters of an inch ~ . 


wide and eight or ten inches long, is to be applied, having one end previously spread 
with adhesive plaster. By this method we are enabled, with great ease, to make it not 
only act on the compress, which will destroy the granulations very rapidly, but, by con- 
fining the toe and nail, to prevent even the small degree of sliding motion or friction of 
the latter over the wounded part, thus doing away one principal cause of the disease. 
By. pursuing this treatment, the patient will generally recover, even while walking 
about.” (p. 266.) 

AsTLEY COooPER says, that ‘‘ the application of a blister will bring away the cuticle, 
and often the nail along with it.” (p. 193.) Ihave tried this plan several times, but 
have rarely succeeded in inducing the separation of the nail._—J. F.5S.] 


194. It is not possible, however, in many cases to render assistance by 
this treatment, partly because the nail has gone in too deeply, and is too 
much covered with fungous growths, partly because it is too painful. Here 
the treatment proposed by DuruyTREn is applicable. When the inflam- 
mation of the toe is diminished by poulticing, rest, and so on, a pair of 
straight sharp scissors, of which one branch is very pointed, must be thrust 
by a sudden motion from before backwards, from the front edge to the 
middle of the root of the nail, to at least three lines behind its hinder 
edge, thus dividing the nail into two halves. The diseased halves are then 
to be taken hold of and twisted round, all connexion destroyed, and the 
nail itself removed ; the same must be done with the other half, if neces- 
sary. If the fungous excrescences are high, they must be destroyed with 
caustic, by which the skin beneath the nail dries, the sore surface disap- 
pears, and in from twenty-four to forty-eight hours is cicatrized. In ola 
persons the nail is generally not replaced; in young persons it sometimes 
reappears ; a recurrence of the disease is, however, rarely to be feared. 


[According to ScouTrETEN (c), if it is determined to destroy the matrix of the nail, the 
point of a straight bistoury should be placed upon the middle of the diseased phalanx, 
about four lines from the edge of the nail, and the skin divided down to the nail. The 
cut should not penetrate deeper than the matrix, as this only is to be exposed. The edges 
of the wound are then to be raised from the nail and kept asunder by the introduction of 
charpie. On the day following the little wound must be filled with a caustic paste, (five 
parts of caustic potash, and six of quicklime, moistened with alcohol immediately before 
use,) and the dry phalanx covered with sticking plaster, the excrescences must be de- 
stroyed by the gradual application of the caustic; and, after the falling off of the slough, 
until the healing is complete, which takes place usually in twenty-four days, there is 
nothing to do except merely to cut away the exposed edges of the nail with scissors. 

The following are Parr’s and Fayr’s treatment. The former consists in thrusting in a 
straight bistoury at the base of the soft parts which cover the nail, and dividing this part 
from before backwards to the edge of the nail, then the bistoury is to be turned to the 
other side, and the flap perfectly removed. Cauterization is to follow. In Fayr’s method 
a V-shaped piece of the nail (first seraped thin) must be removed out of the front edge, 
and through the two edges a metal wire drawn and twisted together, by which the edges 
of the cut are approximated, and the in-growing edge of the nail raised up. 

Of the various modes of treatment which have been recommended for the cure of the 
in-growing nail, compare MicHaetis (d), Sacus (e), ZEIs (f). 

Astiry Cooper first proposed the operation of, “ with a pair of scissors, slitting up the 

(a) Cursory Remarks on Inverted Toe-Nail; in (c) Remarques sur le Cours d’Opérations de 
Philadelphia Journal of the Med. and Phys. Chirurgie de M. Dionts. 8vo. 1736. 

Sciences, vol. ii. 1821. (4) ‘in Journal von GRAEFE und von WALTHER, 

(b) In Danzet, Essai sur l’Ongle Inearné ; suivi vol. xiv. p. 2.4. 
de la description d’un nouveau Procédé Opératoire. (e) Ibid, Vol. xxii. p. 108. 

Strasbourg, 1836. (ff) Above cited. 
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nail on that side where the disease exists, and then with a pair of forceps turning back and 
completely removing the divided portion. This is a very painful operation certainly ; 
but I have known persons get well by this treatment in ten days, where the complaint 
had for months resisted every other. The applications to be used after the operation are 
of little importance; poultices are the best, and these will be required but for a very 
limited period, for the irritating cause having been removed, the fungus will soon dis- 
appear.” (pp. 192, 3.) Nearly the same plan was followed by Dupuytren, as above 
described. 

I entirely concur, however, with the observations made by CoLxEs on this point. He 
says :—“ This operation inflicts a great degree of suffering, because in this disease the nail 
is not, as in onychia, separated from the vascular and highly sensitive matrix, except only 
through a small extent of space, not more than a quarter of an inch at its external angle, 
and, therefore, the scissors pushed upwards between the nail and the adherent matrix, and 
the forcible evulsion of the former by the forceps, must cause exquisite pain, which, 
though of short duration, can be regarded as nothing short of actual torture. * * * 
I am by no means an advocate for this peculiarly painful and distressing operation, but, 
on the contrary, I believe we may be relieved from the necessity of performing it, and 
that we can, in all instances, effect a permanent cure by a very simple operation, and 
one comparatively free from suffering ; namely, by confining the excision of the nail 
to so much only as is already detached from the matrix; all of this portion, as well as 
that imbedded in the fungus, must be removed.” His operation consists in having the 
fungus pressed down with a spatula, and the edge of the portion of nail to be removed 
seized with strong flat-blade forceps ; the flat end of a probe is then thrust beneath the 
nail as far as it will go, directing it towards the outer edge, and upon the pointed edge 
of a pair of stout crooked scissors is to be carried, with one stroke of which the detached 
portion of nail is cut off, and then drawn away by the forceps with moderate force. But, 
if this be insufficient, the probe is to be passed still higher, the scissors introduced again, 
and a second cut frees the nail: sometimes a sharp momentary pain occurs from the 
point of the scissors penetrating the sensitive matrix. The only dressing required is “a 
small bit of dry lint, to be pressed firmly between the fungus and the edge of the nail.” 
In a few hours the toe is free from pain, and the patient can walk without any lame- 
ness or uneasiness in three or four days after the operation. The dressing continues per- 
fectly dry, and need not be changed till the fourth day. At this time the fungus will 
be found much reduced in size, perfectly dry, and of a firmer consistence. * * * In 
the course of ten or fifteen days the fungus will have entirely disappeared, and the parts 

_be restored to a healthy state. * * * The result of the operation is not in all cases 
so successful, for, in some instances, four or five days after the operation, the patient will 
complain of some uneasiness in the toe, when we shall find on examination that the 
dressing is moistened with a little discharge, and that a small portion of a whitish sub- 
stance, like soft and swollen leather, is rising up through the fungus. This substance, 
may be, regarded as a sort of accessory ungual filament, arising close to the original 
nail, from the anterior and outer border of its matrix, and which ‘is now altered in 
texture and direction ; this filament is so soft that it breaks and tears, if caught by the 
common dissecting forceps.” (pp. 243, 4,)] 


195. ‘The Inflammation and Suppuration of the Surface which produces 
the nail, (Duruyrren’s matrix of the nail,) which Warprorp has pointed 
out as a peculiar kind of whitlow, ( Onychia maligna,) begins with dusky 
redness and swelling of the soft parts in the neighbourhood of the nail ; an 
ichorous fluid oozes between the nail and soft parts; ulceration takes place 
at the root of the nail; the neighbouring parts become swollen, dusky red, 
and the pus which the sore secretes is ill-conditioned and stinking. The 
nail loses its colour, becomes gray or black, and does not grow, so that it 
shortens and loses half its width; sometimes it entirely disappears, and 
only a few streaks of horn are seen here and there; sometimes part is con- 
cealed under the fungating flesh ; in many cases it is completely separated. 
This state may continue for many years, and the toe or finger become 
converted into a shapeless mass. This disease is frequently very painful, 
especially when touched; the fungations (which do not, as in simple in- 
growing of the nail, arise on the side, but are seated at the root of the 
nail) bleed, on walking and standing. 
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[As DupuyTREN observes, “the formation of this second species will be better under- 
stood after saying a few words on the anatomical structure of the nail. Its adherent 
extremity, the only part at present needing study, is implanted in the skin in a peculiar 
manner ; the latter, having passed on the dorsal surface of the nail, is reflected, and, having 
reached the hind end, divides, into two portions, the epidermis which covers the whole 
superficial layer, and the cutis which passes beneath the nail, and is continuous with the 
skin covering the free extremity of the finger. The cul de sac, in which this part of the 
nail is received, is called the matrix. It is, then, very important to be acquainted with 
this disposition of the organ, as fully explaining why the nail received into the flesh is, 
in many cases, only produced. by the ramming in (refoulement) of its free extremity into 
the cul de sac. This alteration may take place in consequence of the running over, or fall 
of a heavy weight upon the great toe. Whatever may be the cause, the patient at first 
complains when walking of a pain which gradually increases; the kind of cul de sac, 
lodging the base of the nail, reddens and inflames, as well as the bottom of the fold 
which receives its lateral edges; ulceration is soon observed, which makes rapid progress ; 
its form becomes semilunar, its edges elevated and hard, its base red, violet, and livid. 
The nail shortens and diminishes to half its size, sometimes even entirely disappears, and 
in its stead are observed, here and there, pencils of horny substance; often, also, part of 
the nail is hidden under fungous flesh. These fungosities serve to distinguish this disease, 
resulting from primitive alteration of the skin, from that consequent on the nail digging 
into the flesh. When the disease is caused by the nail, the fungosities originating from 
the inflammation occur on the front and sides of the nail; but when, on the contrary, it 
depends on the affection of the skin, the fungosities are always observed at the root of the 
nail. The colour of the nail in these cases is gray and black; sometimes it does not re- 
tain its ordinary connexions; the sore is generally bathed in a sanious or sanguinolent 
suppuration, and spreads far and wide a fetid smell. If the patient walk, or even re- 
main standing upright, the fungosities bleed: every kind of shoe is unbearable, and the 
least rubbing is extremely painful. In general it is impossible to remain in the same 
place with persons who have this disease, as the stench which circulates around them, 
and clings to their clothes, is infectious and penetrating, being produced by the union of 
the ichorous pus oozing from the bottom of the ulcer, and the copious sweat which the 
feet of these patients secrete.” (p. 61-4.) 

CoLLes mentions :—“ When the original nail has been cast off, we usually see project- 
ing from the sides, and tarsal border of the ulcer, a narrow plate of a white substance, 
not unlike white leather soaked in water; this sometimes forms one continuous shelf all 
around the ulcerated border, projecting in a peculiarly prominent manner, that is, rather 
at an angle to, instead of being a plane parallel with, the dorsal surface of the phalanx. 
In some cases this white substance (which is the result of an abortive attempt to produce 
a true nail) appears only in detached spots or flakes, the intermediate parts of the ul- 
cerated margin being devoid of any such growths; they are most frequently seen at the 
posterior and anterior angles of the nail, but occasionally in other parts of the circum- 
ference. The surrounding integument is discoloured, being often of a livid or purplish 
tint; it is also indurated, and exudes a copious perspiration, of a peculiar heavy odour. 
This ulceration sometimes induces caries of the bone, and even extends to the phalangeal 
articulation.” (p. 246.) 

Warprop says :—“ In this state I have seen the disease continue for several years, so, 

that the toe or finger became a deformed bulbous mass. The pain is sometimes very acute, 
but the disease is more commonly indolent, and accompanied with little uneasiness. It 
affects both the toes and the fingers. I have only observed it on the great toe, and more 
frequently on the thumb than any of the fingers. It occurs, too, chiefly in young people; 
but I have also seen adults affected with it.” (p. 136.) 
” When the disease, more especially, attacks that part of the skin immediately beneath 
the nail, then,” says DupuyTREN, “ is it observed to be raised by the development of little 
tumours, the presence of which cause pain in proportion as the pressure 1s more consi-. 
derable. They are of different kinds, fibrous, cartilaginous, bony or vascular ; and the 
proof of their development, simply depending on alteration of the cutis covering the nail, 
is, that if they are removed, without, also, taking away the skin from whence they spring, 
the skin generally, again, becomes diseased, ulcerates, and sooner or later requires com- 
plete removal.” (p. 64.) —J. F. 8.] 


196. The causes of this disease are either local, mechanical, or chemical, 
for instance in persons having much to do with alkalies; or general, her- 
petic, but especially syphilitic, dyscracy. Several fingers and toes of both 
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hands and feet are then attacked at the same time ; the disease commences 
sometimes with little sores in the clefts between the fingers or toes, which 
extend around the origin of the nails; these separate from their root. The 
disease ordinarily resists mercurials. 

197. In the treatment of this disease internal remedies are to be employed, 
according to its different causes, and local, according to the degree of irrita- 
tion; leeches, soothing applications, baths, and so on, and the foot kept 
quiet. AsTLEY Cooper recommended a grain of calomel and opium night 
and morning with decoction of sarsaparilla, and the application of lint 
steeped in lime water and calomel, (black wash,) covered with oiled silk. 
If this treatment be ineffectual, the nail with its secreting surface should, 
according to the opinion of both DuruyrreEn and Coorer, be removed. 
According to Duruyrren, the foot is to be steadied, and the diseased toe 
held with the left hand ; a deep semicircular cut is then to be made with 
a straight bistoury three lines behind the skin in which the nail is sup- 
ported, and parallel to its fold. An assistant then holds the toe, whilst the 
operator raises the flaps from behind forwards with a pair of forceps, and 
dissects away the skin which produces the nail; if any shreds of nail remain 
they must be gradually destroyed. This operation is very painful, but of 
short duration. The toe must be enveloped in pieces of linen perforated 
and spread with cerate, and a thin bundle of charpie with a compress put 
upon it; the patient put to bed, and the foot half bent laid on a pillow. 
The pain subsides some hours after the operation, and, on the third or 
fourth day, when the bandage is removed, the wound is found covered with 
good pus, and is then to be simply dressed. The granulations are to be 
touched from time to time with lunar caustic; if new shreds of horn are 
formed, they must be pulled out, and the part producing them be cut away. 
Usually in from fourteen to eighteen days the patient can return again to 
his business. The scar is a smooth thick nailless skin, which sometimes 
acquires a horny consistence. If the disease depends on syphilis, Duruy- 
TREN treats it with lig. hydr. nitr. 

I must deny the assertion that in this disease the tearing out the nail and the employ- 
ment of caustic are of no effect. I have in several instances torn out the nail, and 
merely employed soothing poultices and bathing, and have effected permanent cure. I, 


therefore, only have recourse to extirpation when the above treatment has not any per- 
manent result. 

[In regard to the treatment of this disease, WarproP says :—“'The only local treat- 
ment I have ever seen relieve this complaint has been the evulsion of the nail, and after- 
wards the occasional application of escharotics to the ulcerated surrace. But even this 
painful operation in some cases does not succeed, and will seldom be submitted to by the 
patient ; he must, therefore, either continue lame or submit to the removal of the mem- 
ber. Other surgeons have cut out the soft parts at the root of the nail, an operation 
equally severe.” In preference, therefore, WarpROP recommends the internal exhibi- 
tion of mercury, which he has found beneficial, “in small doses at first, and gradually 
increased, so as in twelve or fourteen days sensibly to affect the gums. ‘The sores, in 
general, soon assumed a healing appearanee after the system was in this state, and the 
bulbous swelling of the joint gradually subsided. The ulcers were dressed with wax oint- 
ment, so that the effects of the mercury might be watched; and, after the sore began to 
heal, a weak solution of the muriate of mercury and escharotics were occasionally used 
to clean the wound. The mercury was continued till the ulcers were perfectly healed, 
and, as is generally advisable under such circumstances, it was taken in smaller quanti- 
ties for some time after the patients were apparently cured.” (p. 138.) 

CoLLEs, admitting that “the complete removal of the entire of this diseased matrix 
does effect the cure in a very short space of time, provided the bone or joint is not diseased, 
(in which case amputation is inevitable,) and that subsequently rest and simple dress- 
ing will alone accomplish the healing process, the place of the nail being supplied by 
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adverse hard skin,” objects to the operation, not only for its severity, but because “ it also 
too frequently happens, that the disease returns in some one spot or other, owing to the 
matrix not having been wholly eradicated, which, indeed, it is often extremely difficult 
to do, for the shape of the toe is so bulbous, and so deformed, the texture so changed and 
so condensed by chronic inflammation, and the edges of the ulcer are so raised over the 
part to be removed, that even an anatomist cannot easily recognise the relations of the - 
several tissues involved in the disease, or ascertain the exact extent of the substance 
to be excised.” Hence, “some days after the operation the patient becomes alarmed, by 
feeling a slight return of his former uneasiness, on any exercise of the limb, or any pres- 
sure on some particular spot, generally on one of the angles of the original ulcer; and 
on careful examination there is found still a little ulceration, and a fresh production of 
that ungual growth already described, and indicating the persistence of some of the 
diseased matrix.” (pp. 246, 7.) This causes a repetition of all the suffering. and requires 
removal a second, or even a third time. Coes, therefore, prefers the following plan, 
which in a few days will induce a considerable amendment, and even a perfect cure in 
the course of three or four weeks:— * * * “T confine the patient to bed, and direct a 
poultice to the toe for two or three days. I then cleanse the ulcer carefully, by directing 
on it, from some height, a small stream of tepid water, from a sponge. I next cut away 
as much of the loose nail as I can, without paining or irritating the sensitive surface 
around, and then I fumigate the part by means of the mercurial candle, containing hydr. 
sulph. rubr. 3j., ad cere 3ij. This fumigation is to be applied night and morning, and, 
after each, the toe should be gently enveloped in lint or linen, lightly spread with ung. 
spermac. In four or five days the patient will express himself considerably relieved; the 
discharge from the ulcer will be found of a healthy, purulent character, and the appear- 
ance of the whole part much more favourable. The fumigation is to be still persevered 
in, and all projecting portions of nail to be closely cut. I consider this latter direction 
as very essential, as thereby the mercurial fumes can have more free access to the surface 
of the ulcer. In proportion as the ulcer improves it is interesting to observe, so does the 
condition of the growing nail; it acquires not only its natural firm and horny consistence, 
but also assumes its proper horizontal direction. For some time after the general sur- 
face of the ulcer has been healed, there still remain small spots of ulceration, generall 
at the angles around some white germs of new nail; against these points the full force 
of the mercurial vapour should be directed. This can be effected by adding a small 
conical wavy tube to the funnel. I attribute much of the success of this treatment to 
the use of the mercurial candle in preference to fumigation in the ordinary way. During 
this treatment the patient must absolutely abstain from walking or even standing on the 
affected limb; exercise but for a single day will counterbalance all the amendment pro- 
duced by a week’s rest and fumigation.” (pp. 348, 9.) Cots did not employ any con- 
stitutional treatment in his cases, but he thinks it may sometimes be required. 

I have never employed this mercurial treatment, and, therefore, only mention it on 
Warpropr’s authority. Neither have I ever torn out the nail, nor dissected away the 
nail gland, although I admit that either is very efficient, because I believe they are hor- 
ribly painful, and not absolutely called-for operations, and may, therefore, be avoided. 
The only advantage, as seems to me, resulting from their preference is, that the disease 
is cured rather more quickly. My own observation convinces me that cauterizing the 
nail gland with nitric acid 1s equally efficient, though not quite so speedy. It should be 
run quickly round the gland with a bit of stick in sufficient quantity to destroy it, other- 
wise a second application will certainly be needed ; and, as soon as it has dried, a poultice 
should be applied. If successful, the nail in a day or two curls up out of the matrix, 
and gradually separates from the rest of its attachments ; but if it do not, the acid must 
be applied again, and, if properly done, will not generally call for repetition.—J. F. S.] 
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198. The various parts of which the joints consist, stand in the most 
intimate relation with each other; therefore, in disease of any one, all 
the other parts are gradually drawn into participation. We speak of the 
ligaments and synovial membrane, the cartilages, and the spongy ends of 
bones. In each of these structures inflammation may be set up as the 
primary disease, which may be communicated to the others, and various 
organic changes be produced, which are described as Articular Fungus, 
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(Fungus Articulorum, Lat. ; Gliedschwamm, Germ. ; Fongus Articulaires, 
Fr.,) White Swelling of the Joints, (Tumor Albus Articulorum, Lat. ; 
Weisse Gelenkgeschwulst, Germ.; Tumeurs Blanches, Fr.,) Arthrocace, 
Dislocations from their original place, (Luxationes Spontanee, Lat.; Ver- 
renkungen aus inneren Bedingungen, Germ.; Luaxations Spontanées, Fr.) 


In reference to joints, HunTER (a) observes :—‘ They being circumscribed cavities, 
are subject to the same diseases as other circumscribed cavities, as inflammation, &c. ; 
but their peculiar structure sometimes renders their consequences different. Nature is 
very little disposed to take on the adhesive inflammation, because the necessary conse- 
quence would be a loss of motion in a part originally intended for motion. This makes 
inflammation in joints so much worse than many other circumscribed cavities ; for, as 
before observed, if adhesive inflammation does not come on, the inflammation and con- 
sequent suppuration must spread through the whole cavity. * * * Inflammation in joints 
is generally of more serious consequence than in other parts ; even when resolved it is 
disagreeable ; yet this isalways to be wished for.” (pp. 519, 20.) 


199. Inflammation of Joints (Arthrophlogosis, Lat. ; Gelenkentztin- 
dung, Germ. ; Inflammation des Articulations, Fr.) is either idiopathic or 
symptomatic, and its course acute, subacute, or chronic. ‘The causes are 
external injury, cold, and general diseases, which either of themselves or 
after the previous operation of local mischief produce disease of the joint, 
as scrofulous, gouty, rheumatic affectioris, syphilis, diseases of the skin, 
metastasis, suppression of the ordinary secretions, and so on. ‘The reason 
of their beginning sometimes in the soft, sometimes in the hard parts, de- 
pends perhaps on the different relations in which the general and local causes 
stand to the production of the disease. 


A.—OF THE INFLAMMATION OF THE LIGAMENTS. 


200. When inflammation takes place in the fibrous structure of a joint, 
(Inflammatio Ligamentorum, Lat. ; Entziindung Gelenkbander, Germ. ; 
Inflammation des Ligaments, Fr.,) it is only in certain stages confined to 
that alone; but, in its further progress, it spreads to the cellular tissue sur- 
rounding the capsule of the joint without, and the synovial membrane 
within. Its course is more or less acute or chronic. 


[In regard to the rarity of affections of the ligaments independent of other parts of a 
joint, Bropre observes :—“ The ligaments cannot be regarded as more exempt from dis- 
ease than the fibrous membranes, which they very nearly resemble in their texture. It 
is not improbable that some of the pains which take place in the joints, in syphilitic 
affections, may depend on a diseased action occurring in the ligaments; and there can 
be no doubt that the long continued symptoms which occasionally follow a severe sprain, 
depend on these same parts being in a state of slow inflammation, in consequence of some 
of their fibres having been ruptured or overstretched. I cannot say that I have never 
seen a case where disease, independently of these causes, has originated in the ligaments ; 
but I certainly have never met with a case where it has been proved to have done so, by 
dissection, and it may be safely asserted that this is a rare occurrence, and not what 
happens in the ordinary diseases to which joints are liable.” (p. 7.)] 

Among the “ variety of cases,” mentioned by Mayo, “in which the ligaments appear 
to be the parts exclusively or principally affected,” is one arising from a blow on the 
knee, in which, “after many weeks confinement to the bed or sofa, the least exertion was 
followed by heat and pain in the knee. The joint was, in a slight degree, larger than 
the sound knee; but it contained no fluid ; and pressure of the articular surfaces against 
each other, produced no pain. It caused no pain to rest his weight upon the extended 
knee ; but when he stood on the other leg, and allowed the diseased knee to hang or swing, 
he felt uneasiness in it, which was greatly increased by twisting the knee. When he 
remained perfectly still, he would experience no uneasy feeling in the joint for several 
days together; and then, without any visible cause, the joint became a little heated and 
the skin slightly reddened. The same effects followed any deviation from the strictest 


(a) Lectures on Surgery; in PaALMER’s Edition of his Works, vol. i. 
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rest.” (p. 79, 80.) Now, if the injuring cause here mentioned as “a blow,” be “a twist 
or wrench,” from the foot slipping, or by falling on the hand, the symptoms are pre- 
cisely similar in their immediate appearance, and their long continuance. Whether, in 
such cases, the ligamentous fibres are simply stretched beyond what they can bear with 
comfort, or whether they are actually torn, in however slight degree, is very difficult to 
determine ; but that they at once become as painful before any inflammation can have 
been set up, as they afterwards are when they are said to be inflamed there is no doubt. 
Still, however, this seems the very utmost we know, and little enough it is, of inflamma- 
tion of ligaments, and I fully concur in the following observations of WickHam of 
Winchester, who says :—“ We have no reason, a priort, to suppose that the ligaments are _ 
not liable to primary disease, or that a lesion of these structures may not originate com-. 
plaint, and propagate it to the other component parts of the joint. The result of my 
observation, however, has been, that the ligaments are the last of all the different parts 
diseased, and that it is very common, on dissection, to find the ligaments perfect and 
uninfluenced by disease, even when every other texture is either altered or destroyed. 
The intimate connexion of the capsular ligament with the cellular tissue which invests 
it, and the synovial membrane which lines it, renders it difficult to distinguish inflam- 
mation begun in the ligaments, from diseased action commencing in those other parts ; 
and, in its first stages, I should think it impossible to detect it; in the latter stages it 
has so blended itself with disorganising effects of disease in other parts as not easily to 
be selected as giving rise to primary affections.” (p. 98.) ] 

201. In Acute Inflammation of the Ligaments there is more or less 
severe pain, increased by pressure and motion, and accompanied with a 
feeling of heat and warmth; sometimes there is also an elastic, tense, not 
hard, shining swelling, which, in very severe inflammations, is red and 
extremely painful, and most prominent at those parts where the joint 
capsule is merely covered by skin and cellular tissue. ' The-limb is bent. 
The pain is not simply confined to the Joint ; it spreads in the course of 
the tendons, and by the periosteum, over part of the limb, which frequently 
becomes cedematous. Fever is always connected with a high degree of this 
inflammation ; frequently the fever precedes, and the inflammation follows 
it. If the inflammation do not subside, it spreads upon the synovial mem- 
brane, and then produces the changes hereafter to be mentioned 31 Orit 
runs into a chronic condition, in which the pain subsides, but the swelling 
increases. If this inflammation come on less actively, 7. e., in a subacute 
form, it may continue a very long time. 

[I do not know in what respect simple acute inflammation of ligaments differs from 
acute rheumatism ; nor how they are to be discriminated primarily except by reference 
to the constitutional disturbance which, in this condition, is a very uncertain sign. But 
that they are different I think there cannot be a doubt; as, in the one case, the disease 
is propagated to the other parts of the joint, and the ordinary results of inflammation 
attacking mucous surfaces, viz.,suppuration and ulceration, ensue in the cavity of the 
joint itself; whilst, in rheumatism, the affection is confined to the ligaments and the 
parts exterior to or enveloping them, and consists only in the effusion of serum or ad- 
hesive matter into the cellular tissue, thereby increasing the bulk and interfering with 
_ the motions of the joint. I must confess that I am ignorant of the signs which indicate 
simple inflammation of ligament, independent of rheumatism or of injury, and that I do 
not know the peculiar symptoms which point out the extension of inflammation to the 
ligaments, from the synovial membrane or proper tissue of joints. As seems to me, all 
our knowledge of inflamed ligaments is merely negative, except, perhaps, so far as con- 
cerns the injuries to ligaments known as sprains. I say perhaps, because in sprains the 
pain, on motion, which is held to be one principal sign of inflammation, occurs imme- 
diately after the accident, and before it is possible that inflammation can have occurred, 
however early that condition may, under these circumstances, be set up; and, if the part 
be carefully preserved in a state of repose, pain does not exist, nor is any other sign of 
inflammation present, although the slightest movement will produce excruciating pain ; 


to explain the production of which, some other cause than inflammation must be sought 
for.—J. F. 8.] 


202. Chronic Inflammation of the Ligaments either begins with acute 
pain, or comes on gradually with a less degree of pain, observable only on 


208 INFLAMMATION OF LIGAMENTS. 


pressure and motion, and entirely subsiding when the patient is at rest ; 
with a soft, doughy-elastic, colourless swelling, which frequently, like the 
pain, is but partial ; usually, however, the whole joint is affected ; it be- 
comes shiny as the swelling goes on, penetrated with varicose veins, and 
is mostly somewhat warmer than the healthy parts, in which it is gradually 
lost. As the swelling increases, the limb wastes, becomes bent at the joint, 
and all extension is impossible, on account of the thickening of the liga- 

- ments and cellular tissue ; the patient has the sensation of weight, weakness, 

“heat in the whole limb, and is frequently, from time to time, attacked 
with severe pain. 

203. Acute inflammation of the ligaments may be resolved under proper 
treatment, in which case simultaneous critical symptoms of fever appear, 
the inflammation subsides, and there remains only for a long time slight 
swelling and stiffness of the joint. Rarely, and only in rheumatic and 
gouty subjects, does metastasis take place to other parts. Very severe in- 
flammation runs either into suppuration and abscess on the external sur- 
face of the capsular ligament, or, when continued, upon the interior parts, 
into suppuration of the joint and carious destruction, in which case the local 
and general symptoms hereafter to be described occur. In chronic inflam- 
mation the thickening of the ligaments, and the cellular tissue surround- 
ing them, may be very considerable without the deep parts of the joint 
being attacked. This swelling is rarely dispersed entirely ; generally, there 
remains thickening of the ligaments, with impeded motion of the joint, and 
a greater or less degree of bending of the limb; just as in gouty inflam- 
mation, swellings, and knots arise from earthy deposits. If the chronic 
inflammation attack the synovial membrane, earlier or later suppuration 
of the joint is produced, and the happiest result is anchylosis ; but gene- 
rally hectic consumption is produced. 

204. Examination of the joint presents various changes in the structures 
affected, according to the degree and duration of the inflammation. In the 
more trifling form, the ligaments, and their investing cellular tissue, are 
thickened ; subsequently they are changed into a brawny or fatty, grayish 
white, yellowish or brownish mass. The synovial membrane often remains 
unchanged for a considerable time, or, at the utmost, has a wrinkled appear- 
ance. In the further progress of the disease, however, it is drawn into this 
fatlike degeneration ; so that the whole of the joint presents a homogeneous 
mass, in which are dispersed white membranous shreds, vessels, and tendons, 
and not unfrequently abscesses from the size of a pea to that of a hazel 
nut (a). This mass gradually involves the healthy cellular tissue, and even 
extends to the muscles. If further destruction occur in the joint, all those 
changes take place which are alluded to in other forms of inflammation of the 
joints. 

[Key (b)says, that, “in ligamentous fibre, the process of ulceration appears to be accom- 

" panied with some peculiar circumstances. The ligament, instead of preserving its usual 
form and size, becomes distended, and feels pulpy. When cut into, the fibres are found 
to be separated from each other by a vascular structure, which, upon being injected, has 
a villous appearance. This interstitial vascular mass is the reticular membrane, that in 
the healthy structure unites the ligamentous fibres; under inflammation it becomes 
highly vascular, and assumes the appearance alluded to, while the fibres of the ligament 


retain their natural glistening appearance, until, in the progress of the disease, they at 
length become softened and pulpy previously to their undergoing absorption. It is not 
(a) Jm#arR; in his Handworterbuch der ge- (b)20n the Ulcerative Process in Joints ; in Med.- 


sammten Chirurgie und Augenheilkunde, Leipzig, Chir. Trans., vol. xviii. 1833. 
1836, vol. i. p. 537. ; 
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improbable that the ligamentous fibres themselves are passive in the ulcerative process 
which, there is some reason for believing, is performed entirely by the vascular tissue 
that surrounds them.” (p. 215.) 

Sometimes, young people, from being compelled by their occupation to bear heavy 
weights, and especially from wheeling heavy barrows, have the plantar ligaments of the 
foot, or the inner lateral ligament of the knee, very considerably lengthened; and, as 
regards the lateral, that very common condition of the joint in labouring persous called 
- knock-knees or in-knees, a very remarkable instance of which is mentioned by WickHAM, 
in which “ the left leg was so affected by this lateral inclination that the leg was nearly 
at right angles with the thigh.” (p. 100.) Not unfrequently, also, are the ligaments 
of a joint generally relaxed, and thereby the strength of the joint greatly diminished, 
when large quantities of synovial fluid, produced by inflammation and long continuing, 
have at last been absorbed. In neither case, however, is there any actual disease of the 
ligament, but simply are they relaxed.—J. F. S.] 


205. The causes of inflammation of the ligaments may be all the 
general causes already mentioned, (par. 199,) especially the traumatic and 
rheumatic in scrofulous and lymphatic persons, in whom particularly the 
chronic form of this inflammation is most common. It may occur in all 
Joints, but it is most common in that of the knee and elbow. 

206. The treatment must be guided by both the degree of the inflam- 
mation and its cause. In severe traumatic inflammation, general, but 
especially repeated and free local blood-letting by leeches, cold applica- 
_ tions, and a corresponding general treatment must be employed. Perfect 

rest in this, as in all other forms of inflammation of the joints is absolutely 
necessary. In rheumatic and gouty inflammation in the slighter stages, 
warmth is to be applied, by rolling in flannel, woollen, and the like, and 
the internal use of diaphoretics, as hydrochlorate of ammonia, antimonial 
wine in small doses, or wine of colchicum seeds; in more severe inflam- 
mation, more active antiphlogistic treatment is called for, always, however, 
with caution and proper restriction. In the chronic course of inflammation, 
repeated blood-letting by a small number of leeches or by cupping-glasses 
must beemployed. Ifrheumatism or scrofula be the ground of the disease, 
the internal use especially of vinwm colchici and cod-liver oil is requisite. 
As the inflammation subsides, mercurial friction and repeated blisters are 
very advantageous. 

207. If without further inflammation thickening and swelling of the 
ligaments and cellular tissue occur, their dispersion must be attempted by 
encouraging absorption, for which purpose various infrictions, fomentations, 
and plasters are recommended. The most efficient remedies, according 
to my experience, are, repeated cupping or dry cupping, rubbing in mer- 
curial ointment either alone or with caustic ammonia and camphor, iodine 
ointment, proper pressure with a bandage; in suppuration, continued blis- 
ters ; corresponding general treatment of the internal cause. I have not 
seen any particular benefit from moxas, or from the slight scoring with the 
actual cautery, which has been recommended. | 

208. If the inflammation run into suppuration on the external surface 
of the capsular ligament, it must, when fluctuation is distinct, be properly 
opened ; care must be taken for the free flow of the pus, and poultices ap- 
plied (1). If the suppuration attack the joint itself, and, if the simple local 
use of poultices and corresponding general treatment do not lead us to hope 
that anchylosis can be effected ; if the symptoms become worse, and hectic 
consumption be feared, amputation, or, under favourable circumstances, 

_Temoval of the carious joint ends of the hones, is the only remedy. During 
the treatment of the inflammation of joints, care must be taken that the 
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limb should be as much as possible in such position that, if stiffness and 
anchylosis should happen, it may be the least inconvenient; in the knee- 
joint, for instance, ina straight posture, but at the elbow-joint half bent (2). 


[(1) The suppuration which CueExtus here mentions, has certainly nothing to do with 
the ligaments, but is that 

“ Disease of the cellular membrane of joints” spoken of by WickHam, which has 
resemblance, in some respects, to the white swelling described by RussErn and 
Niconat, but seems to me on the whole, very different. “ Inflammation,” says ‘he, 
“ having its seat in the cellular substance, existing as a primary.affection of that tissue, 
and continuing to occupy that part only of the joint, gives birth to a succession of symp- 
toms wholly distinct from those which are the effect of disease, in any other part.” It 
is first indicated by “swelling more or less, according to the situation and extent of the 
inflammation. Ifthe cellular substance within the joint be affected, and the inflamma- 
tion be of a chronic character, the swelling is but slight, but if that structure which 
invests the capsule be attacked, the swelling is very considerable, and the inflammation 
generally more active inits progress. The first stages of the disease, under all circum- 
stances, are nearly the same, differing only in degree The swelling of the joint is 
equable and firm, and, as the skin becomes placed on the stretch, grows shining and white : 
this stage, which may be called the adhesive, will last sometimes for many months, and 
produce very great irritation on the general system.” As the skin stretches more, the 
sensibility is much quickened, and the patient’s sufferings much aggravated, so that “at 
times he cannot bear the weight of the bed-clothes. * * * The pain, until the arrival of 
this symptom, is more obtuse, and oftentimes but very slight. The duration of this stage 
varies very much ; but the approach of that which is attended by the suppurative process, 
is, for the most part, marked by the usual constitutional symptoms indicating the forma- 
tion of matter, such as rigors and succeeding heat, and general febrile paroxysms, which 
assume, if the suppuration be large, a hectic character. It sometimes happens that the 
constitutional disturbance is so great as to require the removal of the limb, and that 
before any other structure is implicated; but it is more common for inflammation to 
propagate itself by contiguity to the synovial membrane, and afterwards to the articulat- 
ing cartilages, when it becomes confused with the peculiar symptoms attendant on disease 
of those parts.” The disease of the cellular membrane appears in two forms: “the 
one in which a single, or more, spots may have been the seat of the inflammation, having 
its origin from some injury which the part may have received, and pursuing a chronic 
course to the formation of small sacs of pus in those situations, which, perhaps, ulcerate 
through the synovial membrane; the second case is that in which the whole of the 
cellular membrane, surrounding the articulation, becomes inflamed, and ultimately 
envelops the joint in one large abscess. The first case is the more common of the two ; 
the latter, the effect of a sudden attack of inflammation, and more active in its course.” 
(p. 84-6.) 

In 1839, I amputated the knee of a man, aged twenty-seven years, for disease of the for- 
mer kind, which had resulted from slipping down stairs and bending his knee under him 
sixteen months before. The examination of the joint presented a large abscess on the 
inner condyle of the thigh-bone, which it had flattened and somewhat roughened without 
laying it bare; another long abscess extending from the knee upwards behind the ham- 
string, and downward, about three inches, below the head of the fibula ; the skin over both 
abscesses very thin, but neither communicating with the other, nor with an open wound 
above the outer condyle, the remains of an abscess which had burst five weeks before 
the operation. Behind the knee, in the popliteal space, was a fourth abscess, large and 
deep. Neither of the four had any communication with the cavity of the knee-joint, 
which did not contain any pus, but the synovial membrane, around the knee-cap, was 
thickened, soft, and jelly-like. 

Earlier in the same year I saw a case of the latter kind in a woman who, about a 
month previous, had received a blow on the inside of the knee ; a fortnight after she was 
attacked with severe shivering, which was followed by much swelling and puffiness about 
the joint, especially on the inside. A puncture was made just below the knee-cap, and 
twelve ounces of good pus discharged, but it was requisite to make a second opening two 
days after, and eight ounces more matter passed out. She did well. In a second case, 
where I had been attending a lady for many months, with what seemed to me chronic 
inflammation of the synovial membrane, with large effusion in the cavity of the joint ; 
suppuration occurred some time after, whilst she was in Barbadoes; the abscess was 


opened, and she did well. Both these cases I, at the time, considered connected with the 


joint ; but the result proved that such could not have been the case.—4J. F. Ss. 
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(2) CuExtus’s direction to keep the knee-joint straight, as the most convenient position, 
when there is a probability of stiffness resulting from the disease with which itis affected, 
is not at all satisfactory, nor should it be followed, as, thus fixed, it causes considerable 
halting in the gait, and, preventing the play of the ankle-joint, puts the patient in nearly 
the same condition as if he wore a wooden leg. And also when he sits down, the limb 


is obliged to thrust out before him, very inconveniently both to himself and others. 


The 


knee should, indeed, from the first of the treatment, be half bent and supported beneath 


by pillows, as the tendons passing over the 


joint, and the tendinous expansions connected 


- with its capsule are thereby relaxed; and, if permanent stiffness take place, the bent 
position is most convenient for sitting ; and, in walking, the play of the ankle-joint is so 
increased that the halting is comparatively trifling, and the patient’s movements much 


more free than if straight. 


The bent position is obviously best for persons accustomed 


to ride on horseback. For these reasons, therefore, the bent is preferable to the straight 


position of the knee and leg.—J. F. S.] 


B.—OF INFLAMMATION OF THE SYNOVIAL MEMBRANE. 


209. Inflammation of the Synovial Membrane ( Inflammatio Membrane 
Synovialis, Lat.; Entziindung der Synovialhaut, Germ. ; Inflammation de 
la Membrane Synoviale, Fr.) may arise either asa primary disease, or may 


have extended from other tissues. 


The synovial membrane is frequently 
attacked with inflammation on account of its vital relations : 


it has gene- 


rally a tedious course, and the functions of the joint are not at the onset 


entirely destroyed. 


['The importance of every circumstance connected with diseases of joints, and the dif- 
ference of opinion in regard to the special structure in which one or other of them 
commences, and by which they are sustained, is sufficient warrant for giving some ac- 


count of their natural structure and condition. 


And for this reason I shall here notice 


The Structure of Synovial Membrane.—The first satisfactory mention of it is that of 
Wit11AM Hunter (a); a careful perusal of which will show that very little has been 
really added by modern writers to his observations. 


“We are told by anatomists,” says this able teacher (6), “ that cartilages are co- 


vered with a membrane named perichondrium. 


If they mean the cartilages of the 


ribs, larynx, ear, &c., there, indeed, such a membrane is very conspicuous; but 


the perichondrium of the smooth articulatin 


the surface that there is room to doubt 


g cartilages is so fine and firmly traced upon 
whether it has been often demonstrated or 


rightly understood. This membrane, however, I have raised in pretty large pieces, 
after macerating, and find it to be a continuation of that fine smooth membrane {the 


synovial membrane) that lines the capsular ligament, folded over the end of the bone, 
from where that ligament is inserted. On the neck of the bone, or between the insertion 
of the ligament and border of the cartilage it is very conspicuous, and may be pulled 
up with a pair of pincers; but where it covers the cartilage it coheres to it so closely 
that it is not to be traced in the recent subject without great care and delicacy. In this 
particular it resembles that membrane which is common to the eyelids and the fore part 
of the eyeball, and which is loosely connected with the albuginea, but strongly attached 
to the cornea.” (p. 516.) 

This observation of WiLL1am HunTer’s in regard to the continuity of the synovial 


(a) I am not aware it is generally known that 
Witiiam Hunter was not only a surgeon, but 
also amember of the Court of Assistants of the Cor- 
poration of Surgeons of London. I became acci- 
dentally acquainted with this fact last year, in 
looking over the Court Books of the Corporation, 
where is the following entry :—“ 1st July, 1756. It 
having been reported to the Court that Dr. Wi1- 
L1AM HunreER, a member of this Court, was de- 
sirous of being disfranchised on such terms as the 
Court would agree on, It was Ordered that the 
clerk do deliver him the instrument of disfran- 
chisement, under the seal of this Corporation, 
on his paying down forty guineas for the same, 


being the same terms on which it was granted 
to Dr. Waren, on the 6th Dec. 1753.” —W1LLIAM 
Hunrer took the degree of M.D. in the University 
of Glasgow, 24th October, 1750, and he became a 
Licentiate of the College of Physicians in London, 
in the year 1756; but at the time of his writing this, 
as well as other valuable papers, he was a surgeon $ 
and it is too honourable a distinction for the Cor- 
poration of Surgeons to have included amongst 
its members two such celebrated men as WILLIAM 
and JoHn HunrTeR, as to pass over without its 
being distinctly recorded.—J.F.S. 

(b) Of the Structure and Diseases of Articulating 
Cartilages; in Philos. Trans. vol. xlii. 1743. 
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membrane over the cartilage of joints, has been confirmed by HENLE (a), who says :— 
“The epithelial layer on the inner surface of the synovial membrane attains a thick- 
ness of 0,006/”—0,008'". Many layers of cells are here observed piled on each other, 
and the outermost, viz. those next the free surface, are like those in the epidermis of the 
cutis and mucosa, broad, flat, and of irregular form ; their nucleus is not always distinct. 
The round cells of the synovial membrane have, in the mean, a diameter of 0,004/”— 
0,005’”, and the oblong cells measure as much in their smallest diameter. The li- 
gaments and cartilages which pass through the cavity of a joint, have a cover- 
ing of epithelium which is continued in a thin layer upon the joint surfaces of the 
cartilages, but separated from the cartilage corpuscles by a thin layer of cellular tis- 
sue.” (p. 116. 

Tottene by also states that, “in a foetal calf, towards the latter part of uterine ex- 


istence, he had removed the synovial membrane from nearly the entire surface of the - 


articular cartilage of the condyle of the femur, to which it was attached by a consider- 
able layer of cellular tissue in which the blood-vessels are seen to ramify.” (p. 167.) 
These are not, however, as he supposes, the branches of Witt1am Hunter's circulus 
articuli vasculosus, which, as we shall hereafter see, are described by him “as creeping 
around the cartilaginous brim, or under the cartilage,” for especial reasons ; but Toyn- 
BEE himself properly describes them as “the vessels of the synovial membrane which 
cover the articular cartilage,” and says that “during fetal and infantile life, previous 
to the period when the articular cartilages are subject to pressure, the synovial vessels 
extend over certain portions of them, from which, in childhood and during adult age, 
owing to the functions of the joints, they are necessarily absent. At the period when 
the child begins to use the various joints, and subjects them to pressure, these vessels 
recede, and in adult life they are only found on that margin of articular cartilage which 
is exempt from the influence of external forces. The arteries which pass between the 
articular cartilage and the synovial membrane, like those of the foetus, may be consi- 
dered as the termination of the articular arteries. At the point where the reflexed he- 
come continuous with the articular synovial membrane, it contains large vessels subja- 
cent to it which are numerous and plexiform. Immediately, however, that they enter 
the cellular web, between the articular cartilage and synovial membrane, they become 
enlarged and straight, and pass to a greater or less distance over the border of the arti- 
cular cartilage, forming loops, frequently with considerable dilatations, and becoming 
finally continuous with the veins. The free surface of adult cartilage appears to be 
nourished by the liquor sanguinis which exudes from these looped and dilated vessels.” 
(pp. 172, 3.) I doubt the correctness of ToyNBEE’s statement of the recession of the 
vessels when the child begins to use his joints, and consider that the analogy with the 
conjunctive coat of the eyeball here also holds good, and, as there, under ordinary cir- 
cumstances, its vessels are not seen, as they then carry only colourless blood, yet under 
inflammation they appear numerous and loaded with red blood ; so also the same condition 
is that of the vessels of synovial membrane. Before concluding this short notice regard- 
ing the synovial membrane, I would mention CLopton Havers’ (c) opinion, that the “ soft 
parts, found in the sinuses of the bones within the joint,which to the touch seemed vesicular 
and spongious, and the membrane not only lax, but also unequal, with protuberances of a 
different figure and magnitude,” were, the latter, “truly glandulous, and those soft bodies, 
glands.” He applied to them the name of “ glandulz mucilaginose, or the mucilaginous 
glands.” (pp. 188, 89.) After giving an account of their structure and vascularity, he speaks 
of their form as “ various, and accommodated to the sinus or cavity in which they are 
seated. Some are not only long but broad at their top, and grow narrow towards the 
top, so as to terminate in an edge; some have a broad basis, and rise into a sort of cone; 
some are like little ridges, some like a fimbria, some are broad and pretty flat;’ and 
then observes on their situation, that “ in general they are so seated that they cannot be 
injured by a compression from the bones.” (pp. 193, 4.) Goopsir (d), in referring to 
them, says :—“ I have been in the habit of considering the highly vascular fringes and 
processes of the synovial membranes as more active in the formation of epithelium, and 
therefore more closely allied to the secreting organs than other portions of these mem- 
branes. If this be the case, CLlopron HAvers was not mistaken in his ideas regarding 
the functions of these vascular fringes. They are situated where they cannot interfere 


(a) Ueber die Ausbreitung des Epithelium 
| eae eaicc Korper; in Muruer’s Archiv. 


(b) Researches tending to prove the non-vascu- 
larity and the peculiar uniform mode of organiza- 
tion and nutrition of certain animal tissues, viz. 
Articular Cartilage and the Cartilage of the dif- 


ferent classes of Fibro-Cartilage, &c., &c.; in Phil. 
Trans., 1841. 

(c) Osteologia Nova; or some New Observations 
of the Bones, &c. London, 1691. Svo. 


(d) On the Structure of the Serous Membranes; — 


in his Anatomical and Pathological Observations. 
Edinburgh, 1845. 8vo. 
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with the motions of the joint. They hang into those parts of the cavity best fitted for 
containing and acting as reservoirs of synovia ; and their high vascularity, and the pulpy 
nature of their serous covering, tend to strengthen this opinion.” (pp. 42, 3.) 

That Havers’ opinion is correct as to the function of these vascular fringes, I think 
there is not a doubt, having had to-day (May 2, 1845) the pleasure of being shown, by 
my laborious friend Rainey, our microscopist at St. Thomas’s museum, their minute 
structure on the synovial membrane of joints and in tendon sheaths, which, he tells me, 
he made out and showed to our mutual friend Graincer at least eighteen months since, 
although, till the present time, it has not been made public. He demonstrates the vessels 
contained in the fringes as having a very different disposition from those secreting fat, 
and, being surrounded by an investment of epithelium, from which it is evident that the 
old idea of their being the synovial glands is correct, and that the modern notion of their 
being fat-vessels, held by some physiologists, is incorrect. Moreover, that when the 
sheath, at least of an adult tendon, is injected, these organs are the only parts which 
readily receive the injection, and appear like vascular lobules on a whitish ground, the 
other parts of the sheath scarcely exhibiting any injection.—z. F. s. 

“No part of the body,” says Brop1e, “is much more frequently diseased than the syno- 
vial membranes. This is what their anatomical structure and functions might lead us to 
expect, since we find that living organs are more subject to have their natural functions 
deranged, in proportion as they are more vascular, and as they are employed in a greater 
degree in the process of secretion.” (p. 8.)] 


At the beginning the pain is trifling, and, although affecting the whole 
joint, is more severe at one part. Frequently, however, it is very violent, 
motion of the joint is impossible, and fever occurs. After some time 
swelling comes on, which fluctuates differently, according to the form of 
the joint, and is more evident at those points where the soft parts afford 
least resistance. If the inflammation be long continued, or recur fre- 
quently, the swelling becomes gradually larger and harder, depending on the 
loosening and hardening of the synovial membrane and ligaments; severe 
pain, sleeplessness, and hectic fever come on; the swelling bursts at differ- 
ent parts, and the powers of the patient are exhausted. In the most 
favourable cases anchylosis takes place. If the inflammation be very insi- 
dious, and do not go on to loosening of the synovial membrane, it may 
terminate in dropsy of the joint and weakening of the ligaments; so, when 
the inflammation specially affects the ligaments, thickening of them, with 
impeded motion and greater or less bending of the joint, swellings, and 
knots from deposition of earthy matter, (especially in gouty inflammation, ) 


may occur. 

[Cuexius here considers as one, the two forms of diseased synovial membrane 
which have been distinguished by Bropix; the one as “ consisting simply in a morbid 
action,” and the other, or “ others, in which the morbid action produces a morbid change 
of anatomical structure.” (p. 76.) The former, arising simply from common inflamma- 
tion, which may be resolved entirely, or terminate im one or other of the usual conse- 
quences of inflammation, or which may degenerate into the second form, in which a 
specific change of structure takes place. It will, therefore, be necessary to point out 
these different forms.—4s. F. s. 

CoMMON INFLAMMATION of the synovial membrane may be either acute or chronic, or 
it may assume the sub-acute form, which is by far the most frequent, and generally 
passes by the name of chronic inflammation. : 

As to the comparative occurrence of synovial inflammation, BRoDIE observes :—“Al]- 
though no period of life is altogether exempt from this disease, it does not occur equally 
in persons of all ages. It very seldom attacks young children, becomes less rare as they 
approach the age of puberty, and is very frequent in adult persons. This is the reverse 
of what happens with respect to some of the other diseases to which the joints are liable, 
and a knowledge of these circumstances will be found of some importance to the surgeon, 
in assisting him to form a ready diagnosis.” (p. 20.) , 

Acute synovial inflammation may arise spontaneously, but mostly it results from in- 
jury as either blows or wounds. When it occurs, BrovIie observes, that ‘“ the swelling 
takes place immediately after, or at the same instant, with the first attack of pain; there is 
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redness of the skin ; the pain is more severe, and it isso much aggravated by the motion 
of the parts, that the patient keeps the joint constantly in the same position, and usually 
in an intermediate state between that of flexion and extension. In addition to these 
symptoms, there is more or less of symptomatic fever of the inflammatory kind. In afew 
days, the disease, if left to itself, assumes the chronic form, or, perhaps, under proper 
treatment, it subsides altogether. It must be observed, however, that the boundaries of 
acute and chronic inflammation do not admit of being very well defined. These terms 
accurately enough express the two extremes; but there are numerous intermediate 
degrees of inflammation, of which it is difficult to determine whether they should be 
considered as being of the acute or chronic kind.” (pp. 31, 2.) ” 

Sometimes the inflammation runs on to suppuration, and the constitutional excite- 
ment is more or less severe till the pus have either found its way out by ulcerating 
through the whole wall of the joint, or till it have been discharged by puncture; but 
in either case it sometimes proves fatal from the disturbance produced. ‘The following 
are examples :— 

CasE 1 is mentioned by Broprr:—“ A young lady, nine years of age, being at play 
on the first of January, 1808, fell and wrenched her hip; she experienced so little 
uneasiness that she walked out on that day as usual. In the evening she went toa 
dance, but while there, was seized with a rigor, was carried home, and put to bed. 
Next morning she was much indisposed, and complained of pain in the thigh and knee: 
on the following day she had pain in the hip, and was very feverish. These symptoms 
continued ; she became delirious, and she died just a week from the time of the accident. 
On inspecting the body on the following day, the viscera of the thorax and abdomen 
were found in a perfectly healthy state. The hip-joint on the side of the injury con~ 
tained about halfan ounce of dark-coloured pus; and the synovial membrane, where it 
was reflected over the neck of the former, was destroyed by ulceration for about the 
extent of a shilling.” (pp. 73, 4.) Brop1E mentions this as a case of “ulceration of the 
synovial membrane, as a primary affection ;”’ but it seems to me rather the result of the 
pressure of the pus in attempting to produce an outlet. And I think that his other 
case, in which there was “about half an ounce of thin pus found in the shoulder-joint ; 
and the synovial membrane bore marks of general inflammation, and in one spot where 
it was reflected over the neck of the os brachit was destroyed by ulceration for about the 
extent of a sixpence,” (p. 75,) was under similar though less urgent circumstances.— 
J. F. 8. 

Case 2 is related by WickHam, in which the pus was discharged by ulceration, 
but the girl died. M.C., aged fifteen years, applied to him, “on account of pain which 
she had for several days experienced in her left knee-joint ; at that time it had not 
been severe, but it was confined to one spot below the patella, and she described it as 
of a dull aching kind.” Leeches, saturnine lotion, and aperient medicine were ordered. 
Three days after she was “suffering very greatly; the pain was general over the joint, 
of the tensive character, and the part swollen to nearly double its natural size. The skin 
over it was hot and shining; the febrile symptoms were very high, and delirium had 
come on. Six days after, suppuration had established itself; and, after the lapse of eleven 
days more, “she died without any mitigation of the constitutional disturbance; the sen- 
sorium continuing to be affected to the last.” (pp. 68, 9.) 

Case 3.—In this instance the abscess was opened, and ultimately did well. In 1836, 
EK. A., a girl of twenty-two years of age, slipped down stairs, and wrenched her knee, 
but so slightly, that she took no notice of it till a week after, when she had pain at the 
top of the knee, which increased so much during a single night, that on the following 
day she was unable to put her foot to the ground, on account of the severity of the pain. 
She continued suffering severely for three weeks, and then came to the hospital, the girth 
of her knee being twenty-two inches : fluctuation was very distinct all round the knee-cap ; 
she was free from pain when at rest, but if moved, pain came on, and was increased if the 
leg hung down. Leeches, blisters, and an issue were employed, but without benefit. The 
tumefaction increased, and the neighbouring cellular tissue on the thigh became ede- 
matous. She continued during five weeks getting worse, and, the skin thinning, a lancet 
was passed in, which evacuated eight ounces of pus, and the wound, having been care- 
fully closed, healed up. But the matter continued to form, and the pain increasing, and 
the joint having acquired its former size, another puncture was made, and half a pint 
more pus escaped. ‘The wound was left unclosed, the discharge continued, but in the 
course of a fortnight pain, even on motion ceased, and she slowly recovered. 

When the synovial membrane suppurates after wound of the joint, very commonly the 
whole of its interior is destroyed, and the patient is worn out, unless the limb be ampu- 
tated; or under favourable circumstances the patient recovers with a stiff joint. 
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If the acute stage be checked, it sometimes subsides entirely, but at other times the 
0 osu becomes chronic, or terminates in the effusion of a large quantity of fluid in 

e cavity. 

In the much more frequent subacute or chronic form, when “inflammation of the 
synovial membrane takes place, as a symptom of constitutional affection, where the 
system is under the influence of gout or rheumatism, &c.,” Brop1E says, “in these 
cases, the disease, for the most part, is not very severe; it occasions a preternatural 
secretion of synovia, but does not, in general, terminate in the effusion of coagulable 
lymph, or in thickening of the inflamed membrane. Sometimes it attacks the’ greater 
number of the joints at the same instant, and even extends to the synovial membranes, 
which constitute the burse mucose and sheaths of the tendons. At other times, it leaves 
one part to attack another, and several joints are affected in succession. In other cases, 
the disease is entirely local, produced by a sprain, or other injury, or the application of 
cold, and sometimes arising from no evident cause. * * * Where the inflammation is 
thus confined to a single joint, it is more probable that it will assume a severe character, 
and that it may be of long duration. It leaves the joint with its functions more or 
less impaired, and occasionally terminates in its total destruction. In itself it is a serious 
disease; but it is often confounded under the alarming name of white swelling, with 
other diseases, which are still more serious.” (pp. 21, 2.) 

“The pain,” BropiE observes, “usually continues to increase during the first week 
or ten days, when it is at its height. Sometimes even at this period the pain is trifling, 
so that the patient experiences but little inconvenience from it: at other times it is consi- 
derable, and every motion of the joint is distressing and difficult. In the course of one 
or two days after the commencement of the pain, the joint may be observed to be swollen. 
At first the swelling arises entirely from a preternatural collection of fluid in its cavity. 
In the superficial joints, the fluid may be distinctly felt to undulate when pressure is made 
_ alternately by the two hands placed one on each side. When the inflammation has 
existed for some time, the fluid is less perceptible than before, in consequence of the 
synovial membrane having become thickened, or from the effusion of lymph on its inner 
or outer surface; and, in many cases, where the disease has been of long standing, al- 
though the joint is much swollen, and symptoms of inflammation still exist, the fluid in 
its cavity is scarcely to be felt. As the swelling consists more of solid substance, so the 
natural mobility of the joint is, in a great degree, impaired.” (p. 23-5.) 

“Inflammation may attack the synovial membranes in different degrees of intensity ; 
but, for the most part, it has the form of a chronic or slow inflammation, which, while it 
impairs, does not altogether destroy the functions of the joint; and which, if not relieved, 
in the first instance, by active and judicious treatment, may, like a chronic ophthalmia, 
continue for weeks or months, and, with occasional recoveries and relapses, may even 
harass and torment the patient during several successive years.” (p. 23.) 

“The form of the swelling deserves notice. It is not that of the articulating ends of 
the bones, and, therefore, it differs from the natural form of the joint. The swelling 
arises chiefly from the distended state of the synovial membrane, aud hence its figure 
depends, in great measure, on the situation of the ligaments and tendons, which resist it 
in certain directions, and allow it to take place in others. Thus, when the knee is affected, 
the swelling is principally observable on the anterior and lower part of the thigh, under 
the extensor muscles, where there is only a yielding cellular structure between those 
muscles and the bone. It is also often considerable in the spaces between the ligament 
of the patella and the lateral ligaments; the fluid collected in the cavity causing the fatty 
substance to protrude in this situation, where the resistance of the external parts is less 
than elsewhere. In the elbow, the swelling is principally observable in the posterior 
part of the arm, above the olechranon, and under the extensor muscles of the fore arm. 
And in the ankle, it shows itself on each side, in the space between the lateral ligaments 
and the tendons, which are situated on the anterior part.” (pp. 25, 6.) 

“ After inflammation of the synovial membrane has subsided, the fluid is absorbed, 
and, in some instances, the joint regains its natural figure and mobility; but, in other 
cases, stiffness and swelling remain. Sometimes the swelling has the same peculiar 
form which it possessed while the inflammation still existed, and while fluid was con- 
tained in the joint; and we may suppose that it depends principally on the inner surface 
of the synovial membrane having a thick lining of coagulable lymph; at other times, 
the swelling has the form of the articulating extremities of the bones,’that is, nearly the 
natural form of the joint, and it probably arises from the thickened state of the synovial 
membrane. * * * In those cases where the synovial membrane is thickened, although 
the fluid which had been effused is absorbed, and the principal swelling has disappeared, 
it occasionally happens, not only that a certain degree of inflammation still lingers in 
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the part, but that it continues until the morbid action extends to the other textures, and 
ultimately ulceration takes place in the cartilages, suppuration is established, and there 
is complete destruction of the articulating surfaces.” (p. 28, 9.) 

“ With respect to the fluctuation,’ Lawrence (a) says, “ that cases of this kind differ 
materially. In some instances the tumefaction of the joint is quite soft, and we can very 
easily detect the fluid: we can move it from one part to another: by pressing on the 
tumour above, we elevate the patella from its situation, actually lift it up from the 
trochlea of the os femoris, and then, by pressure upon it, can push it down again into a 
sort of cavity. In some cases the swelling feels much harder; and there are cases, where 
the inflammation is violent and has proceeded rapidly, in which the swelling is so firm 
as to afford but a slight sensation of tumefaction to the hand. I have seen cases which, 
from the tension produced by the large quantity of fluid, have quite deceived me, and 
have presented all the characters of a solid tumour. However, on cautiously examining 
those cases, more particularly if the knee is put as much as possible into the extended 
state, so as to relax the extensor muscles, you will be able to detect the nature of the 
tumour, although at first it may give you the impression that it is solid.” (p. 480.) 

Not very unfrequently, I think, though Bropre says “not often * * * a joint is 
swollen from a preternatural quantity of fluid collected in its cavity, without pain or in- 
flammation. This may be supposed to arise, either from a diminished action of the ab- 
sorbents, or an increased action of the secreting vessels. The disease may be compared 
to the dropsy of the peritoneum or pleura, or, more properly, to the hydrocele; and it 
has been not improperly designated by the terms Hydrarthrus and Hydrops Articuli.” 
(p. 10.) 

Here would seem to be the most convenient place to mention the alleged differences 
between inflammation of the ligaments, and that of the synovial membrane; and, though 
the form specially mentioned is that of rheumatic inflammation, and it might be more 
strictly considered to belong to the physician’s department, yet, as it is the only attempt 
made to distinguish between the inflammatory conditions of the two tissues, I shall make 
no apology for the following long extract from Watson (b):—“ There are two varieties 
of acute rheumatism, a circumstance first noticed by Dr. CHamBers at St. George’s 
Hospital, and afterwards made public by Dr. Francis Hawxrns in his Gulstonian 
Lectures. The varieties are spoken of under the names of fibrous or diffused rheuma- 
tism, and synovial rheumatism. I apprehend, however, that in both of them the inflam- 
mation has its starting point in some fibrous texture; but that in the one a considerable 
extent of that texture is implicated, while the inflammation does not involve the neigh- 
bouring synovial or serous tissue; and in the other the extent of fibrous tissue affected 
in the onset is comparatively small, while the local symptoms are more expressive of the 
secondary synovial disease. I will briefly state the distinctive characters of these two 
varieties of what is primarily and essentially the same malady. In the one, then, the 
inflammation commences in the immediate neighbourhood of one of the larger joints ; 
not in the joint, but near it. It attacks the tendons, fasciee, ligaments, and possibly also 
the muscles. There is not, at first, much redness or swelling; but after the pain has 
been of some duration, there is a puffiness around the parts affected, caused apparently 
by turgescence of the blood-vessels, and at length slight pitting or edema may supervene, 
from effusion into the surrounding cellular tissue, and what redness is present is dis- 
posed in streaks, following the course of the tendons. On the other hand, in the syno- 
vial variety, which shows itself more frequently and more plainly in the knee than any 


where else, the pain, which marks the onset of the complaint, does not last long before — 


some degree of swelling is perceptible, together, in most instances, with slight redness 
of the skin ; and this swelling is not due so much to turgescence of vessels as to edema 
of the cellular tissue, as to fluid poured into the cavity of the joint. And the form and 
character of the swelling indicate that it is the result of the fulness and distension of the 
synovial membrane ; it is tight and elastic, and protrudes, as it were, through the spaces 
that intervene between the tendons and the ligaments, by which it is in other parts 
bound down and restrained ; and fluctuation is often distinctly perceptible in the super- 
ficial joints, when both hands are applied to them. These are the local differences 
between the two forms of the disease. And there are differences equally well marked 
between the constitutional symptoms that attend them. It is in that form which (xe? 
‘Zoxny) 18 called fibrous rheumatism, that the inflammatory fever runs so high, that the 
tongue is so thickly furred, that the round full-bounding pulse occurs, that the profuse 
spontaneous acid perspirations break out, which exhaust the patient’s strength without 
alleviating his sufferings, that the urine is high coloured, and deposits a copious sedi- 


(a) Lectures in Lancet, 1829-30, vol. ii. (6) Lectures on Physic, vol. ii. 
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ment like brickdust. In the synovial form, the fever is either less intense from the 
beginning, or soon moderates, after the joints begin to swell; the tongue is less foul ; 
the patient sweats much less. It is to this form that the term rheumatic gout is often 
applied.” (pp. 621, 2.) Of the chronic rheumatism Watson also mentions two kinds :— 
“One attended with local heat and swelling, although the constitution at large sympa- 
thises very little, or not at all, with the topical inflammation; the other characterized 
rather by coldness and stiffness of the painful joints. In the former of these, the pains 
are increased by pressure, and by movements of the limbs, and by external warmth, the 
warmth of a bed for example; and there may be even some slight degree of pyrexia at 
night. In truth, this form of chronic rheumatism claims a near relationship with the 
acute, ne which it sometimes passes, and of which it is frequently the sequel.” (pp. 
628, 9. 

Gonorrheal Rheumatism and Gonorrheal Ophthalmia were, I believe, first mentioned 
publicly by AsttEy Cooper, and “the first of these affections,” he considers, “ is not 
an unfrequent disease ;” but it appears to have been previously observed by the elder 
Cu1nE; for, in reply to the question put to him by Cooper, Whether he had ever seen 
rheumatism produced from gonorrhoea? he said :—“ Several times.” CoorEr’s account of 
the disease is described in his usual homely but graphic manner, in the following, his first 

Casr.—“ An American gentleman came to me with a gonorrhea, and, after he had 
told his story, I smiled and said, ‘ Do so and so, particularizing the treatment, and 
that he would soon be better, but he stopped me and said, ‘ Not so fast, sir; a gonorrhea 
with me is not to be made so light of; it is no trifle; for in a short time you will find me 
with inflammation in the eyes, and in a few days after I shall have rheumatism in the 
joints. I do not say this from the experience of one gonorrhea only but from that of 
two, and on each occasion I was afflicted in this manner. I begged him to be careful 
to prevent any gonorrheeal matter coming in contact with the eye, which he said he 
would. Three days after this I called on him, and he said, ‘ Now you may observe 
what I told you a day or two ago is true.’ He had a green shade on, and there was 
ophthalmia of each eye. * * * In three days more he sent for me rather earlier than 
usual, for a pain in his left knee; it was stiff and inflamed. I ordered some applications 
and soon after the right knee became affected in asimilar manner. The ophthalmia was 
with great difficulty cured, and the rheumatism continued many weeks afterwards, * * * 
Whether it is by absorption of the poison or the constant irritation produced by the 
inflammation of the urethra, I do not know; but certain it is that gonorrheea produces 
ophthalmia and rheumatism, and when not a single drop of matter has been applied 
to the eye. The inflammation generally attacks both eyes and is of long duration.” 
(pp. 273, 4.) 


Bropte also speaks of cases of inflamed synovial membrane after gonorrhoea; these 
were in every instance accompanied with purulent ophthalmia, which, in most, but not 
in all, preceded the affection of the joints, which recurred often, again and again; and 
in one case the joint was affected nine times. 


For our knowledge of that form of diseased synovial membrane, which may be called 
pulpy degeneration, we are indebted to Bropre, who describes it as consisting “in a 
morbid alteration of structure, which takes place in the synovial membranes of joints, 
and which, as far as I have seen, is peculiar to these parts. I have never known an 
instance of the same diseases in the serous membranes, which so nearly resemble the 
former in their nature and functions ; nor even in the synovial membranes that consti- 
tute the bursse mucose and sheaths of the tendons.” (p. 77.) The disease seems to 
commence in the reflected portions of the synovial membrane, converting them into a 
light brown pulpy substance, varying from a quarter to a half, or even a whole inch in 
thickness, intersected with white membranous lines and red spots, formed by small 
vessels injected with their own blood. It then attacks the synovial membrane, which 
over-spreads tke cartilaginous covering of the ends of the bones, beginning at their edge 
and extending gradually over them, ulceration in those cartilages going on correspon- 
dently, till the carious or ulcerating surfaces of the bone are exposed. The cavity of the 
joint sometimes contains pale yellow fluid in the floating flakes of lymph, or pus, which 
is discharged externally by ulceration; but sometimes neither. Or abscesses may exist 
in the altered synovial membrane itself, without communication in the joint. LAWRENCE 
says, that “the ligaments, perhaps, are free from disease, and so, perhaps, are the car- 
tilages; at all events, if either are affected, it will be the cartilages :” (p. 482:) on this 
point, therefore, he does not agree with Bropre. The latter author considers that this 
disease “ belongs to the same order with tubercles of the lungs, scirrhus of the breast, 
the medullary sarcoma or fungus hematodes of the testicle, and numerous other dis- 
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eases, in which the natural structure of the affected organ is destroyed, and a new and 
different structure is added in its place. To these also it bears a near resemblance in 
its progress. Thus tubercles of the lungs, in the first instance, occupy the vesicular 
and interlobular substance ; but ultimately they inflame and ulcerate, abscesses form in 
them, and the pleura, the bronchia, and other contiguous parts become affected. * * * 
In every case in which I have had it in my power to watch its progress, the complaint 
has advanced slowly, and sometimes has remained in an indolent state during a very 
long period, but ultimately it has always terminated in the destruction of the joint. It 
is a remarkable circumstance that this affection of the synovial membrane is rarely 
met with, except in the knee. I have never known an instance of it in the hip or shoulder. 
But Hopeson of Birmingham informs me he has met with one example in the ankle, and 
another in one of the joints of a finger.” (p. 95-7.) 

If by placing this disease in “ the same order with tubercles of the lungs, scirrhus 
of the breast,” &c., BrRop1rE means to infer that it is malignant in the usual acceptation 
of the term, I must differ from him, as I am not aware that it presents itself in any 
other organ of the body, and, indeed, he himself observes, “ itis a remarkable circumstance 
that this affection of the synovial membrane is rarely met with except in the knee.” It 
destroys life, indeed, if the limb be not removed; but only in the same way as other 
causes by which the surface of the joint is destroyed and either opened or not, by 
wearing out the powers of the constitution.—J. F. 8, 

“ This disease,” according to Bropig, “ generally takes place in persons who are not 
much above the age of puberty. I do not recollect,” says he, “one instance of it having 
occurred after the middle period of life. In general it can be traced to no evident cause ; 
but occasionally it is the consequence of repeated attacks of inflammation. In this re- 
spect it resembles other diseases of the same order. Inflammation of the lungs may lay 
the foundation of tubercles, and inflammation of the breast may occasion the growth 
of ascirrhous tumour. * * * In the origin of this disease there is a slight degree of 
stiffness and tumefaction, without pain, and producing only the most trifling inconveni- 
ence. These symptoms gradually increase. In the greater number of cases, the joint 
at last scarcely admits of the smallest motion; but, in a few cases, it always retains a 
certain degree of mobility. The form of the swelling bears some resemblance to that 
- in cases of inflammation of the synovial membrane, but it is less regular. The swell- 
ing is soft and elastic, and gives to the hand a sensation as if it contained fluid. If only 
one hand be employed in making the examination, the deception may be complete, and 
the most experienced surgeon may be led to suppose that there is fluid in the joint 
when there is none; but, if both hands be employed, one on each side, the absence of 
fluid is distinguished by the want of fluctuation. The patient experiences little or no 
pain until abscesses begin to form and the cartilages ulcerate ; and, even then, the pain 
is, in many instances, not so severe as where the ulceration of the cartilages occurs as a 
primary disease, and the abscesses heal more readily, and discharge a smaller quantity 
of pus, than in cases of this last description. At this period the patient becomes affected 
with hectic fever, loses his flesh, and gradually sinks, unless the limb be removed by an 
operation. * * * The gradual progress of the enlargement and stiffness of the joint with- 
out pain, and the soft elastic swelling without fluctuation, in the majority of cases, enables 
us to distinguish it readily from all the other morbid affections to which the joints are 
liable. The cases with which those of this disease are most liable to be confounded are 
those of chronic inflammation of the synovial membrane. Firstly. When the synovial 
membrane has undergone a morbid change of structure, it occasionally happens that a 
preternatural secretion of fluid takes place at the same time from its inner surface, and 
the joint becomes distended, not with synovia, but with a turbid serum, having flakes of 
coagulable lymph floating in it, which causes the tumour to present nearly the same ex- 
ternal characters as where synovial membrane is inflamed.” But Brop1ze distinguishes 
it by its not yielding to the ordinary treatment, and by the accurate previous history. 
“ Secondly. When the synovial membrane, after inflammation has subsided, has been 
left in a thickened state, and coagulable lymph has been effused into the articular 
cavity, the tumour, in some instances, a good deal resembles the tumour which occurs 
in cases of this disease; so much so, that it will be very difficult to give a correct 
opinion merely from observing the present appearance and condition of the joint. The 
surgeon must, in great measure, form his judgment from the account which he receives 
of the origin and early symptoms of the complaint, or, when an accurate statement 
cannot be procured, by waiting to observe its future progress.” (p. 101-6.)] 


210. The examination of the joint after death shows, in a milder form. 
of the disease, the synovial membrane inflamed, and the cavity of the joint 
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filled with a thin, often reddish, fluid(1). Ina more advanced state, thick- 
ening of the ligaments, swelling of the synovial membrane into a fungous 
fleshy-like mass penetrated with white streaks, often with a mass beset with 
polypous or hydatid-like growths, a collection of yellowish lymph mixed 
with white flakes (2); finally, destruction of the cartilages and caries of 
the joint ends of the bones (8). 

[(1) This is the result of simple inflammation. Bropre mentions one excellent ex- 
ample, in which, “ throughout the whole of its internal surface, except where it covered 
the cartilages, the synovial membrane was of a dark-red colour; the vessels being as 
numerous and as much distended with blood as those of the tunica conjunctiva of the eye 
in a violent ophthalmia.” (p. 12.) In another case—“the synovial membrane was in- 
creased in thickness about one-eighth of an inch, and was of a gristly texture.” (p. 14.) 
The former patient had died of fever, independent of the disease in the knee-joint ; and 
the limb of the latter was removed for some other complaint. These are highly impor- 
tant cases, as opportunities for examining inflamed synovial membrane in this, its primary 
condition, are very rare. 

(2) This is the pulpy degeneration described by Bropre. 

(3) This appears to me the form of joint disease described by Key (a), in which “ the 
cartilage is not absorbed per se, but through the agency of a structure probably evolved 
for the special purpose of completing that process,” (p. 134,) or, as he elsewhere (b) ex- 
presses it, a “highly vascular fringe of (synovial) membrane, which is a newly orga- 
nized, and, in some parts, a superadded structure for the purpose of producing ulceration 
of the contiguous cartilage.” (p. 224.) I fully concur with the correctness of Kry’s views 
upon this point, having seen the condition he describes again and again. But it will be 
more convenient to consider the subject in connexion with true ulceration of cartilage, 
a little further on.—J. F. S.] 

211. The inflammation of the synovial membrane occurs very readily in 
superficial joints, especially in the knee-joint, from mechanical violence, 
cold, rheumatism, gout, gonorrhoea, syphilis, or improper use of mercury. 
It takes place frequently in several joints at once, or in one after another. 
When arising from some marked internal cause, the course of this inflam- 
mation is usually tedious. 

212. The prognosis is more favourable when the disease is consequent 
to external than when it depends on internal causes. At first it can be dis- 
persed by proper treatment; subsequently, when a collection of fluid has 
taken place, the resolution is only slowly brought about, and there remains 
for a long while, and often permanently, a swelling of the joint. Ifthe 
synovial membrane and the ligaments be much thickened or ulcerated, the 
cartilages and bones affected, and openings of abscesses present, anchylosis 
must be considered the most favourable termination: in the majority of 
cases, however, the removal of the joint is the only remedy. 

213. The treatment is guided by the causes and degree of the inflam- 
mation. If theaffection of the joint be connected with general disease, the 
plan of cure must be directed towards it. In rheumatism and gout espe- 
cially, vin. sem. colch.; in scrofula, cod-liver oil; in gonorrhoea and 
syphilis, Zirrmann’s decoction. In more severe degrees of inflammation, 
general, but especially repeated local blood-letting with leeches, and cold 
fomentations with lead wash are required; but warm fomentations or 
soothing poultices when the swelling is considerable. When the course 
of the inflammation is slow, cupping at the commencement is sufficient. 

[As regards the local treatment of simple acute inflammation of the synovial mem- 
brane, Bropte says, “If the swelling has rapidly risen to such a height as to occasion 
considerable tension of the soft parts, the pain will be best relieved by means of warm 
fomentations and poultices; but otherwise cold evaporating lotions seem to produce a 


(a) Med.-Chir. Trans., vol. xix, (b) Med,-Chir. Trans., vol, xviii. 
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better effect.” (p. 35.) I must confess in these cases I prefer warm poultices, either of 
bread or chamomile flowers, or hot flannels frequently reapplied: the warmth having 
appeared to me most soothing in the majority of cases. But, as sometimes cold, some- 
times heat, affords ease to patients of different constitutions, their feelings must be at- 
tended to, and either treatment, found most agreeable, continued. The subacute inflam- 
mation requires leeching more frequently, and sometimes cupping; but I think leeches 
are preferable, as the wounds they make often excite a little erythematous inflammation 
on the skin, which acts as a gentle diversion. Warm applications here also seem to me 
preferable to cold. Blisters should not generally be employed till blood has been taken 
from the part twice or thrice, and the tenderness is either subsiding or has subsided. 
But sometimes they may be needed earlier if the constitution be weakly and the patient 
cannot bear the loss of blood. 

If the simple acute inflammation of the synovial membrane terminate, as it sometimes 
does, in suppuration, the swelling should be punctured and the pus discharged as soon as 
it points, or, perhaps, even before, as the severity of the constitutional excitement will 
lead to a tolerably sure diagnosis of its existence. The longer it is retained the more 
does the constitution suffer, and. the greater is the liability of ulceration of the membrane 
and cartilages. There is but a choice of evils, and that of opening the joint seems, to 
me, less than that of the continued confinement of the pus. I do not think blisters in 
this case are of much use.—J. F. 8.] 


214. When the inflammatory stage has passed, but the swelling (from 
effusion of fluid into the joint) continues, the dispersion is to be encouraged 
by blisters, repeated around the whole joint, or applied in the neighbour- 
hood, or kept open for some sufficient time with savine cerate; by rub- 
bing in mercurial ointment with camphor and caustic ammonia, by appli- 
cation of solution of acetate of ammonia, by stimulating and dispersing 
plasters, as emp. ammon. ec. acet. scill., and,so on. ‘The stiffness in the 
joint, which often is long continued, may be removed by rubbings with 
volatile substances, by baths, douche, and careful motion. 


[For the removal of fluid in the joint I believe that blisters are the most efficient re- 
medy we can employ; but I do not like blistering the whole joint at once, nor dressing 
blisters with savine ointment, as, in the one case, independent of strangury which is 
sometimes excited, and is very annoying as well as painful, it is requisite to wait till the 
sore is healed before a second application can be made; and, as regards the savine oint- 
ment, the pain it causes, if properly applied, (7. e., immediately to the cutis, the cuticle 
having been previously removed,) is extremely severe, and, as I think, not warrantable 
by the benefit obtained. I therefore prefer the employment of repeated blisters, two 
at a time, each about as large as a crown-piece, one above and the other below 
and on opposite sides of the joint, applied on the alternate parts every third day, by 
which time, generally, the first applied blisters are beginning to heal, if, immediately 
after they have risen, they be punctured, and either poulticed or dressed with simple 
ointment. In this way a constant diversion on the skin may be kept up to an almost 
unlimited period, with little actual inconvenience to the patient, but with remarkable 
benefit to his joint. Or, each side of the joint may be alternately blistered, and, the 
cuticle having been removed, may be dressed with the ointment of iodide of potass, a 
drachm to the ounce, which is often very efficacious.—4J. F. 8. 


In reference to friction, which was formerly more in vogue than at present, and, if 
properly employed, is very useful in cases of stiffness after the absorption of the fluid, 
Bropie very justly observes :—“ It should be employed with caution, as, when used too 
freely, it sometimes occasions a return of the inflammation. Whenever there is the 
slightest indication of this being the case the friction should be omitted, blood should 
be taken from the part, and some time should elapse before the friction is resumed. It 
is sometimes productive of very essential benefit, but not unless it be employed to a con- 
siderable extent, as for two or three hours daily, and during a long period of time.” 
He also mentions having “ sometimes tried the effect of pumping hot water on a stiff 
joint, as recommended by Le Dray, and now practised at some watering-places. The 
blow of a column of water, falling from a height of several feet, produces considerable 
friction, even so as to excoriate the surface, with which are combined the relaxing powers 
of heat and moisture. This practice is certainly productive of benefit; but the observa- 
tions a made apply to this as well as the other modes of producing friction.” (p. 
40-42. 
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215. If there be already thickened synovial membrane, and, if the acute 
have passed into the chronic condition, leeches must be repeatedly applied, 
but in small numbers, waiting, however, each time till the erysipelas 
thereby excited has subsided. If the swelling be soft, light compression 
may be employed, mercurial or iodine ointment used ; continued derivation 
by blisters and issues, and moxas or the actual cautery applied (1). 

When suppuration occurs in the joint, with destruction of the cartilages 
and bones, care must be taken for the proper discharge of the pus (2); the 
limb must be kept in the most perfect rest ; the powers supported by the use 
of tonic remedies, and a proper attention to diet; and poulticing must be 
continued. If exhaustion be feared, the removal of the limb is indicated. 


[(1) When the inflammation has become actually chronic, especially if there be thick- 
ing, then irritating applications are especially beneficial. In the milder form soap 
liniment, either alone, or rendered more stimulating by the addition of liquor ammonia, 
or tinctura lytte, in proportion of a drachm to the ounce, the liniment of ammonia, with 
oil of turpentine, as recommended by Bropre, or mustard liniment, made by macerating 
an ounce of mustard flour in a pint of spirit of turpentine, are often sufficient. When 
more active excitement is necessary, friction with croton oil, about a dozen or twenty 
drops every evening till it brings out little blisters, which soon run into suppuration, is 
very serviceable, and a very cleanly application. Bropre recommends a liniment con- 
sisting of ol. olive 3jss., ad. acid. sulph. 3ss. ; but, if the patient’s skin be delicate, or very 
tender, less acid must be used; it excites some degree of inflammation of the skin, and 
the cuticle browns, and is thrown off in thick broad scales. Some persons paint the whole 
joint over with tincture of iodine, which often acts like a blister. Mercurial ointment, 
with or without camphor, is frequently used, or ointment of iodide of lead ; these are best 
applied upon lint without rubbing, as the former, if rubbed, often causes ptyalism in deli- 
cate persons especially, and the latter soon irritates the skin so much, that its discontinu- 
ance is compelled. ‘The use of pressure, with straps of soap plaster, is often very com- 
fortable and beneficial, and may be combined with stimulation of the skin, by using emp. 
thur. comp., emp.ammon. c. hydr., or emp. picis Burg. Tartarized antimonial liniment was 
a favourite remedy of AstLEy Cooper’s ; but it requires to be used with great caution, as, 
in persons with delicate skin, it often very speedly excites violent inflammation, with a 

very large crop of pustules, which become extremely painful, and often degenerate into 
_ deep and tiresome sores. 

(2) The puncture of a joint when fluctuation is accompanied with other symptoms 
which lead, to the presumption of pus being confined in its cavity is, though highly 
necessary if there be much constitutional excitement, and specially if the abscess point, 
not always unattended with inconvenience or even danger, and not certainly beneficial 
to the patient, of which the following is an instance : 


Casz.—J. P., aged twenty-five years, a baker, came under my care in the year 1843. 
Three months after having had typhus fever four years and a half since, his right knee be- 
came weak, and he began to limp; at this time there was not any swelling of the joint, but 
during the following six months the knee swelled, and he was under medical treatment ; 
an abscess formed below the knee-cap, and burst subsequently by two wounds below 
and on the inside of the tubercle of the shin-bone. A discharge continued for four or 
five months, during which he followed his business, and walked about a good deal. 
The wounds at last healed, but soon after swelling occurred below and around the 
knee-cap, and thirteen months since it suppurated, and continued discharging on the 
apex of the knee-cap till the beginning of April in this year. During nearly the whole 
of this time he has walked, though not. without pain, but has been unable to follow his 
business. The discharge having ceased, general swelling of the whole knee commenced, 
and he began to feel weakness on the sides of the joint. Being thus again crippled he 
came into the hospital 

May 2, and I presume (for I did not make any note of his case at the time) I then 
considered his case as chronic inflammation of the synovial membrane, as he was treated 
by repeatedly blistering the joint, but the disease has not been at all checked. It is only 
however, within a fortnight from the present time (Aug. 19) that I have begun to think 
very seriously of his condition. During this time his sleep has been disturbed by 
shooting pain on the outside of the knee, the pain extending down the leg, always coming 
on as he falls asleep, and rousing him completely. Latterly he has lost flesh; his pulse 
is small and quick; but he does not sweat much, and his appetite is good. 
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The joint is now a good deal swollen and fluctuating , especially above the base of 
the knee-cap, and on the condyles of the thigh-bone, and less distinctly below the former 
bone. It is tender on pressure about the middle of the joint on the outside, and above 
the knee-cap on the inside. He has great pain on the slightest motion: pain on striking 
up the leg ; and on pressing the articulating surfaces together, and twisting the leg upon 
the thigh causes severe pain; but no grating of the bones can be felt, though perhaps it 
might be, were not the movement of the limb so painful as to forbid persisting in attempts 
to ascertain it. 

As I felt pretty confident that the joint contained pus, I determined, although it did 
not point, to evacuate it, and try if it were possible to bring about anchylosis by keeping 
the parts perfectly quiet, and establishing issues to promote a diversion of the irritation 
of the joint. And therefore in the afternoon of this day, 

Aug. 19. Made a puncture with an abscess lancet on the outside of the base of the 
knee-cap, where the skin was thinnest. Blood flowed rather freely (about two ounces) 
at first, but on introducing a director about an ounce of synovial fluid escaped. As no 
pus appeared, and as the director did not give the sensation of touching any articular 
surface, I presumed I had only opened the bursa above the knee-cap, and thought it best 
to close the wound and obtain adhesion as soon as possible, by bringing the edges 
together with adhesive plaister ; for although blood continued flowing from between the 
lips of the wound, I expected the slight pressure would stop it. The tension was dimi- 
nished, and the patient was relieved from pain on the inside of the knee immediately 
on the discharge. Shortly after the wound had been brought together the knee began 
to swell again and feel distended, and in about a quarter of an hour or twenty minutes 
the oozing of blood, which had been rather free, was converted into a stream, which 
flowed freely, and was checked partially by pressure on the artery at the hip-joint, but 
still the bleeding continued for some time, and he lost twenty-six ounces of blood, when 
he became very faint. The swelling of the knee, which had been at first very hard 
gradually diminished and softened as the blood flowed. A tourniquet was applied high 
up, and the bleeding completely arrested. But he had become so faint and his pulse so 
weak and fluttering, that it was necessary to give him five ounces of wine and four 
ounces of brandy before he could be brought round. 

Two hours after, I saw him again; he had then rallied, but was still very pale, and 
his pulse small, weak, and quick. The swelling of the knee, however, being soft, and 
no hemorrhage having recurred, the tourniquet was removed, and an evaporating lotion 
applied to the knee. 

I presumed that the bleeding depended entirely on the increased vascularity of the 
synovial membrane, and not from wound of either of the articular arteries, which, how- 
ever, might have been the cause. The almost immediate recurrence of the swelling is 
accounted for by the closure of the wound preventing the external escape of the flowing 
blood, which was therefore retained in the synovial cavity. No further bleeding occur- 
red; but as his health continued failing, it was determined to amputate the knee, which 
I did, and he recovered. 

On examining the joint, the whole of the synovial membrane lining the capsular and 
extending over the other ligaments of the joint was found covered with a vascular, 
thick, soft, and granular substance. The cartilage on the edge of the patella was 
partially absorbed, as also that on the left articular cavity of the head of the tibia in a 
semi-circular form, and on both condyles of the thigh-bone it was partially removed, 
these corresponded to the granular substance on the synovial membrane; and a groove 
on the cartilage of the internal condyle answered to a remarkable slip of the granular 
substance, which crossed between and connected the capsular and crucial ligaments. 
There was not any pus on the joint; but the wound by which the lancet had entered, 
as it proved to have done, was distinct.—J. F.8.] 


C.—OF INFLAMMATION OF THE CARTILAGES. 


216. The joint-cartilages may be the primary seat of inflammation 
Cnflammatio Cartilaginum, Lat. ; Entziindung der Knorpel, Germ. ; 
Inflammation des Cartilages, Fr.) and ulceration, which may thence be 
propagated over the other structures of the joint. 


[ Before considering the effects of inflammation, and its results on cartilage, it will be ~ 
well to take a view of the opinions which have been, and are, held as regards its vascularity 
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or non-vascularity, not only on account of the difference of opinion there is upon these 
points whilst cartilage is in a healthy state, and during its growth, but, also, because upon 
one or other of these views are founded the different opinions held in reference to their 
activity or passiveness in the production of the diseases with which they are affected. 
Structure of Cartilage.—W 1LL1AM HunTER (a) examined articular cartilages previously 
prepared by boiling, or long-continued maceration, and thus describes them :—“ When an 
articular cartilage is well prepared it feels soft, yields to the touch, but restores itself to its 
former equality of surface when the pressure is taken off. This surface, when viewed 
through a glass, appears like a piece of velvet. If we endeavour to peel the cartilage off in 
lamellz, we find it impracticable, but if we use a certain degree of force, it separates from 
the bone in small parcels, and we never find the edge of the remaining part oblique, but 
always perpendicular to the subjacent surface of the bone. If we view this edge through a 
glass, it appears like the edge of velvet, a mass of short and nearly parallel fibres rising from 
the bone, and terminating at the external surface of the cartilage; and the bone itself is 
planned out into small circular dimples where the little bundles of the cartilaginous 
fibres were fixed. Thus we may compare the texture of cartilage to the pile of velvet, 
its fibres rising up from the bone, as the silky threads of that rise from the woven cloth © 
or basis. In both substances the short threads sink and bend upon being compressed, but 
by the power of elasticity recover their perpendicular bearing as soon as they are no 
longer subjected to a compressing force. * * * Now these perpendicular fibres make 
the greatest part of the cartilaginous substance; but, without doubt, there are, likewise, 
transverse fibrils which connect them, and make the whole a solid body, though these 
last are not easily seen, because, being very tender, they are destroyed in preparing the 
cartilage. * * * The blood-vessels are so small that they do not admit the red globules 
of the blood; so that they remained in a great measure unknown till the art of filling 
the vascular system with a liquid wax brought them to light. Nor even by this method 
are we able, in adult subjects, to demonstrate the vessels of the true cartilaginous sub- 
stance; the fat-glands and ligaments shall be red with injected vessels, while not one 
coloured speck appears upon the cartilage itself. In very young subjects, after a subtle 
injection, they are very obvious; and I have found their course to be as follows: all 
round the neck of the bone there are a great number of arteries and veins which ramify 
into smaller branches, and communicate with one another by frequent anastomoses like 
those of the mesentery. This might be called the circulus articult vasculosus, the vascu- 
lar border of the joint. The small branches divide into still smaller ones upon the ad- 
joining surface in their progress towards the centre of the cartilage. Weare very seldom 
able to trace them into its substance, because they terminate abruptly at the edge of the 
cartilage, like the vessels on the albuginea ocult, when they come to the cornea. The larger 
vessels which compose the vascular circle, plunge in by a great number of small holes, 
and disperse themselves into branches between the cartilage and bone. From these again 
there arises a crop of small short twigs, that shoot towards the outer surface ; and whether 
they serve for nourishing only, or if they pour out a dewy fluid, I shall not pretend to 
determine. However that be, I cannot help observing that the distribution of the blood- 
vessels to the articulating cartilages is very peculiar, and seems calculated for obviating 
great inconveniences. Had they run on the outer surface, the pressure and motion of the 
two cartilages must infallibly have occasioned frequent obstructions, inflammations, &c., 
which would soon have rendered our motions painful, and at last entirely deprived us of 
them. But by creeping round the cartilaginous brim, where there is little friction, or 
under the cartilage, where there is none, they are perfectly well defended from such ac- 
cidents. It were to be wished we could trace the nerves of cartilages: but, in rela- 
tion to these organs, here, as in many other parts of the body, we are under a necessity, 
from the imperfection of our senses, of being satisfied with mere conjecture ; and though, 
from the great insensibility of a cartilage, some have doubt of its being furnished with 
nerves ; yet, as it is generally allowed, that these are a sine qué non in the growth and 
nourishment of animals, we have no sufficient reason to deny their existence in this 
particular part. With regard to the manner of their distribution, we may presume, from 
analogy, that they follow the same course with the blood-vessels.” (p. 515-19.) 
Mrescuer (0) says there is not the least difference between permanent cartilage and 
that which is to be converted into bone. (p. 15.) His observations in regard to articular 
cartilages do not, however, agree with WitL1am HonrTer’s as regards their actual 
fibrous structure. He observes:—‘“ When articular cartilages have been thrown for 
some time into acid, they can easily be separated from the other cartilage which was 


(a) Above cited. 
(b) De Inflammatione Ossium eorumque Anatome generali. Berolini, 1836. 4to. 
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bony. They are more easily split transversely than in any other direction, their broken 
surface presents a fibrous appearance, but when placed under the microscope forthwith 
lose it, and exhibit none other than a regular pellucid substance with ovate corpuscles. 
These are ranged in the manner of clusters; their longitudinal diameter is situated 
transversely, as is very distinctly perceived in the thick cartilage covering the joint 
surface of the knee-cap. On the corpuscles being thus arranged depends the fibrous 
appearance.” (p. 25.) 


Topp and Bowman (a), however, consider there is a difference between temporary and 
articular cartilage. In the latter “the cells are oval or roundish, often disposed in small 
sets of two, three, or four, irregularly disseminated through a nearly homogeneous matrix 
which is more abundant than inthe former.” This, however, is in reality all the differ- 
ence which even they point out, as although they say “in the inner part of the cartilages 
of incrustation (a term applied to articular cartilages by some anatomists) we usually 
find the cells assuming more or less of a linear direction and pointing towards the 
surface, which arrangement is probably connected with a corresponding peculiarity of 
texture of the intercellular substance, but which it is more difficult to distinguish; for 
these specimens have a disposition to fracture in a regular manner along planes vertical 
to the surface, and the broken surface is striated in the same direction.” Yet had they 
previously stated, in reference to temporary cartilage, “ When ossification begins, the 
cells which hitherto were scattered without definite arrangement become disposed in 
clusters or rows, (MiEscHER’s exact expression corpuscula racemorum in modum con- 
sita,) the ends of which are directed towards the ossifying part.” (p. 90.) 

The fibrous structure of articular cartilage as described by Wit~1am HunTER is 
explained in the following way by Henx (6) :—* I have sometimes observed,” says he, 
“the contour of the cavities projecting from one longitudinal row of cavities (in the 
cartilage) to the next, and it appeared as if a part of the cavity together with the en- 
closed cells were separated by a cleft. It is, however, possible that these are the hollow 
parts of one system of long canals which twisted, or perhaps also in rare cases divided 
angularly, penetrate the cartilage from its lower towards its upper surface, and remain 
in the cleft partially in the one and partly in the other segment. By this formation is 
satisfactorily explained why the articular cartilage presents a fibrous fractured surface, 
and seemed to the old observers to consist of fibres which ran perpendicularly through 
its thickness. Next the free surface they are more lamellar and can be separated into 
delicate plates (MrckAvER). The flattened cells of this layer have the closest re- 
semblance with the epithelial cells of the synovial membrane and often subside imper- 
ceptibly into it; but usually a layer of connecting tissue forms the boundary between 
them.” (p. 796.) 

“ Most cartilages,” says HENLE, “are devoid of vessels. The joint-cartilages at their 
adhering surface are in contact with the very vascular bones, at their free surface they are 
overspread with synovial membrane; in the connecting tissue of which, however, in the 
newly born child, and sometimes even in the adult, vessels pass from the edge, and are 
rendered apparent by injection. Perhaps they originally cover the entire surface and sub- 
sequently are obliterated towards the edge from which they are reflected out of the syno- 
vial membrane upon the capsular ligament. But in the adult no branches either from 
the bone or from the synovial membrane penetrate into the cartilage.” (pp. 802, 3.) 

“ The cartilaginous covering of joints is not at first separate from that part of the 
bone cartilage which will be ossified. During the period of ossification there is a con- 
siderable layer of vessels between the cartilage and the already perfectly ossified parts, 
and it is easy to separate the two parts” (as already stated by Hunter.) “ Both have 
irregular surfaces, elevations, and depressions, by which they hold together. In !pro- 
portion as ossification extends towards the epiphysis, the vascular layer shrinks and the 
adhesion becomes more intimate. In newly-born children, however, pretty wide but only 
slightly branching canals with blood-vessels from’without, and from the surface, covered 
with synovial membrane, penetrate the cartilage deep enough to reach the epiphysal 
cartilage. * * * When the formation of cartilage is completed, the vessels retract from 
it, and in the adult its nutrition seems derived only from the vessels of the adjacent 
bone and perichondrium, perhaps in the joint cartilages also mediately from the synovia 
which comes from the vessels of the synovial membrane, and the so-called Haverschian 
glands. The taking up of the plasma thus follows by saturation and thereto seems the 
special use of the cavities of cartilage. * * * Macerated cartilage is often distinctly 


(a) Physiological Anatomy and Physiology of (b) Allgemeine Anatomie. Lehre von den Mis- . 
Man, chap. iv. London, 1843. 8vo. chungs und Formbestandtheilen des menschlichen 
Korpers. Leipzig, 1841. 8vo. 
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reddened by imbibition of the red colour of the blood, and the reddening is greater, the 
more the cells proportionally exceed the basement ; most distinctly therefore in feetal 
cartilage. If the blood in the living body carry unnatural colouring substances, as for 
instance the bile pigment, it penetrates the cartilage, which, therefore, in jaundice, be- 
comes yellow, as noticed by Brcwat.” (pp. 808, 9.) 

TOYNBEE (a) observes, in reference to articular cartilage :—« Although they are pro- 
perly considered as non-vascular tissues, they appear to be pervaded by blood-vessels at 
an early period of their development, or, perhaps, it would be more correct to say, that 
as growth proceeds, the cartilage increases, so as to occupy the space that had previously 
been permeated by vessels. I have been able,” he. continues, “to demonstrate that 
vessels are never found within these cartilages when fully developed; but at that period 
vessels form convolutions in their immediate vicinity. These vessels are separated from 
articular cartilage, at adult age, by a layer of bone; and in fibro-cartilage, at the same 
period, they uniformly terminate within the boundary of its fibrous tissue. Over a cer- 
tain portion of the free surface of both these tissues blood-vessels extend, but they do 
not penetrate into their substance. The investigations which are about to be detailed 
lead, I think, to the certain conclusion, that articular cartilage in the adult state is prin- 
cipally nourished by fluid derived from the vessels of the cancelli of the bone to which 
it is attached, which exudes through the coats of those vessels, and makes its way into 
the substance of the cartilage through the intermediate lamella of bone. The cartilage 
of fibro-cartilage is nourished, in like manner, by liquor sanguinis, derived from vessels 
situated in the contiguous fibrous portion. The vessels ramifying in a certain extent of 
the free synovial surface of both these species of cartilage, contribute, doubtless, to their 
nutrition, but not to near the same extent as do the vessels of the opposite side. With 
respect to the actual process of nutrition, I shall only observe here, that the cells of 
these structures must be regarded as having the function which has been ascribed to 
those of all non-vascular tissues, viz., that of promoting the circulation of and modifying 
the nutrient liquor. In connexion with this process, however, it will be seen that arti- 
cular cartilage presents, in its adult state, very minute canals, which may be regarded 
as existing for the reception of the nutrient fluid, and for its circulation through the 
mass of cartilage ; their presence is especially required in this particular form of carti- 
Jaginous structure, from the great degree of density which it possesses. * * * The 
portion of bone upon which articular cartilage rests is, in some instances, formed by the 
ossification of a, distinct cartilaginous epiphysis. In non-epiphysal bones, the extremity 
of the shaft of the bone performs the same functions with regard to the articular 
cartilage situated upon it as do the epiphyses in those bones which are provided with 
them. There is this difference in articular cartilage, with regard to its nutrition during 
and after its development, that in the former state there is no positive separation of it 
from the cartilage which is subsequently converted into bone, and in which its nourish- 
ing vessels are contained; whilst, in the latter State, these vessels are separated from 
it by an osseous lamella. The free surface of articular’ cartilage during, as well as 
after, its development, is covered by synovial membrane, to which it is attached by 
cellular membrane.” (pp. 162, 3.) 

ToynBEE concludes, from examinations he has made, “that during the most early 
periods, the cartilage of the epiphysal extremities of bones does not contain any blood- 
vessels, and that, notwithstanding their absence, the cells of this cartilage are developed, 
and its growth carried on; and that, at the same time, the cells of the epiphysal and the 
articular cartilage are formed and developed without the presence of vessels ;” _and 
“that. at the more early period of foetal development, the synovial surface of cartilage 
does not contain blood-vessels.” (pp. 164, 5.) , 

According to the same observer, in the second stage of development the epiphysal 
cartilage “ presents, except at its articular surface, numerous depressions of various 
depths. The deepest may be regarded as canals, some of which are Single, others bifid ; 
they terminate in blind sacs. The direction of some of these canals is towards the centre 
of the epiphysis, of others towards its point of attachment to the osseous shaft, and of 
others towards the articular cartilage. Some of these canals are of a large size, and 
are frequently considerably dilated at their blind extremities. They do not penetrate 
into the substance of the articular cartilage ; they are for the reception of branches of 
sanguiferous vessels. When the epiphysis is minutely injected, the depressions upon its 
surface will be found to contain congeries of convoluted vessels, which are more drawn 
out the deeper the depression, until at length, in the interior of the canals and their 
divisions, single and nearly straight vessels are found. These epiphysal vessels have a 
very peculiar disposition. They consist of an artery having a course more or less 


(a) Already cited. 
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straight, which terminates ‘in a dilatation, or in convoluted branches, from which the 
vein arises. From the fact of the presence of these vessels, which converge towards, 
and form convolutions internal to the articular cartilage, it may be inferred that they 
supply the cells of the latter with a nutrient fluid. As the articular cartilage increases 
in thickness, and the ossifie nucleus which is developed in the epiphysal cartilage be- 
comes larger, these vessels gradually recede from between them, and leave a consider- 
able mass of non-vascular cartilage between the osseous nucleus and the synovial 
membrane; all of this appears to be articular cartilage, which is now nourished by 
the vessels in the interior of the nucleus. The supply of blood-vessels in the cancelli of 
the osseous nucleus is remarkably abundant; they are large, and are separated from the 
surrounding cartilage by an extremely delicate lamina of bone, which is principally 
made up of osseous cells. I am induced to believe that at this stage of development, as in 
adult age, the fluid passes from the bone into the cartilage and nourishes it. 2 Sede 
articular cartilage, at this early period of life, is thicker than in the adult state. | Al- 
though devoid of canals for the reception of blood-vessels, it presents numerous minute 
canals, which pervade that portion of it contiguous to the osseous nucleus, and they 
course from the latter towards the synovial membrane, which, however, they do not 
reach. * * * They are minute, and extremely numerous; they divide, sub-divide, and 
communicate with each other, and form dilatations. The parietes of these canals pre- 
seut distinct rounded cells, which in some places are arranged in rows and groups. The 
substance between these tubes is transparent, and contains no corpuscles. ‘The articular 
cartilage above described is gradually being converted into bone during the whole of 
life.” (p. 165-7.) 

The nutrient vessels of articular cartilage during its development, which are situated 
betwixt it and its synovial membrane, “are contained and ramify ina considerable layer 
of cellular tissue,’ by which that membrane is attached to the articular cartilage, and 
from which ToyNnBEE detached nearly the whole. His statement, however, that “ these 
vessels have been alluded to by Dr. Wiz11am Hunter under the name of < circulus 
articuli vasculosus,’” is quite incorrect, as reference to the passage already quoted will 
prove; in which Hunrer says, they “ plunge in by a great number of small holes, and 
disperse themselves into branches between the cartilage and the bone ;” and not “on the 
entire surface of the articular cartilage,” as described by Toynbee. “It is difficult,” 
says this latter writer, “to state generally at what period of foetal existence these vessels, 
which have been spoken of in the first stage as forming convolutions around the joints, 
are prolonged upon its (the articular cartilage’s) surface.” But, after having studied 
with care these stages, he states, that “at between the third and fourth month of foetal 
life these vessels are simply a mass of delicate convolutions, situated between the syno- 
vial membrane ; at the fifth month, these convolutions are somewhat unravelled, so as 
to extend over the surface of the cartilage to the distance of about half a line; and at 
between the seventh and eighth months, they are drawn out and prolonged to the distance 
of a line and a half. At this stage, these vessels consist of arteries of considerable size, 
which radiate in a straight course from the attachment of the ligamentum teres. They 
give off but few branches, and, previous to terminating, divide and sub-divide, but do 
not much diminish in size. They terminate by turning and forming loops with the 
small veins. Subsequent to the eighth month these vessels begin to recede in their course ; 
and at birth, and the periods subsequent to it, they are again found to be gathered im- 
mediately around the point of attachment of the ligamentum teres. After these vessels 
have receded, the position they occupied at the more early periods may be for some time 
detected by the white aspect of the cellular tissue between the cartilage and the synovial 
membrane.” In the knee-joint there is,a little difference: “The arteries which have 
run straight towards the centre of circulation, give off small branches, forming a delicate 
net-work communicating with the small veins, and terminate either by turning in their 
course, and forming broad loops with the venous radicles, or empty themselves into a 
single vessel from which the veins arise.” (p. 168.) 

The canals in adult cartilage, already mentioned, TOYNBEE describes as “irregular 
in their distribution; some are merely dilated cavities; frequently several of these 
cavities are elongated and arranged serially, running from the attached towards the 
free surfaces of the cartilage. At the free or synovial surface these canals do not exist ; 
the cells of the texture at this part being elongated and flattened, and having their long 
diameters parallel to the free surface. These canals contain a transparent fluid, which 
is seen to ooze from them after a section. It is most probable that the uninjected 
vessels mentioned by Mrcxer, Brcuat, and others, were these canals and sinuses.” 
(pp. 169-70.) The observations just alluded to are the following :—MECKEL (@) says, 


. (a) Handbuch der Menschlichen Anatomie, vol.i. Hale et Berol., 1815-20. 
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“ Cartilages do not receive vessels carrying red blood, although in cutting them distinct 
vessels are frequently observed in their substance.” Bicnar (@) observes that in carti- 
lage “no blood-vessels are distinguishable. The exhalant system carries only white 
juices; but as this system is continued to the arteries of the neighbouring parts, so 
that the organic sensibility is there ‘elevated by weak irritants, and so brought into 
relation with the red globules of the blood, that they pass readily, whence arises!the 
redness which cartilage assumes, as seen in inflammation, wounds, &c. It is exactly 
the same as occurs in inflamed conjunctiva, &e. When the irritation ceases, the sensi- 
_ bility resumes its natural type, and the red globules at the same time become alien to the 

cartilage, which recovers its whiteness. We know not the nature of the white fluids 
ordinarily circulating in the vascular system of cartilage. They are very susceptible of 
becoming the vehicle of the bile, or, at least, of its colouring substance, when diffused 
throughout the animal economy in jaundice.” (p. 129-30.) Miituer (bd) states, that “in 
tendons, ligaments, and cartilage, there are blood-vessels, but few in number.” (p. 362.) 

In Bropre’s opinion the cartilages are vascular. He says :—“ Up to the period of growth 

being concluded, we must suppose the articular cartilages to be vascular, otherwise we 

cannot account for the changes of bulk and figure which mark their progress towards 
complete development. In the child, canals or sinuses may be seen ramifying through 
their substance, containing blood, and manifestly intended to answer the purposes, though 
not constructed with the distinct tunics of ordinary blood-vessels. In the adult person 
these canals for the distribution of blood are not perceptible. This proves that they 
are very minute, but not that they are altogether wanting.” (p. 111.) He also supports 
his opinion by the analogy of “the transparent cornea of the eye, in which no vascular 
structure can be detected under ordinary circumstances, but the existence of vessels in 
it is proved by the changes which it undergoes in disease; and when it is inflamed such 
vessels become distinctly visible, injected with red blood. So we meet with occasional 
though rare instances of vessels containing red blood extending from a diseased bone 
into the cartilage covering it.” Also by the exposure of the joint cartilages to friction 
without being affected by it, which “ cannot be explained unless we admit the cartilages 
to possess a power of reparation ; and this must be supposed to depend, as in other tex- 
tures, on the action of blood-vessels modified by that of the absorbents.” And lastly, 
he brings forward the occasional conversion of an articular cartilage “into a number 
of ligamentous fibres, each of which is connected by one extremity to the bone, whilst 
the other is loose towards the cavity of the joint. Here is a morbid alteration of struc- 
ture, the occurrence of which seems to indicate that there must be such a vascular appa- 
ratus entering into the formation of cartilage as enables new materials to be deposited 
and old materials to be absorbed, and without which morbid alterations of structure do 
not take place in other parts of the body.” (p. 111-13.) 

ToyNBEE, however, asserts, that “into the substance of healthy cartilage he has never 
been able to trace blood-vessels, and his researches induce him to believe that they do 
not possess any. (p. 170.) Of the same opinion, also, is BecLarD (c), who says :—“ These 
cartilages have no vessels; delicate injections and microscopic examinations exhibit the 
capillary vessels terminating at the circumference and adhering surface without ever 
penetrating their substance.” (p. 466.) And CRuVELHIER (d) still more decidedly affirms, 
that “the diarthrodial cartilages do not present any trace of organization.” (p. 162.) 

The importance of the subject will, I trust, be sufficient apology in regard to this long 
anatomical digression, in which it will be observed that Wittram HunTER appears to 
have held generally very correct views on the structure of cartilage, excepting as to its 
fibrous character. The reader will also be struck with the near resemblance of the 
opinions held by Toynser and HENLE. I have, indeed, mentioned those of the latter 
author first, as in the course of the narrative it was convenient so todo. But the state- 
ments of both were published in the same year, and it is scarcely possible that either 
could have had knowledge of the views of the other.—J. F. §.] 


At first, the patient feels only little and passing pain, which is increased 
by the motions of the joint, but ceases when it is at rest. It gradually 
becomes continuous, and spreads from the joint over the bones. After 
several weeks or months, the swelling of the joint is affected with a slight 
external inflammation. This swelling is neither great nor fluctuating, and 
has pretty much the form of the joint. After a shorter or longer time, 


(a) Anatomie Générale, vol. iii. Edit. 1812. (c) Anatomie Générale. ; 
(6) Handbuch der Physiologie, vol. i. Coblentz, (d) Observations sur les Cartilages Diarthro- 
1834. diaux ; in Archives Générales de Médecine, vol. iv. 
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suppuration in the joint occurs: it breaks, and hectic fever destroys the 
patient. Although the course of this disease is nearly always insidious in 
its beginning, peculiar conditions may increase the symptoms, and the 
disease assume an acute form. 


Mavo (a) speaks of “three distinct forms of ulceration” of joint-cartilages, which, al- 
though they may be occasionally combined, are oftener met with separately. (p. 49.) 
First. Rapid absorption of cartilage beginning on its synovial aspect; the new surface, 
if cartilaginous, being smooth and unaltered in structure ; if of bone, healthy ; the ab- 
sorption of cartilage being attended with inflammation of the capsular synovial mem- 
brane. (p. 50.) This form is “of rare occurrence. The absorption of cartilage takes 
place rapidly. It is attended with severe pain, with inflammation of the capsular sy- 
novial ligament, and generally with suppuration in the cellular tissue adjacent to the 
joint. The only favourable termination of the disease, that I have witnessed, is anchy- 
losis, Second. Chronic ulceration of cartilage beginning on its synovial aspect, produ- 
cing an irregularly excavated surface with fibrous or brush-like projections of the carti- 
lage and synovial membrane, attended with inflammation of the capsular synovial mem- 
brane, and sometimes of the same membrane where it is reflected over the cartilage, the 
bone and the surface of cartilage towards it being healthy. (p. 53.) Third. Absorp- 
tion of cartilage beginning on the surface towards the bone, attended with inflammation 
of the adjacent surface of the bone, with inflammation of the synovial membrane, and 
sometimes with sensible vascularity of the cartilage itself.” (p. 59.) 


[As to the inflammation of cartilage, if such there be, WILSON (b) observes, “the 
active powers of life are possessed by articular cartilages in a very limited degree, so 
much so, that the ocular demonstration is wanting of their being capable of inflamma- 
tion. This affection is in other parts marked by a state of vessels easily distinguished 
by the eye and by the touch ; but, as vessels are not to be seen or felt in these cartilages, 
we have not sufficiently decisive proofs of inflammation ever taking place in them. I 
have never seen in articular cartilages, which were completely formed, any vessels 
either filled with its own blood or having its cavity distended by injection.” (pp. 327, 28.) 


Joun Hunter (c) takes no notice of this point at all; but, after speaking of the 
union of fractured cartilage by bone, proceeds :—“ Sometimes the inflammation goes on 
to suppuration ; but they (the cartilages) seem to have insufficient power to admit of 
ulceration, yet they may be absorbed by the absorbents of other parts, as in white swell- 
ings, when suppurated, the cartilaginous ends are removed by the absorbents on the 
surface of the ends of the bone that the cartilage covers. It may be ulcerated in this 
manner in other joints also: in the knee we find all the different stages of absorption of 
cartilage ; granulations will shoot from under the cartilage, and sometimes, when there 
is not much matter in the joint, these granulations will inosculate and form a bony 
union. (p. 535.) 


Wutson says that “the synovial membrane which lines the capsular ligament, and 
is reflected from it over part of the bone to the edge of the articular cartilage, will 
indeed sometimes pass a little way on the surface; it there becomes inseparably con- 
nected with the cartilage, and its appearance is then lost.” But he continues :—“ Ina 
diseased state of joint, I certainly have seen the surfaces of the articular cartilages — 
covered by a membrane, but this membrane I have no reason to believe to have been 
originally more than a coating of coagulable lymph; it is of different degrees of thick- 
ness, and at first easily peels from the surface it covers, but it soon becomes organized 
and very vascular. In a preparation, belonging to the Windmill-street museum, vessels 
seem to pass from this new formed membrane into little inequalities on the surface of 
the cartilage, and it is far from improbable but that absorbent vessels may be among 
these, and which are employed, along with the absorbents from the bone, in removing 
the articular cartilage. * * * I do not mean to deny the possibility of the removal 
being attempted partially by vessels belonging to their own substance, so as to produce 
some of the appearances called ulceration of cartilages; but we are deficient in proofs 
of this, and, from what I have observed of the state and appearance of diseased joints, I 
am induced to abide by the opinion entertained by Joun Hunrenr, that the removal of 
articular cartilages is generally effected, by the vessels of the neighbouring more vascular 
parts, viz., of the bones and synovial ligaments, and occasionally by the vessels of co- 
agulated and organized lymph.” (pp. 328, 29.) 


(a) On Ulceration of the Cartilages of Joints; in _ the parts composing the Skeleton, and on the -Dis- 
~Med.-Chir. Trans., vol. xix. eases of the Bones and Joints, &c. Lond., 1820, 8vo. 
(b) Lectures on the Structure and Physiology of (c) Lectures; PaLmEr’s Edition. 
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Brop1e, however, holds there is “ sufficient to prove that the articular cartilages may 
be absorbed or ulcerated from the action of their own vessels, and that the ulceration may 
begin, and frequently does begin, on that surface which is towards the articular cavity. 
At the same time it is to be observed that in many instances the ulceration begins in 
another situation, and I have frequently seen the cartilage abraded where it had been 
in contact with the bone, while on the surface, towards the cavity of the joint, it re- 
mained smooth and perfect. Under these circumstances the space formed by the ab- 
sorption of the cartilage becomes filled up by a vascular substance resembling granula- 

tions, and uniting the bone and cartilage to each other. In whatever way the ulcera- 

tion of the articular cartilages is produced there is this remarkable difference between 
it and the ulceration of soft parts: suppuration seldom takes place while the ulcer of 
the cartilage is small, and often the disease proceeds so far as to cause caries of the 
bones to a great extent without matter being formed in the joint. This circumstance 
is deserving of notice. It has long been established, that suppuration may take place 
without ulceration, and it appears that, in this instance, ulceration occurs without the 
formation of pus.” (pp. 116, 17.) 


LAWRENCE (a) also says, that “ ulceration of cartilage” not only takes place from other 
causes, but “as an original affection of the joints. Without any disease of the synovial 
membrane, without the occurrence of any accident or injury, it may commence as a 
primary or original affection of the joint itself. The ulceration is attended with two 
circumstances which are very different from those we observe in ulceration of other 
structures. There is no formation of pus, nor do we ever find granulations produced 
from diseased cartilages—no attempt at reproduction of the cartilaginous structure. 
Although ulceration of the cartilages may be in the first instance limited to the cartila- 
ginous structure itself, yet it soon involves other parts of the joint. It extends in the 
first place to the bony articular extremities, which become ulcerated, and are, in common 
language, rendered carious: the synovial membrane and external soft parts about the 
joint become inflamed: small abscesses form and break externally ; a succession of these 
takes place in various parts of the joint, and a number of fistulous openings are established 
about the joint, giving place to matter, and, in many cases, to carious portions of bone. 
The ulcerative process often extends to the ligaments that connect the articulations; the 
consequence of which is, that the bones are no longer retained in their relative positions, 
but are thrown into certain unnatural directions by the action of the strong muscles of 
the limb.” (p. 483.) 

According to Kry’s views, the ulceration of cartilages, commonly so called, depends 
on four conditions, in three of which “ the cartilage,” he says (b), “is not absorbed per 
se, but through the agency of a structure, probably evolved for the special purpose of 
completing that process,” and the fourth is “the result of disorganization of texture.” 
The first two forms, viz., “the loss of articular cartilage that attends upon the chronic 
inflammation of the synovial membrane, and the more active destruction of the articular 
cartilage that attends acute inflammation of the joint,” appear to me simply modifica- 
tions of the same process by the degree of the inflammatory action, and, therefore, to 
be considered as one form, either in its chronic or acute stage, as may be, the result 
of which is the production of a vascular and absorbing membrane from the synovial 
membrane. The next is “ the absorption of cartilage that accompanies strumous disease 
of the cancellated structure of bone,” or that condition mentioned by Bropig, in which 
“ the cancellous structure of the bones is the part primarily affected; in consequence 
of which ulceration takes place in the cartilages covering their articulating surfaces.” 
(p. 226.) The consideration of this form must be deferred to Inflammation of the Joint- 
ends of Bones. (par. 221-24.) The last condition, much less frequent, is that in which 
Key says, “ that structure (cartilage) appears to undergo a change in its organization, 
independent of foreign agency. * * * An action altogether different from absorption, 
and analagous to the softening of the intervertebral substance.” To which he applies 
the term “ disintegration, in contradistinction to absorption, the one being a loss of sub- 
stance from an absorbing action, the other being the result of a disorganization of tex- 
ture. It is the primary ulceration of cartilage described by authors.” (pp. 134, 35.) 

Of the absorption of cartilaye by a new membrane produced by inflammation of the 
synovial membrane, E 
Key (c) thus speaks:—‘ In a manner analogous, in many respects, to the process 
of removing dead bone, does nature achieve the task of absorbing the cartilaginous 
structure covering the articular extremities of bones. These structures possess but 

(a) Lectures in Lancet. 
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a low degree of organization; in their healthy condition they present very few of 
the characters of animal vitality: they exhibit scarcely any trace of red blood vessels, 
and, for obvious reasons, their supply of nervous influence is not more than sufficient to 
connect them with the surrounding structures, as part of a whole. Under disease they 
exhibit that want of action which might be anticipated from the limited extent of their 
organization. In acute inflammation of a joint, while the synovial membrane and liga- 
ments are much altered, the cartilage appears unchanged in colour or in texture, and. 
apparently uninfluenced by the increased action going on in the surrounding parts. 
The cartilage becomes, under disease, softer somewhat in texture; but this change may 
be as well attributed to the absence of pressure as to the effect of inflammatory action ; 
for healthy joints when kept long at rest are found to undergo a similar change, on 
their cartilaginous surface, from the want of that pressure to which they have been 
accustomed, and which may be necessary to the preservation of their due consistence. 
There are, however, some forms of inflammation under which the cartilage, very early 
in the disease, undergoes a change of structure: these instances are much less frequent, 
and may be looked on as exceptions to the ordinary rule.” (pp. 216, 17.) 

“The progress of ulceration in cartilage covering the ends of bone,” continues Key, 
“is not uniform in its course. The means by which it is effected vary according to the 
cause that gives rise toit. It is sometimes the result of acute synovial inflammation, or 
of a chronic affection of that membrane: it is occasionally found as a primary affection, 
independent of the other textures of the joint. * * * I am inclined to believe that in- 
flammation of this membrane is the most frequent cause of ulceration of the cartilage. 
This opinion I have been led to adopt from the examination of a considerable number 
of diseased joints, in which ulceration of cartilage has been found to exist in different 
degrees of progress from its most advanced stage, in which the bone has been entirely 
denuded, to the very incipient abrasion of its surface or margin. The history of some 
of these cases, together with the morbid appearances, has also satisfactorily proved the 
existence of a long-continued synovial affection, before any alteration of the cartilaginous 
surface could have taken place, as the cartilage in some has been quite sound, with the 
exception of a slight loss of substance at the edge of the bone, where the synovial mem- 
brane is reflected from it: while the symptoms of diseased joint have existed for many 
mouths, with pain over a large part of the synovial surface, and general swelling of the 
joint. * * * The inflammation of the synovial membrane that leads to ulceration of 
cartilage in the ordinary strumous affection of joints in the adult, is not, as far as my 
observation goes, of the most acute kind. * * * The less acute forms of the disease, as- 
suming various shades of activity between the chronic and the acute forms, rarely occur 
for any great length of time without the cartilage participating in the mischief. This 
may in some measure depend on the peculiarity of those constitutions in which sub-acute 
inflammation seems to have a spontaneous origin. The knee-joint is most frequently ob- 
served to suffer disorganization from this form of inflammation. * * * When the more 
acute symptoms are subdued (by treatment) the membrane sometimes fails to regain its 
normal condition, passing into a chronic form of action so slight as to attract but little 
attention, and often regarded as stiffness that will yield to exercise and passive motion. 
This slight degree of inflammation that remains often lays the foundation of future 
mischief, especially if the condition of the patient’s health is not adverted to after the 
acute stage of the inflammation has subsided. The nature of the remedies employed 
always leaves the patient in a state of weakness and irritability, under which the low 
degree of action that remains in the joint will be disposed to assume the ulcerative 
form, * * * This state of joint as the disease advances is usually attended with more 
pain, than when the disease assumes from the commencement the chronic form; the 
intervals of ease become short and few; and the action goes on with but little inter- 
ruption to the formation of abscess. In the chronic form of synovial inflammation that 
occurs in indolent habits of a strumous tendency, especially in persons below the age of 
puberty, years often elapse before the ulcerative process is completed. ‘The symptoms 
are proportionally mild in their course. The joint is not much swelled, the general 
and uniform fulness of the joint, so characteristic, as Brop1e has observed of the most 
acute forms of inflammation of the synovial membrane, is absent; the joint appears as if 
the bones themselves were enlarged, an appearance as much produced by the shrinking 
of the limb above and below the joint as by the swelling of the joint itself. The swell- 
ing of the soft parts about the joint depends on the degree of inflammation present in the 
synovial membrane, and the consequent effusion in the soft parts. In the most chronic 
forms the bones can almost be felt through their ligamentous investments ; in the less 
chronic forms, when the disease runs its course in a shorter period, there is effusion of 
albumen in the soft structures surrounding the joint, which increases its volume, pre- 
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venting the bones being distinctly felt, and in some measure altering the form of the 
joint. (pp. 218-22.) 

“The patella and the extremity of the femur are the parts on which the ulcerative 
process can be best traced, on account of the disease being in these less advanced. In 
the former bone, the first part that commonly gives way to ulceration is the margin of 
the cartilage, where the synovial membrane is reflected from it. At this point sulci of 
different depths are formed, which cannot be always distinguished until the thickened 
edge of the synovial membrane is raised. The ulcerated surface sometimes exhibits 
parallel vascular lines, verging towards the centre, and having their origin from the 
synovial membrane. ‘The synovial membrane at this part, if the vessels are well filled 
with fine injection, appears highly vascular and fringed, or villous, like a mucous mem- 
brane. This increased vascularity is particularly noticeable at the edge of the membrane 
and in those portions of the fringed margin that correspond to the ulcerated surface of 
the cartilage; the other parts of the synovial membrane have their vascularity but 
slightly increased, This highly vascular fringe of membrane is a newly organised, and 
will be found in some parts to be a superadded, structure, for the purpose of producing 
ulceration of the contiguous cartilage. It may, when recently formed, be raised in some 
parts from the synovial membrane, but is found to adhere very slightly to that part of the 
cartilage where ulceration is going on; this adhesion is not perceived unless the joint 
is opened with great care. * * * The process, therefore, by which the ulceration of car- 
tilage is in this case effected, is analogous to that by which the sequestrum of the 
cylindrical bones under necrosis takes place. Indisposed to ulceration, from the low 
degree of its organization, it is acted upon by the newly organised synovial surface, 
which is rendered highly vascular, and by means of its villous processes forms a groove 
in the edge of the cartilage, thus commencing the work of destruction. The cartilage 
at the edge is sometimes entirely destroyed, so as to lay bare the bone, in which case 
vascular granulations also arise from the surface of the exposed bone, and assist the 
membrane in the work of absorption. This, however, is more usually observed in 
the most acute form of inflammation. In the more chronic form, the vascular fringe 
of synovial membrane contracts adhesion to the surface of the cartilage in which 
ulceration is going on, and gives rise to the formation of a new membrane, which 
spreads gradually over the surface of the cartilage. A diseased joint is hardly ever 
examined without exhibiting one or more of the bones partly covered with this pulpy 
membrane. When injected, its vascularity is found to vary according to the activity 
of the inflammation in the joint; when first formed it exhibits considerable vascularity 
during the ulcerative process: when the cartilage has been wholly absorbed, and the 
‘ulcerative process has been checked by the inflammation being arrested, this membrane 
then serves another purpose ; it becomes the medium of union between opposed surfaces 
of bone, or the means of anchylosis. Long after all inflammation has subsided, one of 
the condyles of the femur is often found adhering to the tibia by means of this mem- 
brane, which appears white and ligamentous; a layer of cartilage often remaining be- 
tween the membrane and the bones, as if the process of ulceration were arrested.” (p. 
223-226. : 

Gee (a) holds with Kry in the deposit from the synovial membrane being the 
cause of ulceration in cartilage; for, as “ in the thin articular cartilages of the adult 
human subject, few or no vessels can be detected, it is evident that in the process of 
ulceration in cartilage, it cannot be the usual blood-vessels of the part which are the 
active agents, still less likely is it that lymphatics, the existence of which has never been 
asserted in this texture, are the absorbing instruments.” He then proceeds :—“ If a thin 
section, at right angles, be made through the articular cartilages of a joint, at any part 
where it is covered by gelatinous membrane in scrofulous disease, or by false membrane 
in simple inflammatory condition of the joint, and if this section be examined, it will be 
found to present the following appearances. On one edge of the section is the cartilage 
unaltered, with its corpuscles natural in position and size. On the opposite edge, is 
the gelatinous, or false membrane, both consisting essentially of nucleated particles, 
intermixed, especially in the latter, with fibres and blood-vessels ; and, in the former, with 
tubercular granular matter. In the immediate vicinity, and on both sides of the irregular 
edges of the section of cartilage, where it is connected on the membrane, certain remark- 
able appearances are seen. These consist, on the side of the cartilage, of a change in 
the shape and size of the cartilage corpuscles. Instead of being of their usual form, 
they are larger, rounded, or uniform ; and, instead of two or three nucleated cells in 
their interior, contain a mass of them. At the very edge of the ulcerated cartilage, the 


(a) The Process of Ulceration in Articular Cartilages; in his Anatomical and Pathological Observations. 
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cellular contents of the enlarged cartilage corpuscles communicate with the diseased 
membrane by openings more or less extended Some of the ovoidal masses in the en- 
larged corpuscles may be seen half released from their cavities by the removal of the 
cartilage; and others of them may be observed on the substance of the false membrane, 
close to the cartilage, where they have been left by the entire removal of the cartilage 
which originally surrounded them. If a portion of the false membrane be gradually 
torn off the cartilage, the latter will appear rough and honeycombed. Into each depres- 
sion on its surface a nipple-like projection of the false membrane penetrates. The cavi- 
ties of the enlarged corpuscles of the cartilage open on the ulcerated surface by 
orifices of a size proportional to the extent of absorption of the walls of the corpuscle, 
and of the free surface of the cartilage. The texture of the cartilage does not exhibit, 
during the progress of the ulceration, any trace of vascularity. ‘The false membrane is 
vascular, and loops of capillary vessels dip into the substance of the nipple-like pro- 
jections which fill the depressions on the ulcerated surface of the cartilage; but, with 
the exception of the enlargement of the corpuscles, and the peculiar development of 
their contents, no change has occurred init. A layer of nucleated particles always exists 
between the loops of capillaries and the ulcerated surface. The cartilage, where it is 
not covered by the false membrane, is unchanged in structure. The membrane gene- 
rally adheres with some firmness to the ulcerating surface ; in other instances it is loosely 
applied to it; but, in all, the latter is accurately moulded to the former. (p. 17-19.) 

The view given by Key, of the usual mode in which cartilage is absorbed, or as it 
is commonly called, ulcerates, is in the main similar to that held by WiLson, but more 
fully and more satisfactorily developed. Its correctness I cannot doubt, for I have seen 
it, | think more than once or twice, from the first commencement, in which, on carefully 
lifting up the new membrane, its perfect impress is perceived upon the cartilage, varying 
in depth and extent according to the thickness and size of the membrane, till the entire 
depth of the cartilage is removed and the membrane comes in contact with the bone, the 
articular surface of which is also destroyed either by it or by simultaneous inflammatory 
action set up in the cancellated structure of the bone. The preparations to which I 
allude are in St. Thomas’s museum, and some of the patients were under my own care.— 
J. F. 8. 

“When suppuration,” Kry continues, “follows acute inflammation, from a wound 
of the synovial membrane, the latter undergoes that change which enables it to per- 
form its new function. The surface becomes highly vascular, and, in most parts, 
covered with a new deposit of adhesive matter, which adheres firmly to the synovial 
membrane. The new surface is irregular, wanting the polish of the original membrane, 
and appears in many parts villous, or furnished with vascular fringed projections. In 
a joint thus far advanced in disease, the only mode of arresting the disease, or of repair- 
ing the mischief occasioned by the inflammation, consists in anchylosis. To this end, 
the removal of the cartilage is an essential step; and it would appear that the office of 
removing it devolves on the inflamed synovial membrane. The cartilage, under these 
circumstances, is not only eroded at the edge where the synovial membrane is reflected 
upon it, but grooves and indentations may be traced in various parts of it, having no con- 
nexion, as in the progressive strumous form of ulceration, with the edge of the synovial 
membrane, and not showing any indications of a new membrane forming on its surface. 
The means by which this ulceration is effected appear to be the newly organized surface 
of the synovial membrane in contact with the parts in which absorption is going on. 
To those who will carefully examine joints in this condition, the evidence of this will, 
I think, be sufficiently conclusive. The absence of all action in the cartilage, and the 
total want of vascularity in those parts where ulceration appears to be most active, were 
the circumstances that first led me to look for some agent in the work of ulceration. 
The ulceration evidently begins on the surface of the cartilage, and not on that side next 
to the bone. It presents merely an eroded surface; there is no disorganization of its 
texture in the parts where absorption is about to take place; there is no previous dege- 
neration of the cartilage into its primary fibrous structure, as may be seen in other forms | 
of ulceration ; but the cartilage seems to have lost part of its surface, as if it had been 
dug out, the remaining part appearing healthy, and presenting no trace of increased 
vascularity. ‘The grooves are found only in those parts of the cartilage that happen to 
be opposed to the fringed and vascular synovial membrane; and these highly organized 
portions of the membrane may be seen to be closely adapted, and even to fit into the 
grooves in the cartilage. Those parts of the cartilage that happen to be in contact 
with another cartilaginous surface present no signs nor trace of ulceration, but 
appear to the eye perfectly healthy, and in texture firm. The process exhibits the 
closest analogy to that by which nature removes dead bones; the same inactivity or pas- 
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sive condition of the parts absorbed; the same suppurative action from the vascular 
granulation; and a similar degree of vascularity bestowed upon the newly organised 
structure which has to perform the office of absorption. It is not, however, in every 
instance of suppuration in a joint, even where this villous membrane is found, that 
ulceration of the opposite cartilage is to be looked for as an uniform occurrence ; for 
strumous joints are occasionally examined, in which the synovial capsule has been for 
many months distended with purulent secretion, and the synovial membrane covered 
with flocculi hanging into the joint, without a trace of ulceration in the opposite carti- 
laginous surface. This exception rather favours the view which I have advanced of 
the ulcerative process in the case of suppuration from wound. The condition essential 
to the act of absorption is here wanting. There is not a wound or opening by which 
the pus can escape as fast as it is secreted : it consequently collects in the cavity of the 
joint, and, by distension, prevents the membrane coming in contact with the cartilage; 
and the villous projections from the membrane, even when the vessels are well filled 
with fine injection, do not exhibit that degree of vascularity which is so clearly de- 
veloped when ulceration of the cartilage takes place. (p. 234-37.) Nature, it seems, 
does not often adopt this mode of removing the cartilage. It is only in the acute form of 
inflammation, as in wounds of joints, that I have observed it. The process of removing 
the cartilage appears at all times, and under all circumstances of disease, an object that 
she endeavours to accomplish ; while the cartilage remains entire, anchylosis, the natural 
cure in some forms of diseased joint, cannot be effected; and, therefore, we may often 
observe ulceration of cartilage going on very early in those diseases that, forming some 
defect in the patient’s constitution, cannot be arrested without anchylosis. (pp. 239, 40.) 

Bropie (a), however, still considers that “ the explanation which Kry has offered 
does not admit of a general application, and that the absorption of the cartilage, com- 
mencing on the surface towards the cavity of a joint, may take place under such circum- 
stances, that it cannot be supposed to be the result of any other agency than that of the 
vessels of the cartilage itself. (p. 331.) In speaking of ulceration of the articular car- 
tilages, as a consequence of inflammation of the synovial membrane, I have not endea- 
voured to explain the exact nature of the process by which such ulceration is effected, 
and simply for this reason,—that I have not been able completely to satisfy my own mind 
on the subject. There can be no doubt that, in many instances, ulceration begins at the 
margin of the cartilage, where the synovial membrane is reflected over it from the neigh- 
bouring bone, or from the inter-articular ligaments, where such ligaments exist; but it 
may still admit of a question, in what manner the ulceration is accomplished ; whether 
it be from the inflammation extending directly to the cartilage itself, or to the bone first, 
and the cartilage afterwards ; or whether, according to the views entertained by Mr. 
Key, the latter, being altogether in a passive state, becomes absorbed by the action of 
the vessels of the fringed processes of the synovial membrane lying in contact with it. 
But there are other cases of inflammation of the synovial membrane, in which ulceration 
begins in the centre of the cartilage, so that none of these hypotheses afford any reason- 
able explanation of it. It seems not improbable that, in some of those cases which are 
usually regarded as examples of simple inflammation of the synovial membrane, the 
inflammation may not have been confined (even in the first instance) to this individual 
part, but may have begun simultaneously in all the textures of the joint. This is in 
conformity with what is observed to happen occasionally in the eye and other organs ; 
and, under such circumstances, it is no more than might be expected, that, as the in- 
flammation subsides, the cartilage should ulcerate either in the centre or in some other 
part of its surface. Nor is this a merely speculative opinion; at least 1 am much mis- 
taken if it be viewed in that light by any one who, after having perused the history of 
the following case, considers what would probably have happened if the patient had 
not died of another disease before there was time for the disease in the joint to have 
run its course. A gentleman, about twenty-five years of age, had laboured for several 
years under a disease of the brain, in consequence of which he had been in a state of 
complete helplessness and imbecility. In the summer of 1820 he became indisposed 
otherwise: there was a cluster of enlarged glands in the left groin, and a purulent 
sediment was deposited by the urine. I was now desired to see him in consultation 
with Dr. Maton, who was his ordinary medical attendant. Soon afterwards, it was 
observed, that there was a general tumefaction of the left thigh and nates, and the 
patient complained of pain in certain motions of the limb. Under the treatment em- 
ployed, the tumefaction subsided; but, immediately afterwards, a violent attack of 
diarrhea took place, under which he sunk, and died on the 29th July. On examin- 


_ (a) Additional Notes on Ulceration of Cartilage; in the Third Edition of his book on the Diseases of 
Joints, 1834. 
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ing the body we discovered an abscess, which seemed to have had its origin in the cellular 
membrane of the pelvis, near the neck of the bladder, which had burst into the 
neighbouring portion of the urethra, and which had also extended upwards on the left 
side, so that it could be traced as high as the mass of enlarged glands in the groin. The 
whole of the muscles surrounding the left hip-joint, were preternaturally soft and vas- 
cular, and so altered from their natural condition, that they could be lacerated by the 
slightest force. They also were to a considerable extent detached, or separated from 
each other, apparently in consequence of a serous fluid which had been effused between 
them, but of which nearly the whole had become absorbed. The capsular ligament and 
synovial membrane of the joint were of a red colour, and unusually vascular; and the 
cartilages covering the head of the femur and lining the acetabulum were also red 
and of a soft consistence, giving to the fingers a sensation somewhat resembling that 
which is produced by touching velvet.” (p. 336-39.) 

A very remarkable instance of ulceration of cartilage in an almost incredibly short 
space of time is mentioned by LAwkENcE (a). In a case of phlebitis, after bleeding, 
which came under his own care in St. Bartholomew’s Hospital, the patient had pain in 
his knee, commencing on the fourth, and he died on the eighth day of the same month. 
“On examination after death I found the knee-joint filled with pus of a reddish colour, 
that is, with pus rendered red by the admixture of blood. The synovial membrane 
which had produced this pus was highly inflamed, but the articular cartilage of the 
femur and the corresponding articular surface of the tibia were completely destroyed, 
and this high degree of ulceration had been produced within the short period men- 
tioned.” (pp. 482, 3.) 

e also mentions the following very curious circumstance :—“ When necrosis attacks 
the shaft of a long bone, though it does not involve the ends, yet the mortification 
extends (or rather may extend ?—3. F. s.) sufficiently to the extremities to excite in- 
flammation and absorption of the cartilages, although the synovial membrane does not 
become involved.” And he speaks of a case in which “ the whole shaft of the thigh-bone 
had perished, and the cartilages were as completely removed as if they had been cut out 
by the knife.” (p. 483.) This appears to me the condition, though much more advanced, 
to which Key refers, when, having spoken of the vascular deposit on the synovial mem- 
brane that destroys cartilage, he proceeds :—“ A membrane is sometimes seen in joints 
under different circumstances, and affords a contrast to the above, as well in structure as 
in office. I allude to that adventitious membrane that is formed from the edges of the 
synovial membrane, in consequence of inflammation of a joint, induced by a contiguous 
disease of bone, as necrosis. In this case the membrane is formed for the purpose of 
circumscribing the cavity of the joint, when the cartilage is destroyed by the extension 
of the disease. It possesses but little vascularity, is smooth on its surface, not being 
furnished with the villous texture necessary to the ulcerative function. The opposed 
cartilage, under these circumstances, appears entire, ulceration taking place only on the 
surface next to the bone, and the membrane has not any connexion with the surface of 
the cartilage.” (pp. 226, 27.) 

Although it appears that, under inflammation, either chronic or acute, the less or 
greater deposit of coagulable lymph from the synovial membrane, which becomes or- 
ganized, absorbs or eats up the cartilage with which it is in contact, as has been so ably 
described by Key just quoted, and often requires amputation of the limb to tranquillize 
the constitutional excitement of the patient, which, if continued, would wear out his 
powers and destroy him; yet is it not to be considered as always a destructive, but 
rather, as Key (6) has very truly stated it to be, “a repairing process, established with 
a view to the ultimate anchylosis of the joint, and by an efficient provision to prevent 
an inflammatory process that would otherwise end in ulceration and suppuration. A 
membrane is gradually developed by the agency of which the cartilage is absorbed, and 
which afterwards becomes the medium of anchylosis ; thus the destruction of the joint is 
often prevented.” (p. 146.) 

HENLE agrees with Key as to the absence of vessels in cartilage, but he explains its 
wasting or ulceration as dependent on want of nutriment. The following are his obser- 
vations on the subject :—“ As cartilage has not vessels it is not subject to any disease 
which depends on unnatural movement of the blood, neither inflammation nor hyper- 
trophy ; for the same reason, as it needs no vessels, it is not so easily wasted by pressure 
_ asbone * * * Cartilage only wastes when the current of blood into the tissue upon 
which its nutrition depends is interrupted; the diseased cartilage, as for instance of in- 
flamed joints, therefore is destroyed as if by maceration, rough, then as it were eaten, 
and finally dissolved.” (p. 809.) . 


(a) Lectures on Surgery; in Lancet, 1829-30, vol. ii. (6) Med.-Chir. Trans., vol. xix. 
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Of Ulceration of Cartilage.—This, the more rare mode in which destruction of carti- 
lage is effected, really occurs in the cartilage itself, and is described by Kry (a) as “ an 
action altogether different from absorption, and analogous to the softening of the inter- 
vertebral substance,” in other words, “the result of disorganization of texture.” (p. 135.) 
But before stating his opinions on this subject it will be advisable to mention his views 
on ulcerations in general, for the better comprehension of their application to cartilage. 
“Ulceration is a process analagous to the softening attending suppuration ; it is a de- 
generation of tissue, a change in the affinities existing between its component parts, by 
which it becomes changed from a solid texture to a fluid inorganic mass. It differs 
from gangrene in being a vital action; while gangrene, by at once producing death in 
a part, prevents any such change taking place. In gangrene the supply of blood to the 
part altogether ceases, while the integrity of tissne is preserved; under ulceration the 
circulation in the vessels continues during the action, and the part still belongs to the 
living mass, and remains under the influence of vital action until its separation is com- 
pleted.” (pp. 137, 38.) 

“ Ulceration of cartilage,” says Key, “is effected in the same manner as an ulcer in 
soft parts; it is a destructive action that sooner or later is followed by suppuration of 
the joint. It commences in the structure of the cartilage itself, which, no longer under 
the influence of those forces that unite its integra] parts, breaks up, and becomes con- 
verted into a purulent mass, which, mixing with the synovia of the joint, irritates the 
synovial membrane to inflammation, and ultimately to suppuration and ulceration. 
Ulceration of cartilage, however, as a primary disease, is a much less frequent occurrence 
than absorption through the intervention of membrane. I do not remember,” says Key, 
“to have examined a joint, that had been the subject of ordinary chronic inflammation, 
in which this membrane was not more or less developed. Nor have I seen an instance 
of chronic inflammation, in the early stage of strumous disease, in which degeneration 
or ulceration of the cartilage existed as the primary action. Chronic inflammation, 
however, after existing for many months or years in strumous subjects, may, and often 
does, become acute, and ulceration sometimes, in such cases, supersedes the absorbing 
process, and abscess rapidly forms. * * * Nature endeavours, so long as she can, to 
remove the cartilage by absorption, in order to prevent the necessity of suppuration ; 
for primary ulceration of cartilage leads to the formation of abscess. The breaking up 
of the tissue of the cartilage is equivalent to the suppurative process in softer tissues ; it 
creates a product that must be got rid of; the synovial membrane is irritated, and ulce- 
ration with abscess is the result. In absorption of the cartilage through the intervention 
of the membrane, suppuration is not a necessary attendant, and we sometimes find the 
whole process completed without abscess. But where the membrane is wanting, the 
process is analogous to the degeneration of soft parts, and is sooner or later followed by 
suppuration. * * * The diseases in which the texture of the cartilage primarily under- 
goes ulceration are, for the most part, acute from their commencement. The inflam- 
mation that follows wounds of joints often leads to the rapid ulceration of the cartilage, 
and to burrowing abscess. In these cases, the cartilage is found often to be extensively 
destroyed, and the bone laid bare, without any appearance of a membrane for the pur- 
pose of absorption. The remaining cartilage sometimes exhibits different stages of 
approaching disorganization ; in some parts retaining its natural form, consistence, and 
appearance; in others being soft and spongy, or even pulpy; and in those parts most 
advanced towards ulceration, the fibre of the cartilage can be seen to separate, and flakes 
here and there appeared to be almost detached. * * * The chronic inflammation of the 
synovial membrane, attended with absorption of the cartilage, not unfrequently becomes 
acute from accidental causes, and, leading to ulceration, quickly disorganises the joint. 
Both ulceration and absorption may here be seen to operate. In some parts may be 
seen the membrane adhering to the cartilage or to the denuded bone, in various degrees 
of activity or vascularity, according as its office is completed or in progress; and in 
others a total loss of the cartilage may be observed, without the development of a mem- 
brane. It is not unusual for one half of a knee-joint to be losing its cartilage by absorp- 
tion, while, by a process of inflammation subsequently excited, the other is in a state of 
active ulceration. On one side the cartilage is furnished with the absorbing membrane, 
which sometimes spreads over the whole of that side of the cavity, and protects it from 
the devastating process of ulceration that is at work on the other side of the joint, which 
is filled with pus and the remains of the disorganised cartilage. In persons who have 
become extremely irritable and weak, the ulcerative process is so determined, that the 
membrane itself is sometimes found in a state of ulceration.” (p. 146-50.) ] 


(a) Med.-Chir. Trans., vol xix. 
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217. On examination of the joint after death, produced by other diseases, 
it has been found, if the disease were still in its commencement, that the 
cartilage, at one or more places, was loosened into a fibrous mass, and ulcer- 
ated; at a later period there was great destruction of the cartilage, the 


joint was filled with ichor, the synovial membrane and other parts of the 
joint disorganized. 


Many will not allow the possibility of primary affections of the cartilage, as the car- 
tilages of a movable joint must be considered as lifeless parts, which cannot take on in- 
flammation, do not feel the effect of irritants, and, in affections of the synovial membrane 
or of the bony tissue beneath it, only suffer destruction and exfoliation. ScHUMER (a) 
has, in his experiments on animals, observed the same results as DéRNER and others 
had previously, that the joint-cartilages, laid bare, injured, and even exposed to the air, 
never showed any trace of inflammation, which appeared only in the bony epiphyses and 
synovial membrane. GENDRIN (b) supports this opinion especially on the ground of the 
cartilage not being covered with synovial membrane ; an assertion which though also 
put forth by others is contradicted by observation. J. B. Marc (c). 


According to Bropie’s and my own observations, I must consider the disease here 
described as different from common inflammation of the synovial membrane and of the 
spongy ends of bones, even although perhaps it does not always arise as a primary affec- 
tion of the cartilage, but is caused by partial inflammation of the synovial membrane, 
and of the spongy bony tissue beneath the cartilage. MzrckeEx (d) also supposes that 
the cartilage in different diseases of the joints may redden, swell, soften, and loosen up, 
but with this peculiarity, that suppuration is not necessarily connected with their 
ulceration. 

[Sufficient has been already said in the last paragraph to prove, as seems to me, the 
truth of Wirson’s and KEy’s notion of the deposit of a new and vascular substance upon 
the synovial membrane being the usual cause of ulceration of cartilage, and that the 
cause is not in the cartilage itself. It will not, therefore, require again to be adverted 
to further than to observe that it is quite distinct from the “ loosening of the cartilage 
into a fibrous mass,” spoken of in the present paragraph. 


This form BropiE speaks of thus :—“ We find occasionally some portion of the carti- 
lage covering bone, altered from its natural organization, converted into a number of 
ligamentous fibres, each of which is connected by one extremity to the bone, while the 
other is towards the cavity of the joint” (p. 113); and as he soon after mentions in the 
dissection of one such case, “having no lateral connexion with each other” (p. 119); 
producing the “brush-like projections of the cartilage and synovial membrane,” as 
Mayo calls them (e). This “conversion of the cartilage into soft fibrous structure,” 
Brovte says, “ I am disposed to believe is the frequent, though not constant, forerunner 
of ulceration. In a woman who died a week after a severe contusion of the hip, the 
cartilage of the hip was found in some parts entirely absorbed, in others having a fibrous 
appearance, similar to what has been described. And I have noticed the same circum- 
stances in other cases sometimes connected with, and sometimes independent of local 
injury.” (p.121.) Here, then, is a morbid alteration of structure, the occurrence of 
which seems to indicate that there must be such a vascular apparatus entering into the 
formation of cartilages as enables new materials to be deposited and old materials to be 
absorbed, and without which morbid alterations of structure do not take place in other 
parts of the body.” (p.113.) Bropre (f) further observes :—“ The degeneration of the 
cartilage into a fibrous structure is no uncommon circumstance ; and I suspect that it is 
one cause of the crackling of the joints, which is not uncommonly met with in persons 
somewhat advanced in life. I have no doubt that it often exists where it is never fol- 
lowed by ulceration; but I am also well assured that, in many other instances, it pre- 
cedes, and, in fact, forms, the first stage of the disease.” (p. 339.) In regard to this 
“ degeneration of the cartilage of a joint into a fibrous structure,” which Kry holds as a 
distinct form, and describes as the third mode of ulceration of cartilage, he says :—“ As 
far as my observations have enabled me to judge, it is a disease of a peculiar character, 
and differing in many respects from the ordinary affection of joints that end in the destruc- 
tion of the cartilage. I have had but few opportunities of verifying by dissection the 


Mutatione. _Groning. 1836. S8vo. d) Above cited, par. 2. 
(b) Histoire Anatomique des Inflammations. e) Med.-Chir. Trans, vol. xix. p. 49. 


(a) Diss. de Cartilaginum Articulorum ex Morbis 3 Essai sur les Synoviales, Paris, 1834, p. 13. 
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existence of this disease. Bropre has described it, and appears to regard it as a not 
uncommon occurrence; in one instance he found it combined with disease of the inter- 
vertebral substance. Of three cases that have come under my notice, two have occurred 
in subjects brought into the dissecting-room, and the history of which I was unacquainted 
with; the other case was that of a gentleman who was labouring under stone in the 
bladder, and suddenly experienced a severe attack of pain about the head of the fibula 
and the burse at the back part of the head of the tibia. The pain was accompanied with 
considerable fever, and slight swelling of the parts in which he complained of the pain. 
On the third day the pain shifted from the fibula to the knee-joint, which swelled, as if 
from an effusion of synovial fluid. The suffering now became excessive, and the fever 
assumed a typhoid character. At the end of ten days from the commencement of the 
attack he died. The bladder presented less evidence of the inflammatory action than 
might have been expected from the intensity of his sufferings. The knee-joint was 
distended with a thin opaque synovial secretion, of a somewhat purulent character ; the 
surface of the synovial membrane presented here and there patches of more than ordinary 
vascularity. ‘The cartilaginous surfaces of the bones were entire, with the exception of 
a small spot on the end of the femur, which appeared ragged and irregularly broken up 
into a fibrous mass.” (pp. 241, 2.)] 


218. This disease shows itself in every age, but especially in children ; 
more frequently in the hip and shoulder than in other joints. Its causes 
are external injury, but especially dyscratic diseases. 

[“ The ulceration of the articular cartilages may,” according to Bronte, “ occur at 
any period of life, but it is most frequent in those who have passed the age of puberty, 
and who are under thirty-five years of age. We meet with it, however, some times in 
young children, and at other times in old persons.” (p. 151.)] 

219. The prognosis is always unfavourable, as the disease is often mis- 
taken at its commencement, and speedy destruction of the parts of the joint 
is produced. 

220. In severe irritation of the joint, leeches, cupping, even blood-letting, 
warm baths, and so on, must be employed at the onset. If the inflamma- 
tion be thereby diminished, or if the disease has originally taken an insidious 
course, derivative remedies, and, among these, issues especially and the actual 
| cautery are to be employed. ‘The action of these remedies is often very 
rapid ; the suppuration must, however, be kept up from the surface for a 
long time, and the joint kept perfectly at rest. Sometimes improvement 
quickly takes place ; but the attacks recur, in which case, probably, sup- 
puration has already taken place in the joint. When abscesses are formed, 
they must be treated as already directed, and especially the general dis- 
eased condition of the body somehow connected with the disease of the joint, 
properly attended to. : 


D.—OF THE INFLAMMATION OF THE JOINT-ENDS OF BONES. 


221. The inflammation, in these cases, (Inflammatio Processuum Arti- 
culorum, Lat.; Entziindung der Gelenk-Einden der Knocken, Germ. ; 
Inflammation des Extrémités Articulaires des Os, Fr.,) begins in the very 
vascular spongy part of the joint-end of the bone, and is at first accom- 
panied with little pain, which comes on imperceptibly. After a lapse of 
time of uncertain length, there appears an elastic, irregularly spreading 
swelling of the outermost parts of the joint, the form of which depends on 
the expanded joint processes: the swelling is larger when the joint is in 
action, and smaller when it is at rest. The motions of the joint are little 
interfered with. After a shorter or longer time, increased pain comes on, 
the external skin becomes dusky red, and finally breaks ; ill-conditioned 
pus is discharged, and caries is felt on using a probe. So often as some 
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wounds close, others break out, and hectic fever threatens to exhaust the 
patient. 


[“ There is another malady,” says Bropig, “which affects the joints, having all the 
character of scrofula, generally occurring in persons who have a scrofulous appearance, 
and usually preceded by, or combined with, scrofulous symptoms. In this disease of the 
joints, the cancellous structure of the bone is the part primarily affected ; in consequence 
of which ulceration takes place in the cartilages covering their articulating surfaces. The 
cartilages being ulcerated, the subsequent progress of the disease is, in many respects, the 
same as where this ulceration takes place in the first instance.” (p. 226.) The morbid 
affection appears to have its origin in the bones, which become preternaturally vascular, 
and containing a less than usual quantity of earthy matter; while at first a transparent 
fluid, and afterwards a yellow cheesy substance, is deposited in their cancelli. From 
the diseased bone we see, in some instances, vessels carrying red blood extend into the 
cartilage. The cartilage afterwards ulcerates in spots, the ulceration beginning on that 
surface which is connected to the bone. The ulceration of the cartilage often proceeds 
very slowly. 1 have known a knee amputated on account of this disease, in which the 
cartilage was absorbed for not more than the extent of a sixpence. Occasionally a 
portion of the carious bone dies and exfoliates. As the caries of the bones advances 
inflammation takes place of the cellular membrane, external to the joint. Serum, and 
afterwards coagulable lymph, is effused, and hence arises a puffy and elastic swelling 
in the early, and an cedematous swelling in the advanced, stage of the disease. Abscess 
having formed in the joint, makes its way by ulceration through the ligaments and 
synovial membrane, and afterwards bursts externally, having caused the formation of 
numerous and circuitous sinuses in the neighbouring soft parts. In one case, thin layers 
of cartilage were found lying on the ulcerated surface of bone, apparently uncon- 
nected wiih it. In some instances, in the advanced stages of this disease, we find nearly 
the whole of the cartilage forming an exfoliation instead of being ulcerated. This 
scrofulous affection attacks those bones, or portions of bones, which have a spongy tex- 
ture, as the extremities of the cylindrical bones, and the bones of the carpus and tarsus, 
and hence the joints become affected from their contiguity to the parts which are the 
original seat of the disease. Sometimes, however, we may trace the effects of these 
morbid changes even in the shaft of a cylindrical bone; so that we see the femur or tibia 
converted in its middle into a thin shell of earthy matter, enclosing a medullary canal 
of unusual magnitude. It has been remarked by a modern author (a), that in the last 
stage of this disease the bones not only lose the preternatural vascularity which they 
possessed at an early period, but even become less vascular than healthy bone. I believe 
the observation to be correct; and this diminution of the number of vessels, and, conse- 
quently, of the supply of blood, is probably (as this author has suggested) the proximate 
cause of those exfoliations which sometimes occur where the disease has existed for a 
considerable length of time, especially in the smaller bones.” (p. 245-48.) 

Upon this condition, his “ last form, in which ulceration (or rather absorption) of 
cartilage takes place,” Kry (b) observes :-——“‘ There are two forms of disease in bone 
under which this secondary absorption of cartilage takes place; the one is of a chronic 
nature; the other assumes an acute form; but in the process of ulceration the same 
passive condition of the cartilage may be observed as in that which commences within 
the cavity of the joint. 

The chronic form is that in which a strumous action takes place in the cancellated 
structure,” (pp. 243, 44,) and is that just described. “I apprehend,” says Key, “ that 
most pathologists will concur in the probability of the loss of the cartilage being effected 
by means of the vascular granulations that spring up from the cancelli, and appear to 
form a continuous structure with the surface of the cartilage. In making a transverse 
section of the joint, under these circumstances, there is no trace to be seen of increased 
vascularity in the cartilage, nor in the synovial membrane, until the action is far ad- 
vanced, that can lead us to suppose that the cartilage was ulcerated by any other agent 
than the vascular tissue of the bone. 

The acute form of the disease differs from the former in the comparative suddenness 
of the attack, as well as in the appearance which the bone presents. The former is 
like all strumous affections, slow in its progress, and at first marked by little or no 
pain in the part. Months often elapse before the symptoms become severe, and the 
constitution much affected. But in the acute form of disease attacking the spongy 
extremities of bones, the pain is often severe in the beginning, the limb at that part 
tender when pressed, and the constitution a good deal disturbed. A,few weeks only elapse 


(a) Luoyp on Scrofula, p. 123. (b) Med.-Chir. Trans., vol. xviii. 


OF THE JOINT-ENDS OF BONES. 239 


before the joint exhibits symptoms of participating in the mischief. From this time the 
disease makes rapid progress: if suppuration takes place in the cavity of the joint, the 
synovial membrane ulcerates and allows the matter to burrow between the muscles of 
the limb: fistulous openings at length form, and tend in some measure to abate the 
patient’s sufferings. The effect, however, on the constitution is such that amputation is 
usually resorted to for the preservation of life. Examination of the joint exhibits very 
different appearances from those which are observed in the chronic strumous disease of 
the bone; not in the cavity of the joint itself, for here the process of destruction is in 
some respects the same; but in the bone the affection is found to be altogether of a dif- 
ferent character. The substauce of the bone retains its firmness of texture; and when 
cut through shows no signs of disease except at one part of the cancelli. There a cavity 
is found coutaining one or more portions of detached bone, surrounded with pus; this 
cavity is found to communicate with the joint by a fistulous opening of small size, which 
may sometimes escape observation. The cancellated structure of the bone surrounding 
the cavity usually appears natural and sending forth vascular granulations. The car- 
tilage covering the end of the bone is extensively ulcerated in some parts, whilst in 
others it appears to have undergone no change. The process of ulceration evidently 
begins on the outside of the joint, fer the cartilage, when closely examined, appears to 
be undermined, and the surface towards the joint where this undermining process is 
going on seems quitesound. The synovial membrane shows signs of acute inflammation, 
and its cavity is found to communicate with one or more extensive collections of pus 
above and below the joint. This form of disease is in its nature analogous to necrosis of 
the shafts of the cylindrical bones.” (p. 245-47.) 

“Tn scrofulous disease of the cancellated texture of the heads of bone,” says Goopsir, 
“‘or in cases where the joint only is affected, but to the extent of total destruction of the 
cartilage over part or the whole of its extent, the latter is, during the progress of the 
ulceration, attacked from its attached surface. Nipple-shaped processes of vascular 
_ texture pass from the bone into the attached surface of the cartilage, the latter under- 
going the change already described. The processes from the two surfaces may thus 
meet halfway in the substance of the cartilage, or they may pass from the attached, and 
project through a sound portion of the surface of the cartilage, like little vascular 
nipples or granulations. ‘he cartilage may thus be riddled, or it may be broken up 
into scales of various size and thickness, or it may be undermined for a greater or less 
extent, or be thrown into the fluid of the cavity of the joint in small detached portions, 
or it may entirely disappear.” (p. 19. )] 


222. According to the stage of the disease, the joint ends are found on 
dissection in different conditions. They are soft, broken up, dusky red ; 
their vessels much enlarged, and the cells of the bone are filled with reddish 
lymph. The cartilages are often still unchanged externally, but their inner 
surface is loosened from the destroyed bone. In the most advanced stage, 
both bone and cartilage are destroyed, the synovial membrane and ligaments 
disorganized, and the cavity of the joint filled with ichorous pus. 

223. This disease is more rare in the hip and shoulder than in other 
joints, and most frequent in the spongy bones of the wrist and instep. It 
is more frequent in children and young persons than in adults. Its occa- 
sional cause may be external violence, but there is always dyscratic disease, 
and especially scrofula, in causal connexion with it. 


[Broptie says :—“ The scrofulous affection of the joints occurs frequently in children ; 
it is rare after thirty years of age. Examples of it occur in almost every joint of the 
body; but the hip and shoulder appear less liable to it than many other articulations.” 
(p. 248.) But Key states :—‘ The bones in which he has observed this (the chronic) 
form of disease are the small bones of the carpus and the extremity of the femur; and, 
more frequently, the head of the tibia and the bones of the tarsus. Persons of all 
ages appear to be liable to it: I have witnessed it,” he says, ‘in patients from the age 
of two years to fifty.” (p. 244.) 

Bronte also further observes :—“ As it depends on a certain morbid condition of the 
general system, it is not surprising that we should sometimes find it affecting several 
joints at the same time, nor that it show itself in different joints in succession, attack- 
ing a second joint after it has been cured in the first, or after the first has been removed 
by amputation. It is seldom met with, except in persons who have the marks of what 
is called a scrofulous diathesis; and in many cases it is either preceded, attended, or 
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followed, by some other scrofulous symptoms, such as enlargement of the scrofulous 
glands of the neck, and mesentery; or tubercles of the lungs. I have often been led to 
believe that the occurrence of this disease in the joint has suspended the progress of 
some other, and perhaps more serious, disease elsewhere.” (pp. 249, 50.) 

Brovie’s last observation is, I am convinced, exceedingly correct, if, as I presume, he 
means some modification of scrofulous disease in other parts of the body. I am certain 
that I have, again and again, seen persons, whose appearance betokened incipient phthisis, 
recover, and become stout and healthy; as if the disease had proceeded to its crisis in 
the joint, and, on the removal of which by amputation, all the constitutional disturbance 
ceased.—J. F. S. 

Bropte considers that “the scrofulous disease is more likely to be confounded with 
ulceration of the articular cartilages than with any other. There is, in many respects, 
a correspondence in their symptoms. There are, however, certain points of difference, 
and I believe that this difference will be found in general sufficient to enable the prac- 
titioner, who is careful and minute in his observations, to make a correct diagnosis ; at 
least, in those cases in which the local disease is not so far advanced, and in which it 
has not so much affected the general constitution as to make the diagnosis of no im- 
portance. (p. 250.) The principal difference which is to be observed between the 
symptoms which have been just described, and those which are met with, where ulcera- 
tion of the cartilages occurs as a primary affection, is in the degree of pain which the 
patient endures, and which is much less in the cases of the former (the scrofulous disease) 
than in those of the latter description. It may, indeed, be matter of surprise that, in 
cases of this scrofulous affection, the sufferings of the patient should be so little as they 
are found to be in proportion to the quantity of local mischief. For the most part, the pain 
which he experiences is not a subject of serious complaint, except at the time when an 
abscess is just presenting itself underneath the skin, and then it is immediately relieved 
by the abscess bursting. There is never that severe pain which exhausts the powers 
and the spirits of the patient in cases of ulceration of the cartilage, except in a very few 
instances, and in the most advanced stage of the disease, when a portion of the ulcerated 
bone has died, and, having exfoliated so as to lie loose in the cavity of the joint, irritates 
the parts with which it is in contact, and thus becomes a source of constant torment. 
There are other circumstances, besides the less degree of pain, which, although not in 
themselves sufficient, it is useful to take into the account in forming our diagnosis, such 
as the general aspect and constitution of the patient, and his having manifested a dispo- 
sition to other scrofulous symptoms ; the very tedious progress of the disease ; and the 
circumstance of the suppuration not being in general confined to a single collection of 
matter, but producing a succession of abscesses.” (pp. 255, 6.) ] 


224, The prognosis and treatment are the same, as already stated, in 
inflammation and ulceration of cartilage. 


[or THE FAVOURABLE CONSEQUENCES OF ULCERATION OF THE 
CARTILAGES. 


 224.* The termination of ulceration of the articular cartilages from 
whatever cause, although generally destroying the patient by wearing out 
his constitutional powers, unless prevented by the removal of the limb, is 
neither always fatal, nor does the joint or its motions even seem to be always 
destroyed. When the destruction of cartilage has a favourable issue it 
terminates in one of two ways. In the first, the cartilage is replaced by a 
layer of ivory-like bone, and the motions of the joint continue; this espe- 
cially happens in disease of the hip-joint. In the second, the opposed ends 
of the bones are united either by a ligamento-fibrous structure, which per- 
mits a slightly yielding motion of the joint, or by bone which precludes 
any motion, and thus are produced the two forms of anchylosis, viz., the 
soft and the hard. Whether the one kind passes into the other, I can 
not positively state, though I think I have seen, in more than one instance, 


part of the connecting medium ligamento-fibrous and part bony. 

I. Of the ivory-like covering of the joint surfaces of bones. ‘This condition has been 
by some anatomists thought to be merely a natural process, the common consequence of 
age, by which the cartilage thick in youth is gradually thinned in adult age, and 
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finally in advanced life completely removed, bone being stated to be constantly deposited 
in its place till the whole surface of the joint is thus covered. I think, however, I shall 
be able to show that this is an erroneous statement, as at the very onset it would appear 
unlikely that more earthy matter should be deposited, under natural circumstances, upon 
the ends of bones, so as to give those parts an ivory-like character, whilst on every other 
part of the same organs less earth is deposited, and even the fibrous mould in which 
it is lodged becomes thinner and thinner in age. 

“The removal of the cartilage from the heads of bones in old people,” observes Kry, 

_“ proceeds so slowly that it is difficult to say, on the examination of a joint, whether the 
action has ceased, or is still in a state of progress. . The form of disease to which I 
allude is attended with a good deal of stiffening of the joint, accompanied by what are 
termed rheumatic pains. The place of the cartilage is often supplied by a bony deposit, 
resembling ivory in texture as well as appearance.” (p. 242.) ToynBEE says :-—* The 
articular cartilage is gradually being converted into bone during the whole of life; thus 
it is thicker in young than in adult subjects; and, as Sir B. Bropre informs me, itis much 
thinner in old age than in the adult: in fact, it is not very rare to find that the articular 
cartilage of the head of the os femoris in very old persons has completely disappeared, 
a change which is probably to be attributed to its entire ossification.” (p. 167.) 

That this is merely a natural process as might be inferred from ToyNnBEE’s observation 
cannot be admitted ; were it so, the disappearance of the cartilage and the ivory-like 
covering of the joint-end of bones would be much more frequent than it is. It is quite 
true that the cartilages of elderly people are much thinner than those of young persons ; 
but this does not depend on their conversion into bone, for the shell of bone in the aged is 
commonly as much attenuated in comparison. It ought also to be commonly happening 
in all joints, which is far from the case, as it is but rarely found except in the hip-joint. 
For these reasons I think Bropre’s opinion is correct, that “ it is probable in these 
cases the original disease had been ulceration of the cartilages.” And especially as he 
mentions what appears to me to be the two stages of this ivory-like appearance, the first 
being that which he speaks of as having “ many times in dissection observed a portion 
of cartilage of a joint wanting, and in its place a thin layer of hard, semi-transparent 
substance, of a gray colour, and presenting an irregular granulated substance ;” and the 
second, that in which “ no remains of cartilage were found on the bones of one hip ; but, 
in its place, a crust of bony matter was formed, of a compact texture, of a white colour, 
smooth, and having an appearance not very unlike that of marble.” (pp. 204, 5.) . The 
difference of the two appearances seems to me easily explained by the continual motions 
in the joint wearing down the irregular granulated surface till the white, smooth, marble- 
like condition is produced. That it is also a consequence of absorption of the cartilage 
I think is further proved by the expansion of the articular surfaces, which is very often 
noticed in the hip-joint under this form of disease, both the head of the thigh-bone and 
its socket being also flattened ; which flattening and spreading of ball and socket, or 
of hinge-joints, very frequently occurs with ulceration of cartilage without any ivory-like 
deposit, and as commonly when soft anchylosis exists. This then is the first and most 
favourable result of ulceration of cartilage, in which the motions of the joint are not 
materially impaired. 

Il. Of Anchylosis.—“ This is an union of bone with bone,” says Joan Hunter (a), 
‘which ought not to be united, and is of two kinds, one by soft parts, the other by bone. 
In inflammations of joints we often have adhesions by a soft medium. Very consider- 
able inflammation is necessary to produce anchylosis in joints, and much time is necessary 
for their perfection, as we see in white swellings. The adhesions are sometimes partial, 
sometimes universal. The soft is from two modes, viz., adhesion and granulation. The 
soft only can take place where there is naturally no intermediate substance, and the joint 
is surrounded by capsular ligament. Bony anchylosis I shall divide into five kinds, four 
of which are in the surrounding parts by ossific inflammation, the other by an entirely 
new substance between the extremities of a bone.” (p. 521.) With the first four kinds 
we have at present nothing to do, but the fifth kind is the immediate object of our atten- 
tion, viz., 

Anchylosis effected “by the whole substance of the articulation.” 

This is of two kinds, and these are the only ones which can admit of the soft anchylosis. 
It is somewhat similar to the union which takes place in soft parts; it arises from two 
causes, Ist, from inflammation of the parts themselves ; 2ndly, from the inflammation of 
the surrounding parts, the parts themselves partaking of it. 

From the first cause, or inflammation of the parts themselves, arises “ suppuration in 


(a) Lectures on Surgery, PauMEr’s Edition. 
VOL, I. R 
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joints producing anchylosis. This is of two kinds,” says Hunter, “viz., the.truly in- 
flammatory, and the scrofulous; the former we shall now treat of. 

« If the inflammation be carried on, an abscess is formed in the cavity as in any other 
part; aud the suppuration is more universal in the cavity than in other parts, being 
diffused through the whole. This continues to approach nearer and nearer the external 
surface, and either breaks or may be opened. So far as they are connected with bone, 
they are similar tocompound fractures, but the suppuration is slow, and takes place with 
difficulty, and then generally falls into the natural scrofulous disposition, which renders 
it tedious. The suppuration is then imperfect, appearing to partake of both the adhesive 
and suppurative. The ulcerative disposition is slow in bringing the matter to the skin, 
which arises from the indolence of the prior suppurative disposition and inflammation. 
The ulcerative inflammation sometimes goes on, so as entirely to alter the joint, that is, 
the receiving cavity becomes larger and the received part less ; this is often the case in 
the hip-joint. These cases then become very tedious, and generally very uncertain in 
their cure. Before they are opened they are generally become so indolent that opening 
has very little effect, and often, when scrofulous, such a disagreeable inflammation 
comes on as to destroy the patient, and therefore amputation had better be performed at 
once, if this disagreeable inflammation does not take place immediately after opening ; 
yet a fistulous opening is generally the consequence. 

“ Soft anchylosis from granulations.—A joint so healed has no cavity left ; the sur- 
faces uniting. A joint coming to suppuration from not being resolved in the first mode, 
but forming granulations, is more tedious than in the soft parts, and the powers of 
restoration in them are very weak. 

“ Bony anchylosis takes place when the granulations ossify, so that the two bones are 
united into one, exactly similar to a compound fracture. But when the suppuration is 
healthy the joints sometimes recover ; in such cases the matter is sooner discharged, and 
the parts are more disposed to return into their original state.” (pp. 522, 23.) 

Such is Joun Hunrer’s account of this important process, to which, however, some 
exceptions must be made. He seems to wish it inferred, that anchylosis generally results 
from suppuration of joints, for he has elsewhere observed, that “ Nature is very little 
disposed to take on adhesive inflammation, because the necessary consequence would be 
loss of motion in a part originally intended for motion.” (p. 519.) And that granula- 
tions as the consequence of suppuration produce anchylosis either soft or bony. I am 
not, however, disposed to assent generally to these statements, though I would not deny 
their occurrence as exceptions. . 

In the first place, as regards the frequency of Soft Anchylosis from granulations follow- 
ing suppuration, I feel assured, from frequent observation, that soft anchylosis is pro- 
duced by the adventitious membrane poured out during inflammation of the synovial mem- 
brane, which, as Kry (a) says, * produces ulceration of the contiguous cartilage,” (p. 224,) 
and, “ when the cartilage has been wholly absorbed, and the ulcerative process has been 
checked by the inflammation being arrested, serves another purpose : it becomes the 
medium of union between opposed surfaces of bone, or the means of anchylosis. Long 
after all inflammation has subsided, one of the condyles of the femur is often found ad- 
hering to the tibia by means of this membrane, which appears white and ligamentous, 
a layer of cartilage often remaining between the membrane and the bones, as if the pro- 
cess of ulceration had been arrested.” (p. 226.) And I believe, most commonly, when 
the soft anchylosis so originating is completed, that no suppuration in the joint takes 
place, and that, when it does happen, it results from recent inflammatory action assum- 
ing the suppurative character, and set up by external violence, which, destroying the car- 
tilage down to the surface of the bones, these also ulcerate; and then, if there be 
sufficient constitutional power, the bones produce the granulations, and these inoseulating, 
union of the opposed surfaces is produced, as seen in Mayo’s case below, (p- 246,) and as 
in compound fracture, by deposit of earthy matter in the granulations, and thus bony 
anchylosis is brought about. I think this will be shown to be a correct view of the sub- 
ject on examination of the cases which will be presently mentioned. Hip disease, which 
is also almost invariably attended with suppuration, and more or less complete destruc- 
tion of the cartilage, and even of the head of the thigh-bone and its socket, seems to me 
a further proof of the opinion I have advanced, as at that joint soft anchylosis is very 
rare ; whilst, on the contrary, bony anchylosis, if the patient’s strength enable him to 
battle out the disease, is almost the constant favourable issue of the contest. 

Key states, that “the formation of the vascular membrane frequently takes place 
without suppuration, as may be seen in strumous joints that have been the subject of 
chronic inflammation for years, without abscess having formed ; and the inflammation 

(a) Med.-Chir. Trans., vol. xviii. 
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is sometimes confined to one side of the joint. Such joints are sometimes seized with 
an acute attack of inflammation of that part which had been previously healthy ; sup- 
puration rapidly ensues, under which the failing of the patient’s health and powers de- 
mand amputation of the limb for the preservation of life. The two sides of the joint 
present different appearances: one shows no recent signs of inflammation; the ends of 
the bones are partially, perhaps wholly, deprived of their cartilage, or the cartilaginous 
surface is ulcerated only to a certain depth; between the bones is seen the membrane 
adhering to the cartilage, white, possessing scarcely a trace of vascularity, and merely 
serving to connect the ends of the bones by means of what is termed ligamentous an- 
chylosis. The other side of the joint is full of pus; every tissue in a state of active 
inflammation ; the cartilage removed by a rapid process of ulceration, in which the bone 
is probably found to have taken an active part; and the ends of the bone are seen covered 
with vascular fungous granulations, from which pus is abundantly secreted.” (pp. 227, 
28.) With the correctness of these remarks I fully concur, and the following instances 
well support them, excepting that, in the first, the pus had been discharged, and, in the 
second, ulceration had occurred without suppuration. 
Case 1.—B. S., aged nine years, a fair-haired strumous boy, became my patient in 
June, 1840. Five years ago he was attacked with swelling and lameness of the left 
knee, without any known cause; he was put under medical treatment, and afterwards 
was admitted into the hospital, from which, about four years since, he was discharged ; 
and it may be presumed all active disease had ceased, as his mother was told that the 
knee, which had become much bent, with the heel much raised from the ground, would 
be restored, as his health recovered. No such improvement, however, has taken place, 
and he has since gone about constantly on a crutch. Being a very active boy, he has fre- 
quently got falls, and hurt his knee; which, however, in the course of a few days have 
been recovered from. Within the last two months he has fallen twice, but has not got 
well as previously ; and though during the day his knee has been little painful, yet at 
night it has become so much so as to prevent his sleeping. 

_ The leg is now bent nearly at a right angle with the thigh ; it can be bent a little 
more, but not straightened ; the great toe only touches the ground, but he cannot bear 
upon it. The knee is rather larger than natural, especially the inner condyle ; and both 
condyles project a little over the front of the head of the shin-bone. There is a little 
fulness above the knee-cap, as if the joint were distended ; but there is little tender- 
ness, and gentle motion does not cause pain. 

During a month nothing was done except keeping quiet; and it was observed that, if 
he did not move about during the day, he had not any pain at night. The joint then 
seeming to be perfectly free from irritation, I thought it advisable to attempt straighten- 
ing the leg, sufficient to bring the foot down and render the limb useful. A hinge-splint, 
adapted to the bent state of the limb, was, therefore, adjusted to the back of the leg and 
thigh, which it was purposed slowly to extend by a screw, the two ends of which were 
affixed to the two portions of the splint. This practice was continued for some weeks 
without benefit; but swelling coming on, attended with pain and tenderness, it was dis- 
continued, and amputation successfully performed in the September following. 

On examination, the whole joint was found largely covered with fat ; and immediately 
above the knee-cap an abscess, about the size of a shilling, communicating with the joint 
below the front of the outer condyle by a narrow passage an inch long, lined with ad- 
hesive matter, but not containing pus. “There is not any dislocation, but mere bending 
of the leg upon the thigh-bone. The cavity of the joint was destroyed, and the opposed 
bony surfaces united with fibrous matter, but some of the cartilage still remained. 

Cask 2.—J. P., aged nineteen years, a dark-haired scrofulous lad, came under my 
care in November 1839. Eight years ago, whilst running, he felt a sudden snap in his 
left knee-joint, and almost immediately a swelling appeared above the base of the knee- 
cap, rather larger than a pigeon’s egg, but unattended with pain. This on the following 
morning had subsided, but another swelling presented itself on the inside of the ham, 
which was at once blistered by his medical attendant. On the next day he was attacked 
with bilious fever, which confined him to bed fifteen weeks, and reduced him very much ; 
but during this time he did not suffer any pain or inconvenience in his knee. Soon 
after getting about, the knee began to swell and to become stiff, but unaccompanied with 
pain, and not preventing his walking. Leeches were once applied, and an evaporation 
lotion used, but nothing more done; and at the end of a twelvemonth, the knee having 
become fixed in a straight position, he was told he had a white-swelling, and the removal 
of the limb advised, to which, however, he would not submit. His health continued 
improving, and he walked about with the aid of a stick, without pain, or further incon- 
venience than a little halting, as late as July last, when he took a walk of fourteen miles 
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without annoyance. At the latter end of the following month (August) he slipped on 
a stone, and fell on his side, at the same time bending the previously fixed knee. At the 
moment he had little pain ; but when he went to bed the pain came on, and has recurred 
nightly ever since. Little swelling followed, but ‘he could no longer bear on the limb 
without pain, which was also excited when pressure was made on the knee-cap. On 
first getting up in the morning, the leg shakes very much, and causes great pain in the 
knee; but both subside in a few minutes, and he has not any more pain till he again 
goes to bed, when it recurs, and much disturbs his sleep. His general health is good. 

The knee-joint is now but little enlarged, and there does not appear to be any fulness 
from fluid in the joint. The leg is partially bent, the condyles of the thigh projecting 
much over the head of the shin-bone, and the knee-cap seems nearly fixed on the front 
of the outer condyle. The whole knee is generally tender, but especially upon the inner 
side. When the bones are pressed together he suffers pain, and a slight grating is felt. 
Amputation was performed, and he recovered. 

Upon examination, the whole exterior of the joint was found covered with much fat, 
especially in the ham, and on the inside of the tip of the knee-cap was a small abscess, 
containing a tea-spoonful of thick greenish-yellow pus. Within, the knee-cap was found 
adhering by bone to the outer condyle of the thigh-bone, and the latter was connected 
by fibrous tissue with the outer articular surface on the head of the shin-bone; but ,the 
greater portion of the hind part of the condyle was absorbed. The cartilage upon the 
inner condyle was partially destroyed, and the surface of the bone exposed; upon the 
corresponding part of the head of the shin-bone the cartilage was almost entirely de- 
stroyed, and the bone itself ulcerating. 

Whether the fibrous anchylosis be the first step to bony anchylosis, I am not pre- 
pared to say; but the following instance in which the limb was amputated between 
thirty and forty years after the motion of the knee had been destroyed, for necrosis in 
the condyle, produced by a comparatively recent injury, would lead to the belief that 
the two diseases were distinct. 

Case 1.—S. D., aged fifty years, a sickly woman, came under my care in October, 
1839. When ten years old she fell down an area on her right knee, which immediately 
swelled and became painful; suppuration ensued, and pus having been discharged on 
the outside of the thigh and knee, after a time she got comparatively well, being able 
to tread on the entire sole of the foot; but she has never since had free motion of her 
knee, though capable of bending it to some extent. T'wenty-three years since suppura- 
tion of the joint again occurred shortly before one of her confinements, and from that 
time a sinus on the fore and upper part of the inner condyle has continued discharging. 
Three years ago she received a blow with a heavy boot, just above the knee-joint, which 
suppurated and burst, an inch or two above and on the outside of the base of the knee- 
cap. From this time her health failed, and, though after lying in bed for nine months 
she was able to go about her usual occupations, yet during the last year the pain in 
the knee again became so severe that she has been constantly confined to her bed. She 
has now one sinus near the outer hamstring, a little above the knee-joint, and other 
three about the inner condyle, from which there is a free discharge. The condyles 
project forwards, as if the ligaments of the knee had given way, and partial dislocation 
had taken place. Motion of the knee-joint does not cause much pain, but she has fre- 
quent dull aching pain just above the knee, both day and night, which occasionally 
extends up to the hip, and is brought on whenever attempts are made to put the foot to 
the ground. Her health is much broken; her appetite bad, and she gets but little sleep. 
Under these circumstances, amputation above the knee was performed, and she did well. 

Upon examination, by making a vertical section of the bones, the recent disease was 
ascertained to consist in a sequestrum as large as the top of the thumb in the expanded 
part of the thigh-bone, which was enlarged just above its articular surface; the front of 
the shell of the bone was here absorbed, forming an aperture as big as a sixpence, 
which communicated with the wound above the knee-cap, and with the lower wound 
on the inner condyle; the sequestrum, which was quite loose in the cancellated struc- 
ture of the bone, might have been easily removed by dilating the former wound. The 
popliteal space of the thigh-bone was quite bared of its periosteum, and communicated. 
with the upper two wounds in the inner condyle. Of the primary disease there were 
the following traces :—The joint surfaces of the thigh and shin-bone connected by fibrous 
structure ; the front of the head of the latter destroyed, and in its place a patch of fibrous — 
matter ; the bottom of the condyles destroyed, and in several parts the remaining arti- 
cular surface deprived of its cartilage ; both condyles were partially dislocated forwards = 
upon the head of the shin-bone. The semilunar cartilage remained on the outer, but f 
not on the inner side. The knee-cap was not anchylosed. : 
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The following is a similar instance, but of much shorter duration, and strengthens my 
opinion of the long existence of the fibrous structure just mentioned. 

CasE 2.—E. B., aged thirteen years, a fine boy, but of strumous appearance, became 
my patient in December, 1839. Five years since, but without any injury, he had some 
affection of ‘his right knee-joint, accompanied with much pain and drawing up of the 
heel, so that he could not put the whole sole of his foot upon the ground. He was not, 
however put under medical treatment till the lapse of six months; but the knee became 
more and more bent, and about two years since the leg was so much drawn up that the 
foot.would not reach the ground. About this time an abscess, doubtless connected with 
the joint, burst just above the outer condyle, from which pus was freely discharged, and 
the pain he had previously suffered diminished. The wound became sinuous and has so 
continued to the present time. ; 

The leg is now bent upon the thigh at an acute angle, beyond which it cannot be 
straightened, though it may be bent up to the thigh with a little pain. The condyles of 
the thigh-bone project in front of the head of the shin-bone, which rests entirely on the 
hind articular surfaces of the former. The knee-cap is sunk between the condyles, and 
between it and the head of the shin-bone is a large fluid cushion, painful on pressure, 
and occupying the place of the ligament, which seems completely destroyed. Upon 
the inside of the knee there is also tenderness. 

Amputation above the knee was performed, and he did well. 

On examination of the joint, a sinus was found extending around the outer condyle 
to the knee-cap, behind which was some scrofulous matter. All the articular surfaces 
were connected by fibrous structure, but some portions of cartilage still remained. 
Within the epiphysis of the head shin-bone was a small portion of dead bone, but not 
communicating with the joint. 

That soft or fibrous and bony anchylosis may occasionally, though rarely, happen at 
the same time I do not deny, as they are shown to do so by the following 

Casr.—J. M., aged forty-two years, a stout healthy sailor, was put under my care in 
May, 1838. Two years ago he was attacked suddenly twice or thrice, without assignable 
cause, with numbness of the left leg and knee, and inability to stand upon it for four or 
five minutes, after which he moved about as freely as usual. In August of the same 
year he caught violent cold, was very sick, and his knee began to ache constantly, ac- 
companied with shooting pain. Soon after he was unable to bend the joint at all with- 
out excessive pain. In the following month, his leg having become perfectly straight 
and incapable of motion without great pain in the knee, the inside of which was very 
tender, he was admitted into the hospital. He was then freely leeched, cupped, blis- 
tered, and had his mouth kept sore for a long while. Under this treatment the active 
stage of the disease passed by, but the leg gradually became half bent by his own effort 
to render his position more easy, and I could not ascertain whether it could be then 
straightened. It was however determined to attempt anchylosis in the bent posture, 
and the limb was therefore put on an AMEsBURY’s apparatus, where it was kept for seve- 
ral months. In the May of the year following, anchylosis being presumed to have 
taken place, the apparatus was removed, and he walked on crutches, the toe touching 
the ground ; but he could not bear on it without having pain in the knee. As his home 
was at the sea-side it was thought advisable that he should go there; but after remain- 
ing about six weeks, he came up to another hospital where he continued for three months, 
during which time a screw apparatus was applied for the purpose of straightening the 
limb, but no benefit resulting, he went home in the following September. 

He has now come to me to have amputation performed, as though the joint is quite 
fixed and but little larger than the other, he is still unable to walk without crutches, 
cannot bear upon the limb, and if he accidentally strike the toe, has severe pain in the 
knee. His general health good. On the second of June I amputated through the thigh, 
but he died three weeks after of peripneumony and ulceration of the mucous membrane 
of the bowels. 

On dissection of the joint it was found covered with fat, and the ligaments had dege- 
nerated into a sort of half-fatty, half-cartilaginous structure. A vertical section made 
on the inner edge of the knee-cap and from before to behind presented a firm anchylo- 
sis, which appeared bony on the sides, and specially on the inner side of the joint. ‘The 
hinder half of the condyles being destroyed and the knee half bent, the thigh at its 
truncated part rested on the head of the shin-bone, but not immediately, as a quantity of 
dense fatty fibrous tissue was interposed between them. This new structure was about 
half an inch thick behind towards the ham, but in front it thinned and became sharp, so 
as to have a wedge-like shape. Where the articular surface remained there was a thin 
layer of cartilage. The knee-cap was anchylosed by bone to the outer condyle, but its 
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edge, where unapplied, still exhibited a trace of cartilage. On clearing off the half-fatty 
half-ligamentous structure into which the ligaments had been converted, the ends of the 
bone were found close together and not separated as within, There was a slight indi- 
cation of cartilage between them on the exterior, but on the interior of the joint the 
union seemed to be bony. The posterior ligament was undistinguishable, being involved 
in the fibrous mass between the thigh and shin bone. In front of the thigh-bone at top 
of the pulley for the knee-cap, there was a slight remnant of what was probably syno- 
vial membrane, but it was little vascular. 

Of the second cause or inflammation of the surrounding parts, in which the parts 
themselves partake of it, Joun Hunrer gives the following 

Case.—A lady had an inflammation come on from the opening of a sacculus mucosus 
on her elbow, which inflammation was very violent and extended to the joint, soon 
after which she lay in and died of puerperal fever. On opening the joint, soft union 
was found to have taken place, which, if she had lived, would probably have become 
eat and the joint would have been anchylosed, merely from adhesive inflammation.” 

p. 522.) 

The following very similar instance is given by Mayo (a) :— 

Casr.—“ A young man had a lacerated wound of the ankle; ten days after erysipelas 
had supervened, and matter had formed about the joint; the integument sloughing, an 
opening could be seen into the fore and outer part of the ankle-joint, the cartilage of 
which became rapidly absorbed. The patient suffered severe pain, which he described 
as gnawing, throbbing pain, with occasional violent shootings through the joint, and 
a distressing sense of grating when the limb was disturbed. The patient’s strength de- 
clining rapidly, amputation was thought necessary. The limb was removed two months 
after the accident. . 

“Upon a vertical section being made of the ankle, one common change was found to 
have taken place in both the joints, which the upper and under surfaces of the astra- 
galus contribute to form. In each of these joints the cartilage had entirely disappeared ; 
and the denuded ends of the bones were joined together by a layer of semitransparent 
and organised lymph, from a sixth to a quarter of an inch in thickness. This union by 
lymph was a step towards union by bone. One circumstance appeared to me of peculiar 
interest. The interior of the bones was perfectly healthy, but the surfaces to which 
the lymph adhered, were for the depth of one or two lines, extremely vascular. They 
combined with that vascularity the roughness of surface and softness of texture de- 
scribed as found upon the articular aspect of bone in the third kind of ulceration of 
cartilage, specified above. (p. 228.) I conclude, from hence, that long anchylosis may, 
under favourable circumstances, take place after that form of ulceration of cartilage, 
which deperds upon inflammation of the adjacent surface of the bone.” (pp. 68, 9.) 

Bony Anchylosis may occur in any joint, either by the conversion into bone of the 
cartilages forming symphyses, as in those connecting the pelvic bones together, which 
can scarcely be called disease,—1st, by the conversion of ligament and fibro-cartilage, as 
in the anterior and crucial ligaments, and the intervertebral substance of the spine, which 
scarcely at all differs from ossification of the symphyses just mentioned, instances 
of which are far from uncommon in elderly persons as regards all the vertebree, except 
the two uppermost, which, however, in very rare cases, are also in like manner not only 
united by bone to each other, but also to the occipital bone, of both which conditions we 
have examples in St. Thomas’s museum ; in these the articular surfaces have been de- 
prived of their cartilages either by ulceration or ossification, and the true joints destroyed 
by bony union: 2dly, by conversion of the ligamentous capsules alone into bone, the con- 
tained joints still existing ; this occurs in the capsules of the articular processes of the 
vertebra, and is not to be confused with that just mentioned. I am not aware that it 
happens on any other joints. One or other, or all these forms together, are found in 
elderly persons. 

But the most important form of bony anchylosis is that which I have mentioned above, 
and produced, as I believe, from the granulations of the joint-ends of bones, the cartila- 
ginous covering of which, as well as the articular surfaces, having been destroyed by sup- 
puration, whether arising from acute or from scrofulous inflammation ; and thus cireum- 
stanced, “ the two bones are,” as Joun HunTer observes, “ united into one exactly similar 
to compound fracture.” This kind of anchylosis is undoubtedly most common in the 
hip-joint, where the inflammation seems to run more readily into suppuration than in 
any other joint; it is next frequent in the bones of the wrist and instep, but least usual 
in the elbow, knee, and shoulder; indeed, as regards the latter, anchylosis is, under any 
circumstances, rare. Instances of anchylosis, even of the lower jaw to the temporal 


(a) On Ulceration of the Cartilages of Joints, and on Anchylosis; in Med,-Chir. Trans., vol. xix. 
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bone, have been mentioned by the older writers; and of late, CRUVELHTER (a) mentions 
the case of an old woman who had anchylosis of the right condyle of this bone, the result 
of a blow received when a child. 

In these cases the greater part, if not the whole, of the articular surfaces are removed, 
and the cancellated structure seems continuous from the one to the other bone. 

Other kinds of anchylosis are mentioned, as where bones are fractured into joints ; 
but, so far as my observation has gone, I have not noticed this fact. It is quite true that 
often when a fracture extends into a joint, the motions of the latter are destroyed, but 
this generally depends on the displacement of the joint surfaces. Anchylosis is also said 
to occur when, from any cause, a limb has been kept in one position for several years, 
and the attitudal penances of the Indian fakirs have been quoted as examples; I 
presume, however, that in these cases there is not union of the joint surfaces, and that 
the fixation of the joint simply depends on the rigidity which the muscles have acquired 
from being long retained in the same position, instances of which, though in minor de- 
gree, are of daily occurrence, in the stiffness of uninjured joints which have been long 
kept in one posture during the cure of fracture, and to restore their perfect freedom of 
motion is often a very tedious process, and occasionally even not to be effected. 

As regards the treatment of anchylosis, if it be of the soft or ligamento-fibrous kind, 
attempts for its relief may be made either by passive motion or by the use of a hinge- 
splint, the hinge of which is to be placed in the bend of the joint, and its two parts ban- 
daged to the corresponding members of the limb, which is very slowly to be moved, two 
or three-eighths of an inch daily, as the patient can bear it, by means of an iron rod, 
each end of which is provided with a male screw acting in a female screw, sunk in a 
movable but shorter rod attached to each portion of the splint; or passive flexion may 
be performed frequently during the day with the hand alone. In employing either 
method, however, special care must be taken to relieve the stress on the joint by taking 
off the apparatus, or to leave off passive motion, whenever pain occurs in the joint, as 
that indicates at least a disposition to inflammation, which, if increased, may be produc- 
tive of very serious consequences. 

As adjuncts to these immediate remedies, covering the joint with warm brewer’s grains, 
or friction, may be employed to promote relaxation ; but, if pain be excited by either, it 
must not be persisted in.—s. F. Ss. 

VeLPeEau (b) has considered ably, and at great length, the treatment of complete 
anchylosis in reference to the three modes proposed for its relief, viz., 1st, the cutting 
out a wedge-shaped piece of bone; 2ndly, the establishment of a false joint; 3rdly, the 
violent and sudden rupture of the anchylosis. 

The first operation was proposed by Barton (ce), one of the surgeons to the Pennsyl- 
vania Hospital, Philadelphia, U.S., performed a bold and successful operation for the 
relief of an anchylosed hip, in a young sailor who had fallen down a ship’s hold, and had 
not any surgical assistance for seven months. ‘The injured thigh, which was the right, 
was bent, with the knee drawn across the left femur ; the outer edge of the foot was placed 
forwards, and the sole turned outwards, which circumstances led to the presumption of 
dislocation ; but there was so much swelling and so great pain on making any attempt to 
discover it, that it was left alone. After these symptoms had subsided the limb was put 
in an apparatus for some weeks, but no relief was obtained, and anchylosis took place. 
After the lapse of a year Barton determined to attempt an artificial joint, for which pur- 
pose he made in the upper part of the thigh an incision six or seven inches long, with its 
middle corresponding to the great trochanter. A second incision was made across the 
centre of the former at right angles, and four or five inches in length. The cuts were 
continued down to the bone, so as to expose its front and hind part between the great 
aud little trochanter, after which the bone was sawn through between the great trochanter 
and the neck. The limb was then readily restored to its natural position, and found to 
be only half an inch shorter than the other. The case did extremely well, and, at the 
end of four months, the patient could walk a considerable distance, and he could by that 
time carry the foot twenty-four inches forwards, twenty-six backwards, twenty laterally, 
and rotated it six inches inwards or outwards. The same operation was performed a 
second time (d), with success, by BarTon, on a young physician, but on the lower part 
of the thigh, for anchylosis of the knee; and subsequently by Gipson of Philadelphia, 
also in anchylosis of the knee. rete 

The second operation consists “in laying bare the bone, and sawing it in such a way 
as to interrupt its continuity; and, for the purpose of preventing union, it must be 


(a) Anatomie Pathologique, livr. ix. (c) North American Med. and Surgical Journal, 


(4) Legons Orales de Clinique Chirurgicale, vol. ii. April, 1827. 
(d) Archiv. Gen. de Méd., 1838, p. 357. 
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slightly moved from time to time, and all other means used likely to produce a false joint ; 
by degrees the two ends of the bone grind against each other, and the movable end rounds 
and becomes blunted, whilst the other hollows slightly. The muscles soon adapt 
themselves to this new joint, and in the end permit the patient to use the limb as pre- 
viously.” VELPEAU is favourable to this operation, from the motions occurring in false 
joints caused by ununited fractures. ‘As to the danger of the operation,” says he, “it 
is much less than those of amputation or resection of the bone.” (pp. 200, 201.)° Two opera- 
tions of this kind have been performed with success upon the thigh; the first by Barron, 
in 1826, who cut through and detached all the soft parts about the great trochanter, and 
then divided the bone with a small saw; after which the limb was placed on DEssauLt’s 
extending splint. The second was performed by. Ropcers of New York, in 1830, and 
also did well. 

The third operation, viz., that of breaking through the anchylosis, was practised and 
recommended by the older surgeons; but VELPEAU does not favour it, and mentions a 
case, referred to by AmussatT (a), of anchylosis of the knee-joint, in which “an attempt 
was made to restore motion by bending the leg suddenly upon the thigh. A painful 
cracking was immediately heard in the knee, and very soon alarming abdominal and 
thoracic symptoms occurred, which in a few days destroyed the patient.” VELPEAU 
thinks that “if the union be but slight, or so dispersed that some little motion is per- 
mitted, prudence allows the anchylosis to be broken either suddenly or gradually ; if 
the deformity be so great as to render walking or standing impossible without assist- 
ance, but not if the contrary be the case; * * * the rupture of the anchylosis being 
then, really difficult to effect, dangerous, and success by no means certain, as there is 
always a tendency to the reproduction of union. * * * Attempts only are justifiable 
when the limb is in such a state of flexion or deviation that its use is prevented. And 
if the patient earnestly require it, the operation may be performed, but never if the knee- 
cap adhere to the thigh-bone.” And he well observes that “the adherence of the knee- 
cap to the front of the condyles of the thigh, when existing alone, does not appear to 
have sufficiently attracted the attention of practitioners. The action of the extensor 
muscles of the leg is destroyed thereby, and thus the flexors, deprived of their antagonists, 
gradually drag the head of the shin-bone into the ham, and bend the leg. It matters 
little that the mobility of the rest of the joint remains, or that it is by any means restored, 
the anchylosis of the knee-cap continues an insurmountable obstacle to the restoration of 
the functions of the knee-joint. (p. 204-206.) When the knee-cap is movable, and there 
is simply false anchylosis, the subcutaneous division of the ligaments or tendons is prefer- 
able to the sudden rupture of the anchylosis, because it is infinitely less dangerous and 
painful, and has at least as favourable a result. * * * If it be a true anchylosis, it 
would be better, in the greater number of cases, to do nothing at all. It may, however, 
be necessary, for some reason or other, to choose between the violent and sudden rupture, 
the wedge-shaped section of the bone, and the establishment of a false joint. Of the 
latter two operations I have already spoken. As to the rupture, if the soldering of the 
knee-cap is such as to render dislocation of the shin-bone backwards very probable, we 
should only operate at the urgent entreaty of the patient, and after having laid before 
him or his friends the chances of what may happen. This operation is indicated if the 
flexion be not directly at a right angle, if the knee-cap be not so fixed as to leave little 
hope of its being detached, or if even it be so situated that, notwithstanding its union, 
the shin-bone can be brought back beneath the thigh-bone.” (pp. 234, 35.) 

The apparatus (b) by which the rupture of anchylosis is effected was invented by 
LovvriEr, and is thus employed :—“ The patient, seated on a padded table, is confined 
in that position by a laced thigh-bandage, fastened to the front of the table by a strong 
strap, and to the thigh by the lace and some straps and buckles, the thigh being pro- 
tected from pressure by wadded pads, and a roller lightly applied. The foot is then 
enclosed in a half boot, laced in front, the sole.of which, near the heel, has a metal 
mortise of two inches, to receive the middle of a metal bar, seven or eight inches long, 
having at each end a little copper wheel, by which, during the extension, the leg can 
be directed on a double inclined ascending plane. In the groove of the mortise is at- 
tached and fixed one of the pulleys of the winch upon which the extending cord is 
wound. ‘The thigh and leg are then to be confined in a sort of leather gutter, which is 
closed in front by straps and buckles, and has on each side, long stout steel splints, those 
on the outer side jointed together at the top of the knee, and taking at first the same 
angle as the anchylosis, the one corresponding to the thigh and the other to the leg; the 
inner splints are also similarly connected. To render his apparatus most effective, 


bes (a) Revue Médicale, vol. ii. 1831. 
(b) Dictionnaire des Dictionnaires de Médecine, vol. i. 8vo. Paris, 1840. 
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Lovuvrier thinks it necessary to make upon the thigh, at the knee, direet pressure from 
before backwards, and to push it in that direction, whilst the leg is extended. This is 
effected by means of two uprights fixed on each side of the knee, by their lower ends 
upon the splints, the four upper ends of which are connected by a rectangular parallelo- 
gram, in which they are enclosed and retained by copper nuts. A thick pad is placed 
on the knee, and, between the metallic rectangle and this compress, a cushion formed of 
a plate of metal, and padded towards the thigh. The limb thus fixed is placed in a 
rectangular wooden gutter, at the end of which isa winch ; within these planes is a chase, 
on which the foot, supported laterally by the bar attached to the sole, travels. A set of 
cords attached to these parts connects them with the winch, and with a few turns of its 
handle, the leg is straightened always in less than a minute, and most commonly, when 
the anchylosis is angular, with one or two distinct and successive cracks.” (p. 396.) 
VELPEAU evidently is no favourer of this apparatus; and he enumerates among the 
objections to its employment, the severe pain, but as this is very short it may be borne 
with; and the violent purulent inflammation of the joint which may ensue, the danger of 
this, however, is exaggerated. But the more serious accidents are laceration of the in- 
teguments of the great arterial or venous trunks ; of the nerves and ligaments; and the 
more or less severe bruising of the soft parts, in consequence of which sloughing occurs. 
“If, however,” says he, “ we observe the cases (about twenty) on which Louvrier has 
operated, there are but few in which symptoms, more or less serious, occur immediately. 
I know, however, that these facts are still too few ; at present we may presume that this 
plan of treatment is not so dangerous as one might be led to suppose.” (p. 208-15.) To 
the question “ What benefit is the patient to derive from this treatment?” VELPEAU 
replies, as regards the re-establishment of the motions of the joint, that neither theory 
nor Louvrtisr’s facts are favourable. ‘To prevent the reunion of the bone frequent mo- 
tion must be resorted to, which is dangerous; but if not employed the bones become 
resoldered, and the leg either becomes straight, with the sole of the foot flat on the 
ground, (which is the most favourable result,) or the limb continues more or less bent, 
and the foot cannot be put flat, so that the patient needs crutches. Another result is, 
that the head of the shin-bone is thrown behind the condyles, and dislocation is produced, 
as, if the knee-cap be soldered to the fore and lower part of the condyles, which is often 
the case, it prevents the head of the shin-bone resuming its natural place, and, serving as 
a wedge, pitches the latter into the ham, so that a dislocation being produced the patient 
is not benefited by the operation. (p. 215-17.) 


HYSTERICAL AFFECTIONS OF THE JOINTS, 


Hystericat females are often subject to affections of the joints, especially of the hip 
and knee, which, without any actual disease in the part, produce excessive suffering, 
and are liable to be mistaken for dangerous ailments. Bropie, in reference to this 
point, says:—“ At first there is a pain referred to the hip, knee, or some other joint, 
without any evident tumefaction; the pain soon becomes very severe, and by degrees a , 
puffy swelling takes place, in consequence of some degree of serous effusion into the 
cells of the cellular texture. The swelling is diffused, and in most instances trifling ; 
but it varies in degree ; and I have known, where the pain has been referred to the hip, 
the whole of the limb to be visibly enlarged from the erista of the ilium to the knee. 
There is always exceeding tenderness, connected with which, however, we may observe 
this remarkable circumstance, that gently touching the integuments in such a way as 
that the pressure cannot affect the deep-seated parts, will often be productive of much 
more pain than the handling of the limb in a more rude and careless manner. In one 
instance where there was this nervous affection of the knee, immediately below the joint 
there was an actual loss of the natural sensibility; the numbness occupying the space 
of two or three inches in the middle of the leg. Persons who labour under this disease 
are generally liable to other complaints, and in all cases the symptoms appear to be 
aggravated, and kept up by being made the subject of constant anxiety and attention.” 
(pp. 339, 40.) In an affection of this kind in the knee, TyrRELL (a) observes:—“ The 
point which convinced me that the affection was not one of actual inflammation of the 
ligaments of the knee, but a sympathetic disease depending on the peculiar condition of 
the constitution, is this, that if she had inflammation merely of the internal lateral 
ligament and the posterior ligament, the pain would be confined to those parts, particu- 
larly when the limb was at rest, and she would complain of pain partieularly on pres- 
sure on those parts; but when you examined the surface of the joint, it mattered little 
where you pressed, it was all the same, she complained of pain.” (p. 316.) Bru (0) 


_ (a) St. Thomas’s Hospital Reports. (b) Medical Gazette, vol. xiv. 1833, 34 
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mentions a very remarkable case of hysterical affection, “in which there was great 
difficulty of discovering whether there was actual disease or not, in which the pelvis 
was pitched obliquely, as if there were disease in the hip. But there arose a class of 
symptoms which pointed to the right source, a singular contraction and retraction of 
the leg, so that the knee was bent almost to the bursting of the ligaments, and the foot 
turned in so extraordinary a manner, that the great toe lay close to the anus. The re- 
traction was so powerful that we naturally apprehended that the ligaments of the joint 
must be destroyed. It proved to be a case of hysteria, and, what was extraordinary, 
was the resemblance it had in every feature to the disease of the hip-joint.” (p. 297.) 
CouLson also mentions a case which he saw in St. Bartholomew’s Hospital, in which 
“the patient was twenty-eight years of age, and had suffered from hysterical affections 
for ten years. The right heel was doubled under the thigh, the heel rested against 
the tuberosity of the ischium, and the great toe, as in the case just related, was close to 
the anus.” (p. 117.) 

Coutson observes that, in this affection, “ the affected limb is liable to remarkable 
alternations of heat and cold; at one part of the day the limb feels cold, and assumes a 
purple aspect ; at another, hot flushes, followed by perspiration, break out over the 
extremity ; again, the limb does not merely feel hot to the patient, but is actually so to 
the touch of another, and the whole capillaries of the affected part become turgid with 
excess of blood.” (p. 117.) 

GoopLAD (a) objects to the term hysterical being applied to these affections, and says : 
“Tf after a careful examination of the hip, or of any other joint, and of the muscles 
connected with it, no adequate cause of pain can be discovered there, it surely becomes 
an imperative duty, and it is the only one remaining to ascertain whether any and what 
cause exists in the course of the nerves, and if there be no such cause discoverable, the 
practitioner may safely rely upon finding it where it very frequently, nay, by much the 
most frequently exists, viz., at the point of connexion which those nerves possess with 
larger masses of the nervous system; it matters not whether in the brain or in the 
spinal marrow, the same effects follow. ‘The tenderness of the skin both here and on 
the spine may alike be disregarded ; it is sometimes permanent, at others fugitive ; but 
in either case it is an indication only where disorder may be found by tracing the 
nerves distributed on these parts to their origin.” (p. 93.) 

In these cases menstruation is generally either irregular or defective, and the bowels 
are torpid ; the most important point, therefore, towards the cure consists in putting these 
matters to rights by constitutional remedies. Local applications, I do not think, are of 
much service; but Bropre says :—“ The parts may be bathed with a cold evaporating 
lotion, or they may be enveloped in a plaster composed of equal parts of the extract of 
belladonna and soap plaster, an application which will be found of singular utility, not 
only in these, but in a great number of other painful nervous affections.” (p. 340.) 
Goop.aD thinks that, in addition to whatever may be deemed necessary for the general 
state of the system, local measures must be had recourse to, not applied to the part 
. where the pain is experienced, but to the origin of the nerves distributed to it ; and the 
greatest caution seeins necessary that nothing applied there can give local activity to 
vessels already too active.—J. F. S.] 


225. As we shall now consider these diseased conditions of the various 
joints, under the several names already mentioned, (par. 198,) we shall be 
able to show, by the difference of their course and the result of pathological 
anatomy, in what structure the disease has primarily developed itself. ‘Thus, 
the various opinions which have been advanced with great partiality, as to 
the nature of these diseases, will be known to be well founded in particular 
instances, although their universal correctness is denied. 


I—IN THE HIP-JOINT. 
(Cozxalgia, Morbus Coxarum, Luxatio spontanea Femoris, Coxarthrocace. ) 


226. The symptoms of this disease exhibit three very well-defined stages, 
according as the inflammation has an acute or chronic character. 


(a) A letter to Sir B. Bropre, containing a Critical Inquiry into his Lectures illustrative of certain 
local Nervous Affections. London. 8yo,_ , 


CPn Ye ee 


> 


: INFLAMMATION OF THE HIP-JOINT. 251 


227. In the Acute Inflammation of the Hip-Joint, after any occasional 
cause, there arises sharp pain in the hip-joint, which extends on the inside 
of the thigh to the knee-joint, not increased by touching the knee if the 
thigh be undisturbed at the hip-joint, but increased by any pressure and 
motion of the hip-joint itself. The region of the hip, especially the buttock, 
is more or less swollen, consequently its wrinkles are mostly somewhat 
deeper ; the thigh is drawn up towards the belly, because outstretching it 
is very painful ; the foot is turned somewhat outwards, and cannot be moved 
inwards without pain. If the length of both extremities be compared, they 
are either altke or the diseased extremity is seemingly shortened or seem- 
ingly lengthened ; both, however, only ina slight degree. Fever exists in 
proportion to the severity of the symptoms. Standing and walking are 
very difficult, or even quite impossible; the patient, therefore, throws the 
whole weight of the body upon the sound limb, draws up considerably the 
hip of the ailing side, bends the knee, and merely touches the ground with 
the tip of his foot. 


[Key (a) says :—“ The hip-joint is less frequently the subject of acute than of chronic 
inflammation, probably from being well protected from the influence of atmospheric 
changes, to which the knee and most other joints are exposed. In the adult, acute dis- 
ease of this joint is occasionally seen, in which the whole structure of the joint, cartilage 
as well as ligament, undergoes complete disorganization in the space of a few weeks.” 
(p. 230.) } 

228. If the inflammation do not subside, it passes into suppuration, with 
an increase of all the general and local symptoms; collections of pus are 
formed within the joint as well as on its exterior; the fever assumes a hectic 
character, the powers sink, the patient wastes considerably, the muscles 
of the hip and thigh become flabby, and a careful measurement of both 
extremities shows that the diseased one is really lengthened. ‘The abscesses 
become superficial around the joint, either in its immediate neighbourhood 
or at a distance from it; and, during this time or subsequently, when the 
abscesses have burst, the head of the thigh-bone escapes from the hip- 
socket, and is dislocated commonly upon the back of the hip-bone (4), so 
that the diseased extremity becomes considerably shortened, is rolled in- 
wards, and appears somewhat bent at the knee-joint. The patient now 
either sinks under long continued hectic consumption, or, what is more 
rarely the case, the suppuration diminishes, portions of bone come away, 
and the apertures of the abscesses close. 

229. In the Chronic Progress of Inflammation of the hip-joint, the three 
stages are, on account of the gradual development of the symptoms, more 
distinctly and determinately marked (1). In the beginning, the patient 
complains of slight pain in the hip-joint, of some weariness in the thigh 
and stiffness of the joint, especially in the morning, which subsides during 
the day, but is always increased by much exertion. The pain is not con- 
tinuous ; it often increases towards evening, with slight febrile excitement, 
and specially resembles rheumatic pain moving slowly about the thigh (2). 
At the hip-joint itself no disease is discoverable, except an increase of pain 
on pressure behind the great trochanter, or on the front of the joint where 
the femoral vessels pass beneath Pourart’s ligament. These symptoms 

(a) Med.-Chir. Trans., vol. xviii. 

(b) I have presumed to use the ordinary English body possess them. I know no reason why we 
terms, hip-bone, haunch-bone, share-bone, and should be more ashamed of using our muther 
hip-socket, in preference to the Latin names, dium, tongue than the Germans or the French, and I see 


ischium, pubes, and ucetabulum, and I purpose always no particular advantage in using the figurative 
employing English names wherever parts of the — Latin of the Schvols.—J. F. S. 
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may continue, better or worse, for months or years, under a lingering 
course of this disease. The gait is merely trailing, and the foot commonly 
somewhat turned outwards. 


[(1) BropiE says :—“ I believe in the greater number of those cases to which the name 
of Diseased Hip has been usually applied, the ulceration of the cartilages is the primary 
affection, and the other parts in and near the joint become affected only in a secondary 
manner.” (p.137.) Key (a), however, holds a different opinion, and observes :—“ The 
Hip Disease, emphatically so called, is a chronic affection, uniformly attended with ulcera- 
tion of the cartilage ;” and, from the cases which he has examined, he is induced to believe 
“that the ulceration is preceded by inflammation of the ligamentum teres.” (p. 230.) 

(2) It issomewhat remarkable that CHELIUs does not enumerate, among the symptoms 
of the first stage of hip-disease, the pain more particularly about the inside of the knee, 
which almost invariably exists, and being often the only pain noticed by the patient, 
has frequently led to mistake of the actual seat of the disease, and to the treatment of 
the knee as if that were the part affected. It indeed presents an example of JoHN 
HuntTer’s (6) “remote sympathy,” in which “ there appears no visible, connexion of 
parts that can account for such effects. In these cases there is commonly a sensation in 
the sympathizer which appears to be delusive, and produces a wrong reference of the 
mind to the seat of the disease.” (p. 7.) This sympathetic pain in the knee is by some 
held to depend on irritation of the anterior crural plexus of nerves as it passes over the 
hip-joint; but Sir CHarves BELL thinks the obturator nerve isthe communicant. “The 
obturator nerve,” he says (c), “ passes through the thyroid foramen, down to the hip- 
joint, and, after supplying the muscles, is distributed upon the inner part of the knee. 
The nerve in its course is thus involved in the inflammation which affects the hip-joint, 
and the pain is referred to its extreme cutaneous branches, at a part distant from the 
seat of the disease.” (p. 77.) Couxson does not agree with this explanation, as “very 
commonly we find the pain extending along the middle, and even outer part of the thigh, 
whilst the obturator nerve is distributed to the muscles of the inner side of the limb.” 
He therefore suggests, that “from the intimate connexion of the long head of the m. 
rectus femoris with the outer edge of the acetabulum and with the capsular ligaments, 
the fascia of this muscle may take on the inflammatory action; and the pain in this way 
be conveyed down the limb to the thigh.” (p. 3.) I prefer BEL1’s explanation, however ; 
as certainly in the majority of the cases of diseased hip which I have seen, the pain is 
usually on the inside of the knee.—J. F.8.] 

230. The second stage is characterized by a lengthening of the diseased 
extremity ; the buttock of the affected side is flatter, its fold becomes 
deeper, the whole thigh is wasted and flabby, the great trochanter stands 
more upwards and outwards; every movement by which the surfaces of the 
joint are brought into contact is in the highest degree painful; the gait of 
the patient is very limping; the weight of the body rests entirely on the 
outstretched sound leg; the lengthened limb is bent at the knee, approached 
to the sound one, and the foot most commonly much everted. A peculiar 
sharp pain now comes on in the knee, which, however, usually retains its 
natural condition, only now and then being changed in its form, according 
to the observations of ALBERS and Rust. Although the pain in the knee 
is nearly always more severe than that in the hip-joint, yet the latter only 
is increased by direct pressure. 

[ AsrLey Cooper observes :—‘'The motions of the joint are impeded ; extension is per- 
formed with difficulty; the child’s knee is bent; and the heel, on the diseased side, 
scarcely touches the ground. Besides this incapacity for extension, great difficulty is 
experienced in the flexion of the joint. Thus if you attempt to bend the knee towards 
the abdomen, the child shrinks from the touch and complains of pain. If you throw 
something on the floor, and desire the child to pick it up, you will observe, that, in at- 
tempting to get possession of it, it bends only the sound knee. If you say, ‘ Let me see 
you put your foot on the chair,’ the child does this readily enough with the sound leg, 
but is incapable of doing it with the other, in consequence of the confined ‘state of the 


flexions of the joint. The rotation of the joint is also impeded, more especially the ro- 
tation inwards, which cannot be attempted without great pain and uneasiness. If the 


(a) Med. Chir. Trans., vol. xviii. (b) On the Blood, &c. (c) London Medical Gazette, vol. i. , 
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patient be laid down on his face, to examine whether the nates are lower on one side than 
the other; there is generally a difference of an inch or more on the diseased side.” (pp. 
454, 55.) 

As to the mode of determining the special part of the joint which is diseased, Kry (a) 
observes “ the motions of the joint, that give the patient most pain, are strongly indica- 
tive of the seat of the affection. In the earliest stage, before the soft parts could well be 
affected, if the disease commenced in the cartilage, eversion of the thigh and abduction 
of the limb from the other produce the greatest degree of suffering to the patient, while 
he can bear the joint to be flexed, and to be slightly inverted, without complaining. A 
similar indication of the ligamentum teres being inflamed, is the pain sometimes ex- 
pressed on pressing the head of the femur against the acetabulum ; in its healthy state 
the ligament being lodged in the hollow of the acetabulum, receives but little pressure, 
but when it is swelled by inflammation, the cavity of the joint affords it less protection ; 
and, when pressure is made by forcing the head of the femur upwards, the ligament is 
compressed, and usually produces some degree of pain. The circumstance, too, of the 
ligamentum teres being destroyed by ulceration, when the head of the bone and aceta- 
bulum are only partially ulcerated, may be considered as presumptive proof of it being 
very early engaged in the disease. There are few cases of post-mortem inspection of 
the hip-joint in an advanced stage of disease in which the ligamentum teres is not found 
destroyed.” (pp. 232, 33)] 


231. The disease gradually runs on to its third stage; the diseased 
extremity becomes shortened, either as a consequence of displacement of 
the head of the thigh-bone, or, if that and the hip-socket have been destroyed 
by caries, by the diminished head of the bone being drawn into the much 
expanded socket. Oftentimes the disease here terminates, the pain dimi- 
nishes, and on the spot where the displaced head of the thigh-bone lies a 
hollow is formed, or the head of the bone being retracted into the socket 
is anchylosed to it, and the patient consequently recovers with an incurable 
lameness. Most frequently, however, in this stage a painful fluctuating 
swelling occurs about the whole hip-joint, which ultimately breaks, and a 
quantity of pus is discharged ; the suppuration becomes bad ; the probe in- 
troduced into the abscess openings indicates carious destruction, and the 
powers of the patient are worn out by hectic fever. But rarely do these 
apertures close ; the suppuration then diminishes, pieces of bone are thrown 
off, &e. &e. 


In order to measure accurately the length of the extremity during the progress of this 
disease, we examine it most satisfactorily, according to FrickE’s method (6), in the fol- 
lowing manner :—The eri being laid on a table covered with a woollen rug, an assis- 
tant fixes the pelvis, and places his thumb beneath the anterior superior iliac spine, for 
the purpose of steadying the skin. A painted tape, or a wooden measure furnished with 
two moveable pointed transverse pieces, and a Paris measuring-scale, is now to be applied 
above the thumb of the assistant upon the spine, and being there fixed the other part of 
the measuring instrument is to be carried down to, and immediately beneath, the outer 
ankle. The same measurement is repeated on the sound side. In the same manner 
then is the thigh measured, the measure being stretched to the upper end of the splint- 
bone; and then the leg alone, which is especially necessary if the patient be unable to 
straighten the leg. 

[Abscesses of the hip-joint do not always burst externally. “Sometimes the abscess,” 
says ASTLEY CooPER (c), “ breaks into tne pelvis, at other times into the rectum, and 
a large quantity of pus is voided with the stools, which was the case with a young gentle- 
man I attended; in another case it opened into the vagina; the lady was lame, but. 
ultimately recovered.” We have also a preparation at St. Thomas’s museum, of which, 
however, I do not know the history, excepting that AstLEY Cooper used to mention it 
as a case in which abscess of the hip-joint, in making its escape, had ulcerated a small 
hole in the femoral artery, as that vessel passed over the front of the joint. Besides 
these, Coutson mentions a case in which matter had made its escape from the af- 
fected joint into the pelvis, so as to press on the neck of the bladder, and had caused 


(a) Med.-Chir. Trans., vol. xviii. len der chirurg. Abtheilung des allgemeinen Kran 
(b) Ueber Coxalgie und Coxarthrocace ; in Anna- kenhauses zu Hamburgh, vol. ii. p. 21. 
(c) MSS. Lectures on Surgery. 
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paralysis of that organ. (I presume he means retention of urine.—J. F. s.) On exam- 
ination after death, I discovered,” says he, “that the matter had escaped through the 
acetabulum to the posterior part of the bladder, and had made a lodgment close to its 
neck.” (p. 23.) SamuEL Cooper quotes a case under Dr. Mackenzie, of Glasgow, of a 
lad of sixteen, who died of enormously enlarged liver; but, on dissection, a communi- 
cation was found through the bottom of the acetabulum, between the cavity of the hip- 
joint and the colon, smooth, as if of long standing. (p. 869) Scorr also mentions a 
case of this disease affecting both hips, and the abscesses communicated with the cavity 
of the pelvis on each side, through the acetabulum. (p. 106.) 

So great is the importance of Diseases of the Hip-Joint, that I think it advantageous 
to give at length Bropie’s account 


Of the difference between the Hip-disease arising from Ulceration of the Cartilage, and 
that from Scrofulous deposit in the cancellous structures of the Bones. 


As already stated, Bropre considers that ulceration of the cartilages is the primary 
affection in the disease to which the term Diseased Hip is usually applied, and that the 
scrofulous affection of the cancellous structure is less common in the hip and shoulder 
than in many other joints, and that these two diseases have many circumstances in 
common, but have certain points of difference which, in their early stages, admit of their 
being distinguished from each other by careful and minute observation, it will be ad- 
visable to give his account of the symptoms presented by each. 

The occurrence of ulceration of the cartilages at any period of life, though most fre- 
quently between the age of puberty and thirty-five years, has been already noticed, 
(p. 236,) as has that of scrofulous affection occurring frequently in children, though 
rarely after thirty years of age. (p. 238.) 

“When the cartilages of the hip are ulcerated, the only symptoms met with for some 
time are pain, and a slight degree of lameness in the lower limb. ‘The pain at first is 
trifling and only occasional; afterwards becoming severe and constant. It resembles a 
good deal the pain of rheumatism, since it often has no certain seat, but is referred to 
different parts of the limb in different individuals, and even in the same individual, at 
different periods. As the disease advances the pain becomes exceedingly severe, parti- 
cularly at night, when the patient is continually roused from his sleep by painful startings 
of the limb. Sometimes he experiences some degree of relief from pain in a particular 
position of the joint, and in no other. A patient in St. George’s Hospital never obtained 
any rest except when he had placed himself on the edge of the bedstead, with his feet on 
the ground and resting on a pillow. As the pain increases in intensity, it is more con- 
fined in its situation. In the greater number of instances it is referred to the hip and 
knee also, and the pain in the knee is generally the most severe of the two. At other 
times there is pain in the knee and none in the hip. Sometimes there is pain referred 
to the inside of the thigh, sometimes even to the foot. Wherever the pain is situated it 
is aggravated by the motion of the joint; but it is aggravated in a still greater degree 
by whatever occasions pressure of the ulcerated cartilaginous surfaces against each other. 
Hence the patient is unable to support the weight of the body on the affected limb; and 
if he be placed on an even surface, in a horizontal position, and the hand of the surgeon 
applied to the heel, so as as to press the head of the femur against the concavity of the 
acetabulum, violent pain is the consequence, although this be done in so careful a manner 
that not the smallest degree of motion is given to the hip-joint. This circumstance is 
well deserving of attention; and no one should attempt to give an opinion as to the nature 
of a disease connected with the hip, without having made an examination in the manner 
which has been just described. Soon after the commencement of the complaint the hip- 
joint is found to be tender, whenever pressure is made on it either before or behind. The 
absorbent glands in the groin become enlarged, and sometimes suppurate. Occasionally 
there is a slight degree of general tumefaction in the groin. In this there is nothing re- 
markable, since we must suppose that a disease going on within the articulation must 
ultimately occasion inflammation in the neighbouring parts. But itis a curious circum- 
stance, that in some cases there is tenderness of those parts, to which, though not dis- 
eased themselves, the pain is referred from sympathy with the disease in the hip. I 
have observed this in the knee several times, and I have also seen a slight degree of 
puffy swelling of this joint, where pain was referred to it in consequence of disease in 
the hip. * * * When the disease has existed for some time the nates undergo a remark- 
able alteration in their form. They become wasted and less prominent, so that, instead 
of their usual convexity, they present the appearance of a flattened surface; they are 
flaccid to the touch, and hang more loosely towards the lower edge, and they have the 
appearance of being wider than those of the other side. In a very few cases, in the 
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advanced stage of the disease, the nates are really wider, in consequence of the aceta- 
bulum being filled with coagulable lymph and matter, and the head of the femur being 
pushed out of its natural situation. But in general the increased breadth of the nates 
is only apparent, and on an accurate measurement no difference will be found between 
the nates on one side and those of the other. The alteration in the figure of the parts, 
in those cases may arise partly from the position in which the patient usually places him- 
self when he stands erect ; but the principal cause to which it is to be attributed, is the 
wasting of the large fleshy bellies of the glutei muscles, from want of use ; and this 
has been ascertained by repeated and accurate examinations of the living, and numerous 
dissections of the dead body.” (p. 153-57.) 

“ While the disease is going on in the cancellous structure of the bone, before it has 
extended to the other textures, and while there is still no evident swelling, the patient 
experiences some degree of pain, which, however, is never so severe as to occasion serious 
distress, and often is so slight, and takes place so gradually, that it is scarcely noticed. 
After a time (which may vary from a few weeks to several months) the parts external 
to the joint begin to sympathise with those within it, and, serum and coagulable lymph 
being effused into the cellular membrane, the joint appears swollen. The swelling is 
puffy and elastic, and though usually more in degree than it is, at the same period, in 
those cases in which the ulceration of the cartilages occurs as a primary disease, it is 
not greater in appearance, because the muscles of the limb are not equally wasted 
from want of exercise. I have observed that in children the swelling is, in the first 
instance, usually less diffused and somewhat firmer to the touch than in the adult. Ifa 
suspicion of some disease of the joint has not existed previously, it is always awakened 
as soon as the swelling has taken place. Should the patient be a child, it not uncom- 
monly happens that the swelling is the first thing which the nurse or the parents dis- 
cover. This leads to a more accurate inquiry, and the child is observed to limp in 
walking, if the disease be in the lower limb, and to complain of pain on certain occa- 
sions. * * * The swelling increases, but not uniformly, and it is greater after the 
limb has been much exercised than when it has been allowed to remain for some time 
in a state of quietude. As the cartilages continue to ulcerate the pain becomes some- 
what, but not materially, aggravated. It is not severe until abscess has formed, and the 
parts over the abscess have become distended and inflamed. The skin, under these cir- 
cumstances, assumes a dark-red or purple colour. The abscess is slow in its progress ; 
when it bursts, or is opened, it discharges a thin pus, with portions of curdly substance 
floating in it. Afterwards the discharge becomes smaller in quantity, and thicker in 
consistence; and, at last, it nearly resembles the cheesy matter which is found in,scro- 
fulous absorbent glands. In most instances several abscesses take place in succession, 
_ but at various intervals; some of which heal, while others remain open, in the form of 
fistulous sinuses, at the bottom of which carious bone may be distinguished by means of 
a probe. (p. 250-53.) 

The progress of the malady in both these forms of hip-disease are very nearly alike ; 
in both is there the same reference of the pain to the knee rather than to the joint 
affected, the same alteration in the appearance of the nates, the same shortening of the 
limb from destruction of the head of the thigh-bone, or its dislocation, and the same 
production of abscesses. But the principal distinction is in the less degree of pain 
which accompanies the scrofulous disease, “except in a very few instances, and in the 
most advanced stage of the disease, when a portion of the ulcerated bone has died, and 
having exfoliated, so as to be loose in the cavity of the joint, irritates the parts with 
which it is in contact, and thus becomes a source of constant torment.” (p. 256.)] 


232. Among the phenomena which appear in the course of the coxalgia, 
the shortening and lengthening of the diseased limb have specially attracted 
the attention of physicians, and have given rise to various explanations, 
which must be particularly considered. 


[“ In most cases of lameness or wasting of the lower extremities, the affected limb,” 
says JouN Hunter (a), “ appears longer than the other, in consequence of the patient 
pressing most on the sound limb, and putting the diseased one further out from the 
pelvis so as to raise the ilium. This is particularly the case in diseases of the hip, 
although the leg is not found to be longer than the other, if the patient is laid on the 
back, It arises from the centre of motion in the pelvis being rather altered by habit, 
which is removed if the patient is laid on the back. But sometimes, when the muscles 
are much wasted, the limb is shorter, which I cannot account for, nor why the limb is 


(a) Lectures, PanMEn’s Edition. 
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sometimes drawn up more, and sometimes put out further than the other. Mr. CLINE 
says the limb is actually longer and shorter in different stages of the disease, and ac- 
cdunts for it thus :—In the first instance, inflammation takes place in the ligaments of 
the joints, occasioning the parts to swell, and a larger quantity of synovia to be accu- 
mulated in the joint, which displaces and pushes out the head of the femur, thus occa- 
sioning a lengthening of the limb; but as the disease advances absorption takes place, 
not only of the accumulated synovia, but also of the bone itself, with the surrounding 
ligaments ; and the head of the bone being drawn into the new-enlarged cavity by the 
action of the gluteal and other muscles, occasions a shortening of the limb; and this 
lengthening and shortening of the limb is peculiarly evident on laying the patient on 
the belly.” (p. 595.) 

“ In order to form a correct judgment” upon the actual state of the limb, Law- 
RENCE (@) says, “ you must strip the patient, and make the examination on a straight 
horizontal surface. You will then immediately observe the position of the pelvis and 
discover the cause of the apparent elongation or shortening of the affected limb. At all 
events, you may remove every doubt as to the apparent or manifest shortening or elon- 
gation, by measuring on each side from the anterior superior spine of the ilium to the 
patella; this will enable you to ascertain whether there is areal, or only a seeming 
alteration in the length. The change, however, in the subsequent period of the affec- 
tion is quite a different matter. The disease, as it proceeds, is attended with destruction 
of the ligamentum teres, with ulcerative destruction of the orbicular ligament of the 
hip-joint, with destruction and ulceration of the head of the thigh-bone, and of parts of 
the acetabulum. ‘Thus all the causes which would prevent the muscles from retracting 
the limb are removed; the muscles, therefore, draw the extremity upwards and out- 
wards, and a real shortening to the extent of some inches, is the consequence.” (p. 485.)| 


233. The shortening of the extremity which, commonly, occurs in the 
first period of acute inflammation of the hip-joint, is always a seeming 
shortening dependent on a shifting upwards of the pelvis on the diseased 
side. All other explanations given of this shortening are incorrect, and 
incompatible with the true situation of the hip-joint; such as Rust’s, and 
specially Frickx’s, explanation, that, by violent muscular contraction, 
which occurs in this acute inflammation of the joint, the head is pressed 
deeper into the socket, and thereby the shortening of the limb is produced. 


Fricke (6) seeks to ground his opinion on the circumstance, that the leg in its 
healthy condition may be shortened by voluntary effort of the muscles of the thigh, 
—as every one may prove on himself. But this assumption is quite incorrect, and 
whoever makes the experiment on himself or on some other person, will, if, at the same 
moment when the thigh is retracted, the hands are placed on both hip-bones, easily and 
decidedly be convinced that the retraction of the extremity depends only on the eleva- 
tion of the hip-bone. It is perfectly inadmissible to explain the shortening by the com- 
pressibility of the cartilaginous overspreading of the head of the thigh-bone and its 
socket. In the severe painfulness of the acute inflammation of the hip-joint, the thigh 
is always more or less bent and drawn up towards the belly ; the muscles are no doub: 
contracted, but at the same time the patient draws up the pelvis, especially if, as usual, 
he lies bent towards the sound side, and the extent of this drawing up of the pelvis is in 
close dependence upon the degree of painfulness and upon the position which the patient 
constantly assumes. We therefore observe the same in bruises of the parts about the 
hip-joint, and in every painful affection of the thigh and hip. An unprejudiced obser- 
vation and attentive measuring, will convince every one of the truth of the statement 
here advanced. I have observed two cases of traumatic inflammation of the hip-joint, 
in which this seeming shortening of the extremity had led the medical attendants into 
the belief of a luxation, and to the employment of very improper means for its reduction. 


234. The lengthening of the extremity which occurs in chronic, and in 
the latter course of the acute coxalgia, when morbid changes have been 
set up in the joint, may be either seeming or real. ‘The seeming lengthen- 
ing is here again dependent on the shifting of the pelvis, because the patient 
in the tedious course of this disease stil] limps about, and in doing so throws 
the weight of the whole body upon the sound extremity, and, by this means 


(a) Lectures in Lancet. | (b) Above cited. 
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and by the position he keeps in bed, the pelvis is so twisted that the hip- 
bone on the sound side is raised, and that on the diseased side depressed. 
In the subsequent course of the coxalgy, when the morbid changes in the . 
joint have proceeded still further, there is real lengthening of the diseased 
extremity, which does not depend on mechanical disproportion between the 
head of the thigh-bone and its socket, and the expulsion of the head of the 
bone on account of its increased bulk, but «pon the extension of the cap- 
sular ligament, on the collection of Jluid, on the relaxation of the capsular 
ligament, and on flaccidity of the muscles. 

The most different reasons have been assigned for the lengthening of the extremity 
consequent on the supposed expulsion of the head of the thigh-bone from its socket; for 
instance, accumulation of synovia (PeTiT, CAMPER, and others ;) swelling and degenera- 
tion of the mass of fat, improperly called the synovial gland, in the hip-socket, (VALSALVA, 
Monro, VAN DER Haar, DE Haren, VERMANDOIS, SCHWENCKE, CALLISEN, PLENCK, 
Portat, Ficxer, &c.;) inflammation and swelling of the joint-capsule (DuvVERNEY, 
Crossius;) swelling of the cartilage, round ligament, and mass of fat (BoyER ;) swelling 
of the cartilage and periosteum of the head of the thigh-bone and its socket (FALCONER ;) 
swelling of the head of the bone from caries centralis (Rust ;) destruction of the lower 
edge of the hip-socket (LANGENBECK ;—in destruction of the upper edge shortening is said 
to occur ;) relaxation and unnatural extension of the ligaments and muscles (RicuH Ter, 
ScHREGER, Larry, CHELIUs ;) relaxation of the muscles(Fricke.) Brot first accu- 
rately explained the seeming lengthening of the limb as dependent on the twisting of the 
pelvis, produced by the position of the patient, and connected with a lateral twistin g of the 
vertebral column. This opinion, however, was not particularly regarded, and considered 
to have been only incidentally noticed in single cases (FALCONER, CrowrueEr, Rust ry 
while, on the other hand, the explanation given by Rust of the enlargement of the head 
of the bone by caries centralis was most commonly received, which opinion, however, is 
groundless, and was formerly disproved by me by the results of morbid anatomy, and 
more recently by Frickr’s (a) experiments on the dead body. 

Weber's interesting experiments show that the head of the thigh-bone is chiefly retained 
in its socket by atmospheric pressure ; since, if all the muscles and ligaments-surround- 
ing the hip-joint and even the capsular ligament itself be cut through, the head of the 
bone is not withdrawn from its socket by the weight of the depending extremity ; whilst, 
with perfect integrity of the ligaments and muscles, the head of the bone drops from 
_ three to four lines out of the socket so soon as, by boring through the latter from the 
pelvis, the atmospheric pressure is permitted to operate on the surface of the head of the 
bone (6), These experiments are of great importance in reference to diseases of the 
hip-joint, as GzpEcHENs has shown in a very perspicuous manner (c). Hence it is most 
completely proved that, as we have already observed, a shortening of the extremity from 
violent pressing of the head of the bone into its socket is perfectly inadmissible; and, 
on the other hand, that by mere relaxation of the muscles (as FRrcKE supposes) no 
lengthening of the extremity can be produced: since neither, as already mentioned, does 
there exist any space between the socket and the head of the thigh-bone which can be 
changed by any muscular action, or can be increased by their relaxation, as the most 
perfect and intimate contact exists. It further follows that, when an actual lengthening 
of the extremity takes place, the stated relations between the head of the thigh-bone and 
its socket must have been first destroyed by diseased changes, and the ground of the 
actual lengthening we can only seek in the simultaneous relaxation and distension of the 
capsular ligament by increase of its fluid contents, and in the relaxation of the muscles. 

FRicke’s observation, that in the seeming lengthening of the extremity, (by dropping 
of the pelvis,) measurement shows the shortening of the thigh to be, as GHDECHENS cor- 
rectly observes, and as every one can prove to himself by voluntary dropping of one or 
other side of the pelvis, and placing one finger on the crest of the hip-bone and another 
on the great trochanter, dependent on the whole hip-bone of the sunken side being 
approached nearer to the great trochanter, whilst on the opposite side the hip-bone is 
proportionally separated from the trochanter ; in consequence of which, in the one instance 
a shortening, and in the other a lengthening, of the space between the great trochanter 
and the iliac spine, and consequently of the whole bone, must be produced. 


(a) Above cited. 

(b) Muuuer’s Archiv. fiir Anatomie, 1836, part i. (c) Die Physiologie des Hiiftgelenkes in ihrer 
p- 04; Muiuer’s Handbuch der Physiologie, vol. ii. | Beziehung zur Lehre von den Coxarthrocace ; in 
p- 124; Laver in Hamburger Zeitschrift fiir die | Hamburger Zeitschr., vol. vi. parti. 
ges. Med., vol. ii. part iii. p. 243. 
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[As regards the lengthening of the limb AstitEy Cooper says :—“ It is possible that 
an effusion into the joint may push the limb a little, but I doubt whether this has any 
influence in producing an elongated appearance of the limb. ‘The length of the limb is 
‘not really increased, but an appearance of elongation is produced by the parietes being 
depressed on the diseased side.” (p. 454.) 

LAWRENCE gives a very good description of the lengthening of the limb. He says :— 
“ In the earlier period of the disease we sometimes find the limb longer than that on 
the sound side, and sometimes shorter. This is only apparent. It depends on the 
position of the pelvis; hence, when the lower extremity of the affected side appears to 
be longer than that of the other, we shall find that the anterior superior spine of the 
ilium on that side is so much lower than its fellow; if the extremity of the sound side 
appear to be the longest, we shall find that the anterior superior spine of the ilium of 
that side is lower down than that of the affected side. When a patient has this disease 
of the hip-joint, the weight of the body is not supported on both hips, but by that of the 
sound side; so that when the patient stands erect, the sound thigh sustains the weight 
of the trunk, and the diseased lower extremity is placed in front of the sound leg, the 
knee being a little bent, and the anterior part only of the foot brought to the ground. 
Under these circumstances, the pelvis, generally speaking, sinks a little towards the 
diseased limb, and this is compensated by the limb being bent a little towards the oppo- 
site side ; a degree of curvature of the spine is thus not unusual in affections of the hip- 
joint. In other instances, however, the patient bends the knee slightly on the affected 
side, and rests the foot on the ground ; this will be attended with an apparent shortening 
of the extremity. In order, then, to form a correct judgment, you must strip the patient, 
and make the examination on a straight horizontal surface. You will then immediately 
observe the position of the pelvis, and discover the cause of the apparent elongation or 
shortening of the affected limb.” (pp. 484, 85.)] 


235. Dislocation of the head of the thigh-bone is not a necessary pheno- 
menon in the third stage of coxalgy, it is rather accidental, and depends 
on the position of the diseased extremity, on the motions of the patient, and 
other influences during the relaxation of the muscles, and on the relaxation 
and destruction of the ligaments, specially of the round ligament. Hence 
the dislocation may occur in various directions ; most commonly, indeed, 
backwards and upwards ; but also downwards and inwards, (NresTER, VAN 
DER Haar, BerDOT, SCHREGER, TEXTOR,) in which case the direction and 
length of the extremity are differently cireumstanced. In rare cases the 
head of the bone superficially destroyed by caries may remain, and be-— 
come anchylosed with the socket, which has also been deprived of its carti- 
laginous overspreading by similar caries; of this termination of coxalgy 
I have two specimens. Spontaneous separation, and throwing off of the 
head of the bone through the enlarged apertures of the abscess, may also 
ensue (qd). 

[CouLson quotes from Horrman two cases in which the detached head of the femur 
made its way through the abscess and was removed by the assistance of the surgeon. 

. 23. 

If the patient’s constitution be sufficiently strong to carry him through the stages of 
this disease which have been mentioned, the hip-joint will be found on examination 
after death, in one of three or four different conditions; two of these I have already no- 
ticed, viz., the overspreading of the head of the thigh-bone and its socket with an ivory- 
like deposit, and anchylosis of the ball and socket, almost invariably by bone. But 
sometimes the capsular ligament having given way the head of the thigh-bone slips 
through and is dislocated, and the most common direction it takes is upwards on the 
back of the hip-bone (dorsum ilii.) But it may be displaced, though more rarely, into 
either of the other localities of dislocation ; thus the younger EarLE(b) mentions a dis- 
location into the ischiatic notch ; in the Museum of the Royal College of Surgeons of 
England there is a dislocation into the foramen ovale; Boyrr also mentions a case of 


(a) Cases of this kind, in which the cure wasal- No. 2: Hormann, vom Scharbrocke, Miinster, 
ways followed by the use of the joint, are to be 1752, § 283: Hxepenus de Exstirpatione Femoris, 
found in Scuuicutine; in Philos. Trans.1742:  p.65: Kurnez3 in Jmorr’s Handworterb. der 


A. F Voge1, Obs. qued. chirurg. Kilie, 1771, | Chir. u. Augenheilk, vol. i. p. 585. 
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this kind, Bropre another, and Covrson another in a boy nine years old, in which 
“the limb was much elongated, the knee and foot turned outwards, and the head of the 
femur near or in the foramen ovale,” (p. 19); Ducros the younger (a) speaks of a dis- 
location forwards on the horizontal branch of the share-bone (os pubis) in a female 
twenty-seven years old, who had inflammation of the hip-joint. 

When dislocation has taken place the new socket is formed on that part of the pelvis 
on which the head of the thigh-bone rests, and according as the head is nearer or farther 
from the hip-socket, does the latter participate in the formation of the new joint, the un- 
occupied part of the socket being filled up with a structure which in one case SAMUEL 
Cooprr (6) describes as consisting “partly of a fungoid (granulating, I presume, g. r. Ss.) 
mass, and partly of firm coagulatinglymph. The brim of the acetabulum was rough and 
gritty, and the os ilium above the acetabulum destitute of periosteum.” (p. 255.) The 
same writer also mentions a most remarkable instance which is in University College 
(London) museum, in which “the articular cavity is formed in the upper portion of the 
femur and a new ball on the ilium. ‘The old acetabulum is nearly obliterated, and near 
it within the pelvis the remains of the cyst of an abscess.” (p. 868.) 

At other times, however, no dislocation takes place, but the hip-socket expands, 
perhaps in part from the pressure of the pus contained in the capsular ligament or 
within the walls of the abscess which form about it, and in part from the continual 
pressure of the head of the thigh-bone against the edge of the socket, softened by its 
spongy tissue, which has lost its cartilaginous and bony articular covering, soaking con- 
stantly in pus, in consequence of which the socket loses its deep cuplike shape, and often 
resembles a shallow saucer with a much-everted lip. Upon this the wasted head of the 
bone moves, and were it not for the adhesive deposit which has taken place in the sur- 


rounding soft parts and rendered them unyielding, so that they really act as a mould 
to keep the parts of the joint together, the thigh would dangle, and never permit the 
as a the body to be borne on it, which is contrary to what frequently happens.— 

236. Characteristic, however, as are the phenomena of coxalgy, yet may 
they be confounded with other diseases ; for instance, with the congenital 
luxation of the thigh, with a shortening of the extremity from a recession 
and twisting of the hip-bone, nervous sciatica, and malum coxe senile. 

In Congenital Lameness, the cause of which lies in dislocation of the 
hip-joint, the thigh is shortened from the very beginning: if, whilst the 
child lies in the horizontal position, the pelvis be fixed with the hand by | 
slight drawing down, the thigh can be, without pain, somewhat length- 
ened, but again shortens when the extension is withheld. ‘The buttock 
is either natural or flatter, the motion of the thigh is free, and the sole of 
the foot can be placed completely on the ground. If the congenital dislo- 
cation exist, as it usually does, on both sides at once, the diagnosis is thereby 
assisted ; but, if it exist only on one side, a mistake in the diagnosis can 
only arise from superficial examination. I have, however, seen two cases 
of congenital dislocation of the thigh on one side, which were really treated 
as coxalgy. 

In Twisting of the Hip-bone, which depends on weakness and looseness 
of the ligaments, the patient suffers least pain in the morning but most in 
the evening, the one hip is higher than the other, the extremity is from 
the first shortened, and can be lengthened by a slight pull. 

In Sciatica the pain follows the course of the ischiatic or crural nerves ; 
there is a sense of lameness in the whole thigh; no change is observed in 
the position of the great trochanters or in the length of the two ex- 
tremities (1). 

In the malum coxe senile, which depends on interstitial absorption 
and wasting of the head and neck of the thigh-bone, pain and stiffness 
first appear in the hip-joint; the former does not continue with equal 
severity, and the latter is diminished or lost in walking, but generally 


(a) Gazette des Hépitaux, June 30, 1835. (b) Surgical Dictionary,—article, Diseases of Joints. 
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towards evening becomes worse, which is also invariably noticed in cold’ 


moist weather, and in oppressive heat. The extremity gradually begins 
to shorten ; the patient begins to limp, but can set the sole of the foot flat 
upon the ground; the toes are turned outwards; the lumbar vertebre 
acquire a great degree of mobility ; the buttock on the affected side is less 
prominent ; a careful measuring of the limb in the mode directed shows 
actual shortening. The patient frequently complains of pain in the region of 
the knee, which has its seat, however, rather in the knee-cap, and which he 
describes as if it were dependent on the contraction of the flexing muscles. 
I have never observed increase of pain in pressing on the hip-joint (2). 

Coxalgy cannot be well confounded with white leg, (phlegmasia alba 
dolens,) with psoas abscess (3), nor with primitive dislocation of the thigh ; 
but it may be confounded with fracture of the neck of the thigh-bone, if 
the shortening be slight, the patient still walking, the upper fractured por- 
tion thrust into the shaft of the lower, and if inflammatory symptoms have 
taken place (J aGER). 

[(1) In regard to the pain in hip disease, Sir CoarLEes BELL (a) observes, “ that pain 
arising from disease of the great sciatic nerve, as it passes near the hip-joint, may be 
mistaken for inflammation of the hip involving the same nerve; so that when you find 
a patient with pain in the hip, the very first thing you have to inquire is, whether this 
be not symptomatic of internal disease ? and I would remind you that it is not the more 
formidable disease of the viscera which produces this affection of the nerve, but rather 
disordered function. The next thing you have to consider is the lesser degree of pain 
in the hip, which still proceeds from disorder in the lower part of the canal ; for exam- 
ple, accumulation in the colon will produce pain in the hip, which may be mistaken 
for disease in the hip-joint.” (p. 297.) I remember a very good example of the pain 
produced as just mentioned by BELL, though the accumulation was very slight, but 
recurred continually a few hours after eating even a small quantity of hard biscuit, 
which, as soon as it reached the synovial flexure of the colon, produced a dull heavy 
pain in the iliac pit, and thence extending down the inner and fore part of the thigh to 
the knee increased on walking. This would continue, although the bowels acted 
freely and as usual, for two, three, or four days, till either castor oil were taken, or 
an injection thrown up for its special relief; soon after which all the pain ceased.—s.¥.8. ] 

(2) This disease, my own personal observations of which entirely agree with those of 


Smrru (6) and of WeRNHERR (c) cannot, if attention is paid to the symptoms above men- _ 


tioned, be readily mistaken for coxalgy. I have, however, seen such mistake twice. 
The disease occurs generally in elderly persons, rarely before fifty years of age. I have 
most frequently seen it after concussion and contusion of the hip-joint, specially in women, 
but occurring, also, without any previous cause. In some cases the gout seemed to me 
connected with it. This disease never runs into suppuration, and, above all, excites no 
symptoms dangerous to life. On examination of such a joint, the capsular ligament is 
found thickened, the cotyloid ligament bony or absorbed, the round ligament destroyed, 
the mass of fat in the hip-socket wasted, the cartilage of the socket absorbed, and in its 
stead a hard enamel, and the hip-socket materially changed in form and extent. The 
cartilage on the head of the bone is absorbed, and the surface of the head is porous. I 
have, however, found, in advanced disease, the cartilage on the head of the bone un- 
changed. In cases of long continuance, a hard glossy enamel is generally deposited on 
the surface of the bone ; the round shape of the head is changed, at first it is flattened from 
above downwards, but, subsequently, it assumes the shape of the socket. 


The neck of the thigh-bone is subject to a partial or complete absorption, and the head 
sinks together with the shaft at a right angle, and appears to stand out directly from it. If 
the head and neck of the bone be sawn vertically, it has completely the appearance of a 
fracture of the neck of the thigh-bone, externally to the capsule, which has united; the 
bony mass is remarkably light, and the shaft of the thigh-bone consists merely of a thin 
bony shell, and the medullary canal is much widened. Asriey Cooper and CHARLES 
BELL have made remarks on these changes of the head and neck of the thigh-bone ; and 
SmirH has also observed them in the shoulder-joint. 


i (a) Medical Gazette, 1838-39. 
(6) Dublin Journal of Medical Science, vol. vi. Sept. 1834, (¢) Scumrpt’s Jahrbucher. 
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' [(3) Coutson says :—“ The disease of the hip in this (third) stage may be mistaken for 
psoas abscess ; attention, however, to the following points will materially assist us in our 
diagnosis. rst, in psoas abscess, the patient complains of violent or dull pain in the 
region of the loins, which is very much increased in the upright posture of the body, and 
by every motion of the limb, particularly on extending it ; in the diseased hip there is no 
fixed pain in the loins; it is felt more in the neighbourhood of the hip, and especially 
in the knee. Secondly, in psoas abscess, during the whole course of the complaint, there 
is no deviation to be perceived in the natural situation of the trochanter, and no differ- 
ence in the length of both limbs; in diseased hip, on the contrary, this is always the 
case. Thirdly, in affection of the psoas muscle, the patient cannot turn the foot of the 
affected side outwards, without increasing the pain; in diseased hip, on the contrary, the 
foot is generally turned outwards. Fourthly, on taking a deep inspiration, on coughing 
or crying, and in the erect posture of the body, the fluctuating swelling, either on the 
nates, or in front of the thigh, increases, and the exit of matter, if the abscess burst or 
be opened, will be facilitated ; in abscess of the hip-joint from disease, neither is the case. 
In this stage, also, the disease of the hip may be confounded with deep-seated formation 
_of matter in the region of the groin, either connected or unconnected with a carious state 
of the bones of the pelvis. In these cases there is very acute pain in the anterior region 
of the hip, with shiverings, and inability to rest the limb on the ground, but the great 
diagnostic mark is the absence of pain on rotating the head of the femur. There is no 
pain over the posterior part of the joint, or at the knee.” (pp. 34, 5.)] 

237. Examination of the joint after death presents different results, ac- 
cording to the degree of the disease and its original seat. In the earlier stage, 
the cartilaginous covering of the head of the thigh-bone is mostly inflamed, 
ulcerated, often the spongy substance itself is inflamed and more rarely 
the synovial membrane, the capsular ligament is swollen, the round liga- 
ment still maintaining the connexion between the bone and its socket ; at 
a later period of the disease the cartilaginous covering of both the head 
and socket is destroyed ; the former is carious, often entirely separated from 
its neck ; the carious destruction penetrates even into the cavity of the pelvis; 
the synovial membrane and capsular ligament are entirely changed, swelled 
up, and destroyed ; pus is collected in the joint and between the muscles. 
If the head of the bone be displaced, the socket also is entirely filled with 


a steatomatous mass, or with brown pus. 

[It has been already stated, that Bropre holds ulceration of the cartilages to be a 
primary form of disease of joints; his reasons for which opinion are quoted previously 
(p. 229); and his statement of the symptoms which peculiarly characterize it in the hip- 
joint are also subsequently mentioned. (p. 254.) Key, however, does not entirely, at 
least, agree with Broptie on this point, and the following are his views :—“ The oppor- 
tunities,” says he, “ which present themselves to any individual of observing this disease 
in its early stage by dissection, must necessarily be few. The cases which it has fallen 
to my lot to examine, have induced me to believe that the ulceration of the cartilage is 
preceded by inflammation of the ligamentum teres.” He found in “a young female 
who, for six months prior to her death, had laboured under the usual symptoms of 
chronic inflammation of the hip-joint,’ and in whom “the symptoms had partially 
yielded to the treatment employed, when she was attacked by another disease, of which 
she died, the ligamentum teres much thicker and more pulpy than usual, from intersti- 
tial effusion, the vessels upon its investing synovial membrane distinct and large, with- 
out being filled with injection. At the root of the ligament, where it is attached to the 
head of the femur, a spot of ulceration in the cartilage was seen commencing, as in other 
joints, by an extension of the vessels, in form of a membrane, from the root of the vas- 
cular ligament. The same process was also taking place on the acetabulum, where the 
ligamentum teres is attached. I cannot undertake to say, that the hip-disease shall, in 
every instance, present these morbid appearances, or that cases do not occur in which 
ulceration exists as a primary disease, without any affection of the ligament or synovial 
membrane. Mr. Bropie’s assertion, that it does exist as a primary disease, coming 
from so excellent a pathologist, is sufficient to substantiate the fact. But observation of 
this disease in its different stages, and of the mode in which the disease is brought into 
action, together with the post-mortem appearances, afford strong proof that, at least in 
many instances, the action is propagated from the ligament to the cartilage, and that 
ulceration of the latter is consequent upon inflammation of the former.” (pp. 230, 31.) 
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In confirmation of Kry’s opinion, I mention the following account of the examination of 
a hip-jomt by my friend Wrii1am Apams, in a case with which I was most deeply and 
painfully interested. The child, ten years of age, had been lame in the right hip for five or 
six months, but had no other symptom of hip-disease, no pain on motion nor on pres- 
sure, nor any restriction to the motion of the limb, till within a fortnight of his death, 
(which was caused by tubercles and effusion into the ventricles of the brain,) when he 
complained of violent pain, if the thigh were only slightly moved in lifting him from 
or to the bed. A small abscess, of the size of a nut, was found close to the origin of 
the upper head of the m. rectus femoris, On laying open the capsular ligament, a small 
quantity of dirty brown-coloured fluid escaped. The synovial capsule had become 
thickened, tender, in the sense of being readily torn, granular on the surface, and yellow- 
ish in colour. The round ligament and contiguous synovial membrane in the portion 
of the acetabulum uncovered by cartilage had been the seat of inflammation, the vessels 
were injected, the membrane was thickened, and a small quantity of lymph adhered to 
its surface. The state of the synovial membrane of the round ligament, just described, 
appears to me precisely the same as that described in Kry’s case, but less advanced.— 
J. F.S.] 


238. The general observations already made apply to the etiology. In- 
flammation appears to arise in the hip-joint, more frequently in the carti- 
Jage and bone than in the soft parts. 

Fricke (a) makes a distinction between coxalgy and coxarthrocacy. In the former, 
at the onset, there is not, he says, any inflammatory affection in the hip-joint, but only 
relaxation of the muscles, whereby in time an inflammatory affection of the hip-joint is 
secondarily produced. The latter is always from the beginning connected with distinct 
inflammatory symptoms of the hip-joint. We cannot, however, agree to the admission 
of a coxalgy in this sense, after what has been said of the lengthening of the extremities, 
and after the results of our experience. 


239. The prognosis is always unfavourable, least so, however, if disease 
have arisen in the ligaments, or in the synovial membrane. In the first 
period of the disease only is the cure of the disease possible ; subsequently, 
even if healing should follow, there still remains a more or less halting 
gait. In actual dislocation, or in anchylosis, the lameness is very decided. 
It is generally less dangerous in children than in grown persons. In 
robust people, and where external violence has caused the disease, the 
prognosis is more favourable than in generally dyscratic subjects. If it 
have already proceeded to carious destruction, to the formation of abscess 
in the hip-joint, there is but rarely any cure possible. 

240. The treatment of coxalgy is guided by the rules already laid down, 
and must vary according to the activity of the inflammation, the stage of 
the disease, and the general causes connected with it. 

241. In the first stage of acute coxalgy, the treatment corresponding to 
it must be strictly antiphlogistic, and the diseased extremity kept in the 
most perfect quiet. In traumatic inflammation, if very severe and in robust 
persons, blood-letting, repeated application of a great number of leeches, and 
continued cold applications, with corresponding attention to food, and cooling 
medicine given internally are required. If the inflammation be less active, 
especially when it springs from rheumatic causes, or in scrofulous persons, 
repeated application of leeches or cupping will always be found sufficient. 
If the pain and inflammation diminish, which is shown by the natural 
direction and length of the limb being restored, rubbing in mercurial oint- 
ment and repeated blisters must be by turns employed around the whole 
joint. Care must be taken in warm bathing, which is recommended by 
many, as the motion connected with it, and the cold so easily taken after 
it, frequently operate prejudicially. If the inflammation continue for a- 


(a) Above cited. 
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long time in a less degree, especially in strumous subjects, a continued and 
powerful derivation must be kept up by a pea-issue behind the great tro- 
chanter. If all pain cease, and the motions of the hip-joint become free, 
only gradual and careful use of the limb may be permitted, so that no cause 
may be given for a relapse, or a passage of the disease into the chronic 
form, which so easily happens in negligent and too early motion. 

[With regard to salt-water bathing CouLson observes :—“ In no class of patients, and 
in no stage of this particular disease, are sea air and warm salt-water bathing so benefi- 
cial as here. Warm or tepid bathing agrees with nearly every patient. * * * The 
sea-side, however, is not beneficial in cold weather. The best time is from the beginning 
of May to the end of October; but, if the autumn sets in cold earlier than usual, the 
patient should return before this. * * * The period at which patients affected with 
diseases of the hip-joint derive most benefit from going to the sea-side is, either at the 
commencement of the disease, before much inflammatory action has begun, or towards 
the end of the third stage, when the abscesses are discharging, and the health is im- 

_paired by the long continuance of the complaint. On the contrary, during the formation 
of matter, and before the abscess begins to discharge, the patient will not derive much 
benefit from the change. The plan adopted at the Margate Infirmary is as follows :— 
For the first two or three days after the patient’s admission, warm bathing only is em- 
ployed, in order that the constitution may recover the effect of the journey, and adapt 
itself to the atmospheric change. The patient commences with the warm salt-water 
bath about three times a-week, at a temperature of 96 degrees, and is directed to remain 
in it from fifteen to twenty minutes each time. Afterwards the tepid bath is used ; and 
then, dependent on the state of the weather, and the health of the patient, the cold bath 
is employed; one dip only in the sea being allowed each time. The time selected for 
bathing is in the morning. The cold or warm douche bath is often used in this stage 
with very good effect.” (p. 79-82.) ] 


242. If the coxalgy have from the beginning assumed a chronic course, 
the most perfect rest, which can be produced by securing the diseased limb 
in a suitable apparatus, is essential, and is often alone sufficient in slight 
form of the disease, to produce a cure, in a space of time varying from 
eight to ten weeks. According to the degree of pain in the hip-joint and 
the inflammatory symptoms, leeching or cupping, rubbing in mercurial 
ointment with caustic ammonia, repeated blisters, or an issue behind the 
great trochanter, are here especially indicated. 

Nicoxal (a), Kiern (b) and others have recommended, (and employed with advan- 
tage,) for keeping up the continued rest of the diseased limb, the apparatus for fractured 
neck of the thigh-bone. PHysick (c) has proposed a treatment of coxalgy, of which the 
fixing of the limb in apparatus is the principal part. If the joint be swollen and inflamed, 
he applies leeches; then gives his patient for some weeks a laxative of cream of tartar, 
and jalap every other day, so as to produce copious stools. During the employment of 
the purgatives, the patient must be kept lying horizontally in bed upona horse-hair mat- 
tress, and not leave that posture till he is perfectly cured. When the patient, during the 
use of the purgatives, has become accustomed to lying, a padded splint, reaching from the 
middle of the chest to the outer ankle, fitting closely, and surrounding nearly half of the 
parts, is to be applied. Ifthe leg be bent, the splint must be accommodated to the curve 
of the limb. When the patient has worn the angular splint for some time the limb may 
be brought to a straight position, and a straight splint applied. In most cases only two 
splints are necessary. The splint should be attached by one bandage around the breast, 
and by a second from the ankle to the hip. The shortest time for the cure is six months, 
the longest two years, and the middle and usual time a year. During this time the splint 
should be continually on the limb, and never removed till the symptoms of the disease 
are manifestly diminished ; in which case the limb may be moved very gradually. This 
treatment is, however, admissible only when the head of the thigh-bone is neither de- 
stroyed by caries, nor has become displaced; when no abscess has yet formed, and the 
patient has not apparently a scrofulous constitution. 

The following is the plan of treatment recommended by the Scorrs (d), which is often 
very efficient, aud may be employed on any joint. 


(a) Journal von GRAEFE und WALTHER, vol. iii. (c) American Journal of Medical Science, Feb., 
part ii. 1831. ; 
(0) Ib., vol. iv. p. 25. (d) Cited above. 
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“In the first place, the surface of the joint, suppose the knee, is to be carefully 
cleansed by a sponge, soft brown soap and warm water, and then thoroughly dried ; 
next, this surface is to be rubbed by a sponge soaked in camphorated spirit of wine, 
and this is continued a minute or two, until it begins to feel warm, smarts somewhat, 
and looks red. It is now covered with a soft cerate made with equal parts of the cera- 
tum saponis and the unguentum hydrargyri fortius cum camphord. This is thickly 
spread on large square pieces of lint, and applied entirely around the joint, extending 
for at least six inches above and below the point at which the condyles of the femur 
are opposed to the head of the tibia; over this, to the same extent, the limb is to be uni- 
formly supported by strips of calico, spread with the emplastrum plumbi of the Lon- 
don Pharmacopeeia. These strips are about an inch and a half broad, and vary in 
length ; some are fifteen inches, others a foot, others half these two lengths, and the 
shorter or longer are selected according to the size of the part round which they are to 
be applied. This is the only difficult part of the process. This adhesive bandage 
ought to be so applied as to preclude the motion of the joint, prevent the feeble coats of 
the blood-vessels from being distended by the gravitation of their contents in the erect 
posture, and thereby promote their contraction. Over this adhesive bandage, thus ap- 
plied, comes an additional covering of emplastrum saponis, spread on thick leather, and 
cut into four broad pieces, one for the front, the other for the back, the two others 
for the sides of the joint. Lastly, the whole is secured by means of a calico bandage, 
which is put on very gently, and rather for the purpose of securing the plaster and 
giving greater thickness and security to the whole, than for the purpose of compressing 
the joint. This is an important point, as otherwise an application which almost inva- 
riably affords security and ease, may occasion pain, with all its attendant mischief. 

‘In some cases in which the skin is thick and indolent, sufficient irritation will 
scarcely be excited by the above applications, and this may be promoted by rubbing on 
a small quantity of tartar emetic ointment previously to the application of the cerate. 
This, however, is rarely necessary. 

“Tn some cases, also, it is desirable more effectually to prevent the motion of the 
limb, particularly in children. This may be done by applying on each side of the joint, 
externally to the plasters, a piece of pasteboard, softened by soaking in water, and cut 
into the length, breadth, and form of splints. These being soft, will accommodate them- 
selves to the figure of the joint, and, when dry, effectually preclude all motion. 

“T think this form of splint is infinitely preferable to those that are made of wood. 
It affords avery firm support to the limb, and at the same time counteracts the con- 
tracting effort of the muscles in as great a degree as can be effected without exciting 
inflammation. i have met with cases in which the diseased surfaces have been so for- 
cibly compressed, by means of wooden splints, as to excite inflammation, and thereby 
cause a more violent contracting effect of the muscles, the resistance of which has ag- 
gravated the disease.” (p. 133-37.) 

Upon this plan of treatment, LawrENcE justly observes :—“ A question naturally 
arises, whether this free application of mercurial ointment to a large portion of the 
limb is of use in all the various diseases to which joints are liable; for it is recom- 
mended by the Scorrs, without any distinction as to the nature of the affection, whether 
originating .in the synovial membrane, or in the articular surfaces, or from scrofulous 
disease of bones, This is a point that must be solved by experience, and I cannot 
say that I am possessed of such as will enable me to answer the question. I think we 
should be rather inclined to ask another question on the subject, and that is, whether 
this free application of mercurial ointment to so large a surface of the body, and that 
too to a surface which not uncommonly includes some portion of ulceration, can be 
considered as perfectly safe. That is whether there may not be an absorption of the 
mercury capable of producing certain effects upon the constitution.” LawRENCE says 
he has seen this treatment adopted in a few instances, and in one “that the life of the 
child was nearly lost by the effect produced from the absorption of the mercury on 
the system. It caused a serious affection of the bowels, which, in the first place, 
shewed itself by pain, griping, and purging, and which then put on the appearance 
of a dysenteric affection, the child lost its appetite, became extremely thin, got a 
white tongue, and, in fact, seemed to be sinking as fast as it could. The dressings 
were, therefore, removed, and the child sent into the country, where it quickly re- 
covered.” (pp. 515, 16.) ‘These observations are sufficient to prove that this treat- 
ment must be pursued with some caution, as some persons are more readily affected 
by mercurial applications than others, and in such serious mischief may accrue. 

Fricke (a) has seen good results from this treatment. 


(a) Above cited. 
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243. In the second stage, thickening and loosening up of the ligaments 
having already occurred, exudation existing, and the affection of the bone 
having begun, the actual cautery and issues must be employed, after the 
proper subduing of the inflammatory symptoms, for the purpose of restrain- 
ing, by external derivation, the deep-seated disease, and encouraging the 
absorption of the unnaturally secreted fluid. ‘Three or four streaks are to 
be made with the prismatic cautery heated to whiteness, extending from the 
middle of the buttock over the joint, avoiding the skin upon the trochanter ; 
and upon the skin behind the trochanter the flat of the iron is to be firmly 
pressed, for the purpose of making an issue. The burnt part is to be 
covered with soft linen, and, in severe pain, with anodyne bread poultices. 
When the slough has separated, the discharge is to be kept up with irritat- 
ing ointments, of which, ung. sabin. is best. For the purpose of making 
an issue, a tolerably large patch behind the great trochanter is to be rubbed 
with caustic potash, slightly moistened, until the skin is brown (1). After 
some days the crust falls off, and a sufficient quantity of peas are to be 
introduced to keep up the suppuration. The suppurating part must be 
frequently touched with caustic. | 

Repeated and perpetual blisters, rubbing in tartarized antimony oint- 
ment, as also the application (2) of hot steam (a), and the introduction of a 
seton through the skin (3), especially in the region of the groin, if the pain 
more attack this part, and extend along the crural nerve, (Forp, Bropip, 
Larrey, and others,) may reasonably be regarded as inferior to the more 
powerful means before mentioned. 


The result of the burning is often remarkably quick. Rusr objects to the use of 
caustic, that by its destructive operation on organic matter it does not produce sufficient 
excitement to effect an alteration of the soft and hard parts of the joint ; numerous obser- 
vations, however, prove the efficiency of issues. In the comparison of these two remedies, 
the momentary and severe operation of the hot iron is not merely to be considered, but 
the continued derivation, which is better supported by the issues than by the actual 
cautery. I therefore give the preference, in the second stage, to issues, if there be not 
great lengthening of the foot; but I prefer the actual cautery, or the burning cylinders, 
(recommended by ALBErs, Larrey, and others,) in all cases where the limb is much 
lengthened, the muscles relaxed, and where there is great swelling from collection of 
fluid. Vorrr (b) has not observed any effect from the application of the actual cautery, 
when the signs or precursors of coxalgy were first manifested not at the hip but at the 
knee-joint. 

[(1) Bropre’s observation, that “the good derived from the issue does not seem to be 
in proportion to the quantity of pus discharged from its surface,” will, I am sure, be 
admitted by every one who is frequently in the habit of using them; and I fully agree 
with the opinion, “that sometimes more abatement of the symptoms is-produced in the 
first few days after the caustic is applied, and before the slough has separated, than in 
several weeks afterwards,” which, I presume, depends upon the fresh irritation pro- 
duced by the new issue upon the skin; whilst, on the contrary, when an old issue is 
long kept up in one spot, the parts accommodate themselves to the intrusion, and after a 
certain period the issue is, as it were, naturalized, and causes no further inconvenience, 
and, consequently, no more benefit, as it fails to keep up the irritation required to create 
a diversion from the disease in the hip-joint. “This circumstance,” says Bropig, first 
led me, instead of employing beans for this purpose, to keep the issue open simply by 
rubbing the surface occasionally with the caustic potash, or with the sulphate of copper ; 
and, after an extensive trial of both methods, the latter has appeared to be decidedly 
preferable to the former. The pain produced by the caustic 1s very considerable, but 
the relief of the symptoms is such, that I have known patients to be in the habit of 
making the application themselves, saying, that “they knew they should be better by 
the next morning.” Besides, the issue managed in this way is more easily dressed than 

(a) Die Dampfmaschine, ein neues Heilmittel, ken; in Dzonpr’s Aisculap., vol. i. p. 875 pl.i.1l. 


oder jiber die Anwendung des Strahls der heissen = Leipzig, 1821. 
Dampfe des siedenden Wassers zu artzlichen Zwek- (b) Above cited, p. 30. 
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where beans are used; and the inconvenience arising from the beans slipping out under 
the adhesive plaster, and from any accidental pressure of them against the sore surface, 
is avoided.” (pp. 148, 49.) I have not any practical experience of this plan, being 
always in the habit of using glass beads, which quietly rest in the cavities they soon 
form for themselves, and when the wounds are disposed to heal, 1 brush them over 
slightly with caustic potash, which I have not found to give very much inconvenience ; 
but I think Bropre’s plan is likely to be preferable.—s. F. s. 

(2) A very clever but simple apparatus for local steam-bathing invented by Duva1(a), 
has been used in some of our hospitals for the last few years, and well deserves being 
more extensively adopted, on account of the facility with which it can be employed and 


the great benefit attained by it, especially in chronic diseases of the joints. “ It consists 


of a reservoir for the water, capable of containing a little more than a pint, supported 
upon three metallic rods, and having a coverlet, which is furnished with two openings, 
one at the centre and one towards the side. From that in the centre arises a tube, 
terminating in a hollow globe, having attached to it and communicating with its interior 
three short branches, furnished with movable lids. A similar branch is connected 
with the opening at the upper edge of the reservoir. Beneath in a pan, supporting the 
parts already described, is placed a spirit-lamp, having four burners, and these, when 
lighted, quickly vaporize the water in the reservoir above. The steam is then con- 
ducted to the globe, and thence by means of short pipes slightly curved, and which may 
be connected with any one or all its branches at pleasure, to the part of the body 
required. The force and the quantity of vapour expelled is regulated by a key at the 
side of the principal cylinder, and which will diminish or enlarge its diameter, much 
on the principle of the ordinary stop-cock, while its escape upwards is entirely and in- 
stantly prevented by exposing the opening at the edge of the reservoir. The way in 
which it is used for joints is as follows: the patient covers the wrist, for instance, with 
a piece of flannel large enough for its edges to fall on a pillow, which is placed to sup- 
port the fore arm. The nozzle of one of the tubes is then placed beneath the funnel, 
and the steam allowed to escape. The joint thus enveloped in steam has usually been 
allowed to remain for about half an hour; the application being made once a day or 
oftener, as the circumstances require. It may be also used as a vapour-bath, thus: the 
patient lies supine in bed, and three or four arches of wood or other convenient materials 
are placed across the body, so as effectually to raise the blanket from any contact with 
it. The apparatus is supported on a stool at the foot of the bed, and one of the pipes 
allowed to project into the arched cavity, which soon becomes filled with vapour. In 
this way all the inconveniences attending a removal to and from the bed are of course 
got rid of.” (p. 205.) 

(3) “The objections which may be urged,” says BroptE, “ against the application of 
caustic to the skin of the groin do not hold good with respect to a seton in this situation. 
I was led to adopt this treatment some years ago, partly from observing that the skin 
of the groin is nearer to the hip-joint than the skin elsewhere; partly from an expecta- 
tion (though not a very confident one) that the making a seton over the trunk of the 
anterior crural nerve might be particularly calculated to relieve the pain referred to 
those parts to which the branches of that nerve are disturbed. The results of this prac- 
tice more than realized whatever hopes I had entertained of its success. In many cases 
the seton occasioned very speedily a complete relief of the pain. In other cases, indeed, 
it failed in producing the like good effects; but these cases have borne only a small 
proportion to those in which it has succeeded. On the whole, I am led to conclude, 
that where the pain is very severe, the seton in the groin is more calculated to afford 
immediate relief than the caustic issue; but that it is not so efficacious in checking the 
progress of the disease, as it is in lessening the violence of its symptoms; and that the 
caustic issue can be better depended on for the production of a cure.” (pp. 150, 51.)] 

244. The good effects of this treatment is shown by the diminished pain, 
and by the gradual return of the foot to its natural length. Its effects are 
to be assisted by rubbing in, at the same time, mercurial or iodine ointment. 
The observance of complete rest is here also indispensable. If, from this 
improvement, there should be again a relapse without any decided cause, 
the prognosis is very unfavourable. The repeated application of the actual 


cautery is sometimes effectual. When all symptoms of the disease have sub- 


sided, the patient must still be kept quiet for a long while, and the suppu- — 


rating parts must not quickly be checked. During convalescence sulphur 
(a) Provincial Med. and Surg. Journ., Dec. 1840. 
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baths may be advantageously used, and issues inserted in the arm to keep 
up continual derivation. 

In this stage, also, I do not consider the use of warm bathing proper, (Rust, BRropre, 
and others,) on account of the motion therewith connected. The use of mercurial oint- 
ment has been prescribed in various ways: Frrrz (a) employs Louvrier’s treatment, 
but not so as to produce salivation; Rusr rubs in daily one or two drachms ; J mcerr justly 
considers this as too strong a dose, inasmuch as it frequently produces too speedy sali- 
vation, which, in scrofulous subjects especially, is always to be avoided; he therefore 
rubs in mercurial ointment, in increasing doses from ten to sixty grains, to which he 
adds about five grains every three or four days, so that altogether from one to three 
ounces are used ; and, when salivation has commenced, he changes it for iodine or white 
precipitate ointment. 

[ Bropie very justly lays great stress not only on rest but also on the patient’s position. 
He says (b) :—* When the cartilages of the hip are ulcerated ,the patient should be con- 
fined to his bed or couch, being never allowed to move from it on any occasion. If left 
to himself, he is generally inclined to lie on the side opposite that of the disease. There 
are, however, good reasons why this position should be avoided, if possible. It neces- 
sarily distorts the pelvis and increases the disposition to a lateral curvature of the spine. 
It also, in those cases in which the round ligament of the joint is destroyed, facilitates the 
escape of the head of the femur from the acetabulum and the production of dislocation. 
Something may be done towards preventing this last by interposing a pillow or thick 
cushion between the knees; and it is difficult to do more than this, after the patient has 
already been lying on his side for a considerable time: otherwise he should be placed 
on one of the bedsteads invented by Mr. Earxr, lying on his back, with the shoulders 
and thighs somewhat elevated and the latter as nearly as possible parallel to each other. 
On some occasions, however, it isconvenient to fix the pelvis by a strap or bandage, 
passing over it, from one side of the bedstead to the other; and even the thigh may be 
fixed in thesame manner. At a later period when, in consequence of the extensive de- 
struction of the articulation, the muscles begin to cause a shortening or retraction of the 
limb, I have found great advantage to arise from the constant application of a moderate 
extending force, operating in such a manner as to counteract the action of the muscles. 
For this purpose an upright piece of wood may be fixed to the foot of the bedstead, op- 
posite the diseased limb, having a pulley at the upper part. A bandage may be placed 
round the thigh above the condyle, with a cord attached to it passing over the pulley 
and supporting a small weight at its other extremity. I will not say that the effect of 
such a continuance is to prevent the shortening of the limb altogether; but I am satis- 
fied that it will, in a number of instances, render it less than it would have been other- 
wise, at the same time preventing, or very much diminishing, that excessive aggravation 
of the patient’s sufferings with which the shortening of the limb is usually accompanied.” 


(pp. 145, 6.)] 

245. ‘The general treatment in the first two stages of coxalgy is directed 
by the degree of the inflammation, and the nature of its cause. In severe 
acute inflammation, whether the origin be traumatic or otherwise, more 
than proper antiphlogistic treatment and attention to diet is superfluous. If 
the inflammation be chronic, the choice of internal remedies is to be directed 
according to the cause. In rheumatic and scrofulous patients, I have always 
found cod-liver oil in increasing doses, and, in torpid scrofulous subjects, 
the internal use of iodine, (after Lucou’s plan,) the most efficient. We 
may consider that both these causes are combated by the various remedies 
which have been recommended in coxalgy. 

J£GER recommends tartar emetic in large or small doses, ZIrrMANNn’s decoction in 
divided doses; Rust, D1rEFFENBACH, and others, use cod-liver oil; also the decoct. 
ballote lanate, the extract. pampinorum vitis vinifere 3j. to 3ij. daily, or a saturated 


decotion, or the recently expressed juice, (FRANK, Rust, and others,) calomel, kermes 
mineral, sulphur. aurat., turpentine, and so on. 

Fricks recommends, in coxalgy, (in the above given sense, ) rest and fixing of the limb 
by an apparatus. If the thigh remain longer, this passive treatment is not sufficient, 
and a two-fold condition must be distinguished; Ist, an irritable state of the nervous 
system, in which the patient complains of this and that, has disturbed digestion, chyli- 


(a) Salzb. Med.-Chir. Zeitung, 1828, No. 37. (6) Third Edition. 
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fication and assimilation, and stoppage of the bowels, for which mild purgative remedies 
of various kinds, warm baths, and, locally, warm poultices must be used; 2nd, muscular 
weakness, —for which there should be advised, as most efficient, rubbing in volatile 
ointments, blisters, plasters of tartar emetic, dry cupping, stimulating baths, and steam 
of hot water, moxas, and actual cautery applied superficially only. 


246. If the head of the thigh-bone become displaced, and the disease 
arrested, an artificial joint may be produced by continued rest; and, 
when the patient begins to walk, he must support the foot as much as pos- 
sible, at first with crutches, and afterwards with a high shoe correspond- 
ing to the shortening of the extremity. The great degree of lameness, and, 
in children especially, the frequent contraction of the thigh, have led some 
to attempt the reduction of the luxation ; and the results which have thereby 
been obtained, are well suited to determine on careful attempts at reduc- 
tion, and then to keep the limb in a straight position, which is best done 
with Hacrporn’s apparatus for fracture of the neck of the thigh bone. 
If the reduction cannot be effected, we may attempt to keep the limb in 
its proper place, and the head of the bone in the neighbourhood of 
the socket, by gentle, gradually increased, and continued extension, by 
means of the apparatus just mentioned, or of some other kind, and so 
decidedly improve the direction and length of the limb in the course of 


the cure. 

Owing to the nature of the circumstances under which the reduction is here attempted, 
it frequently does not succeed ; and, indeed, when not employed with the greatest. cir- 
cumspection, very serious consequences may ensue. But, upon these grounds, to reject 
these experiments, and to consider their success impossible, (PETIT, CALLISEN, and 
others,) or to imagine that if they actually succeed, the head of the thigh-bone cannot be 
fixed in the hip-socket, is opposed, according to J HGER (a), to all the under-mentioned 
observations. Brrpor (5) reduced, by pressure, the head of the thigh-bone, dislocated 
upwards ; HaGEeN (ec), by means of RavaTon’s reductor. FicwEr (d) and THILENIUs (e) 
relate similar cases. MoziLewsky (f) undertook the replacement thrice with success ; 
in the first case he succeeded in a luxation of several inches, and of several weeks’ stand- 
ing, without difficulty, but it was necessary to maintain it by constant pressure; in the 
second, it was not until after nine months’, and, in the third, after five weeks’, continued 
extension. SCHNEIDER (q) replaced the head of the thigh-bone, but it was always 
again dislocated, in spite of the splint which he applied. B. Heine (h) employed con- 
tinued and gradually increased extension for a year, in a girl eleven years old, who had 
a spontaneous luxation of eight years’ standing, with a shortening of three inches, and a 
considerable lateral curvature of the spine ; the head of the thigh-bone not only retained 
its place in the joint, but the thigh moved as perfectly as the other, so that the girl could 
dance. F,. Humpert and M. N. Jacqurer (2) profess, by means of a proper apparatus, 
to give to the short limb similar length with the healthy one, to restore the head of the 
bone to the socket, and to confine it there till, by increased muscular energy, the neces- 
sary connexion and firmness are attained. TExTor’s observation ofa case of long standing 
dislocation of the head of the bone, being driven back into the joint by a fall upon the 
rump, is extremely interesting: this he himself related to me. Voupi, ScHREGER, 
von WINTER, Harzess (/), and Fricke (/), have recommended gentle and continued ex- 
tension, with proper fixing of the limb. There would be always decided advantage if, in 
cases in which replacement does not succeed, the head of the thigh-bone were brought 
down from the back of the hip-bone into the ischiatic pit, and there fixed. J. HEINE (m) 
has communicated most interesting and successful observations upon four cases in which 
he happily effected the reduction with permanent success. In one case he had the oppor- 


(a) As above, p. 597. (i) Essai et Observations sur la maniére de ré- 
(b) Act. Helvet., vol. iv. p. 236. duire les Luxations spontanées ou symptomatiques 
(¢) Wahrnehmungen. Mietau, 1772. de l’Articulation Ilio-femorale, méthode applicable 
(d) Salzb. Med.-Chir. Zeitung, 1807, vol. iv. aux Luxations anciennes par cause externe. Paris, 
. dsl. 1835. Atlas folio. 
_ (e) Hurrenanp’s Journal, 1816, May, p. 102. k) Jahrb. der deutschen Medicin, vol. iii. parti. 
(f) ScureGerR ; in Horn’s Archiy., 1817, vol. i.’ 1) Fiinfter Bericht iber die Verwaltung des allg. 
- 316. Krankenhausses zu Hamburg. 
(g) Chirurgische Geschichten, Chemnitz, 1763, (m) Ueber spontane und congenitale Luxationen, 
vol. ii. p. 77. u.s. Ww. Stuttgart, 1842. 


(A) Jae@ex, above cited. 
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tunity, after the subsequent death of the patient, to examine, by dissection, the reduction 
and condition of the joint. 


247. Ifcollections of pus take place, which are often very far spread, and 
accompanied with much pain and increased hectic consumption, they must 
be opened with a sufficiently large cut, and care taken in the application 
of warm poultices for the proper escape of the pus; and the powers of the 
patient are to be kept up by tonic remedies and good diet. In scrofulous 
persons, the cod-liver oil is particularly advantageous. If collections of 
pus take place after acute coxalgy, a speedy cure often takes place under 
the preceding mode of treatment. ‘The same course must be pursued with 
fistulous passages. 


Different opinions are held as to the treatment of these abscesses, in reference to their 
dispersion by the application of caustic (Forp, ) of seton (WEND, VAN DER Haar,) of actual 
cautery (Rust.) Broptz and Jmcer have never seen any result from the actual cautery, 
and my experience is the same. The greatest number of Surgeons leave the opening of 
these abscesses to nature, in which case the pus flows out more slowly, and the hectic con- 
sumption does not increase in the same degree as in the artificial opening: they advise 
only, in great and continued tension, and constant uncontrollable pain, a simple puncture ; 
whilst others recommend an early opening. The aperture itself is advised to be made 
by caustic, (SaBarier, Ficuer,) by the red-hot trocar, (LARREY,) and by the actual 
cautery (Rust.) The latter further recommends drawing a seton through the whole 
joint, by means of a trocar and an edged probe, in order that, after remaining there a 
few days, it may produce a severe inflammatory process in the deep-seated parts, a mode 
of proceeding which is certainly more likely to hasten death than improvement. Larger 
incisions, as recommended specially by Broprr, Jacerr, and others, have certainly the 
preference over the above-described mode of treatment, and more simply and satisfac- 
torily support nature in throwing off the diseased bone, and so on. Injections of decoc- 
tion of bark, of oak bark, or of walnut leaves, with tincture of myrrh, turpentine, and 
so on, are useless, and nearly always injurious. 

[As regards the opening of abscesses at the hip, Bropre notices, that “an abscess con- 
nected with any joint, but particularly one connected with the hip, does not form a 
regular cavity, but usually makes numerous and circuitous sinuses in the interstices of 
the muscles, tendons, and fasciz, before it presents itself under the integuments. It is, 
therefore, less easy to evacuate its contents, than those of an ordinary lumbar abscess ; 
and, indeed, it can seldom be emptied without handling and compressing the limb, in 
order to press the matter out of the sinuses in which it lodges. But this is often attended 
with very ill consequences. Inflammation takes place of the cyst of the abscess, and 
pus is again very rapidly accumulated. Small blood vessels give way on its inner sur- 
face, the bloody discharge of which, mixed with the newly secreted pus, goes into pu- 
trefaction, and exceedingly irritates the general system.” (p. 160.) He, therefore, 
states :—“ The practice which has appeared to me to be, on the whole, the best, is the 
following :—An opening having been made with an abscess lancet, the limb may be 
wrapped up in a flannel wrung out of hot water, and this may be continued as long as 
the matter continues to flow of itself. In general, when a certain quantity has escaped, 
the discharge ceases; the orifice heals, and the puncture may then be repeated some 
time afterwards ; but where the puncture has not become closed, I have seldom found 
any ill consequences to arise from its remaining open.” (p. 161.) 

On the whole, I think it preferable not to meddle with abscesses of the hip-joint, un- 
less they excite much constitutional irritation, until the skin is on the point of ulcerating ; 
then they may be punctured, and rarely untoward symptoms follow.—J. F. S.] 


248. If, under this treatment, the general and local condition improve, 
if separate pieces of bone are thrown off, which are removed in the usual 
way, one or other opening, however, generally remains fistulous, and may so 
continue, without detriment, for years ; often closing after repeated separa- 
tions of bone, or, in younger persons, they close on the approach of puberty. 
If the carious destruction, however, continue, and the hectic consumption 
be in no way checked, examination must be made with the finger merely, of 
the caries of the head of the thigh-bone, and if the soft parts are not too 
much undermined and destroyed, the cutting off the head of the thigh-bone ; 
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and, in greater destruction of the soft parts by the burrowing of the pus, 
provided the powers are not too much exhausted, the exarticulation of the | 
thigh-bone is the only, although very doubtful, means for the possible - 
recovery of the patient. The circumstance of the hip-socket being usually 
affected in carious destruction is principally against this operation. 


The amputation of the head of the thigh-bone (as recommended by J@cErR) has been 
proposed by KirKLAaND, RicHTER, and VERMANDOIS, instead of the more dangerous 
exarticulation, was successfully performed by WHITE, and, without benefit, by Hewson. 
Kerr and Barros performed the exarticulation of the thigh-bone without advantage. In 
both cases the hip-bone was affected; in Barros’s case, however, death occurred three 
months after, and when the wound was perfectly healed. CHarLEs BELL’s proposition (a) 
to saw through the neck of the thigh-bone, in order to produce anchylosis by the quietude 
of the head of the thigh-bone (!) is decidedly less suitable. 

[CouLson mentions ,as an instance of spontaneous reduction of a thigh-bone dislocated 
by hip-disease, the following case, communicated to him by Barry of Richmond. It 
will be seen, however, from the account, that the replacement was not effected sponta- 
neously, but rather by the nurse lifting the head of the bone over the edge of the socket 
into its proper place. It is, however, a very interesting— 

Casre.—I. 8., aged forty years, who had been for a number of years employed in car- 
rying the produce of a market-garden to town, and generally by night, and had of late 
years suffered from rheumatism and occasional hepatic derangement, was, in February, 
1836, labouring under the most aggravated form of ulceration of the cartilages of the 
hip-joint, induced by a fall from a cart on the frozen ground about a month before. In 
the following month luxation had taken place on the dorsum ilit ; the head of the femur 
can be felt, and the limb is shorter by about three inches and a half, with a slight inver- 
sion of the foot.” Suitable treatment was adopted, and in the May following extension 
was made for a few days, “to relieve the pain caused by the unusual action of the m. 
glutei, and for about four days the intention was fully answered by these means; but 
the extension becoming a source of irritation, was discontinued two days after, being 
2nd of June; and about seven weeks from the time of extension, while the female at- 
tendant was helping him to turn in bed, with her right hand on the inside of the thigh, 
and her left between the acetabulum and the new position of the head of the femur, the 
bone was felt by her hand rushing past this intermediate space. Next day,” says Barry, 
“I found the limb restored to within half an inch of its proper Jength, with neither 
inversion nor eversion of the foot, and pain gone. The patient says he heard the sudden 
‘snap,’ and exclaimed, at the same time, that mischief had been done! It was, as has 
been seen, unlooked for reduction. In November following, the man walked about on 
crutches, and had not any pain.” (pp. 103, 4.) 

Ducros’s case already mentioned appears to have been cured by continued extension 
for fifty days. | 


Il—INFLAMMATION OF THE SHOULDER-JOINT. 
( Omalgia, Omarthrocace. ) 


249. This disease runs through the same three stages as coxalgy. 

The pain, at the onset a more constant symptom than in coxalgy, is 
tearing, darting at one part or other and descending to the elbow. It is 
felt when pressure is made with the finger in the arm-pit directed forwards. 
The arm wearies with but slight motion, and the pain is increased every 
time it is moved, especially when raised. No disease is distinguishable 
on the shoulder. ‘The pain increases after some time, especially at night. 
The sensibility and weakness of the arm become very great. 

250. Gradually the arm becomes bent at the elbow-joint, and sticks out 
from the body; every movement of it becomes painful: it grows flabby 
and wastes. The shoulder sinks in, and loses its rounded form ; the folds of 
the arm-pit also grow deeper; between them the head of the bone is felt, 
and the arm-pit is more filled. The diseased arm seems longer when com- — 
pared with the healthy one. Often also, the shoulder swells, becomes more 

(a) London Medical Gazette, 1828, Jan. 
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rounded, and the skin itself reddened and hotter. Febrile symptoms ac- 
company the exacerbations which occur at various periods. 

251. If the head of the bone escape from the socket, the curved form of 
the shoulder is entirely lost ; the acromion juts out; in the arm-pit, the 
sunken head of the bone is felt, which gradually softens above towards the 
collar-bone, so that the arm is somewhat shortened and directed backwards, 
and its motion hindered : or, the swelling of the shoulder increases, becomes 
harder and more painful on pressure, and on every motion of the arm. 

Here, as in coxalgy, collections of pus take place, which, in the end, 
burst, and form fistulous passages. Carious destruction of the head of the 
upper arm-bone, of the socket, of the ribs, and so on, occur, and profuse 
‘Suppuration, which destroys the powers of the patient. In favourable 
cases, a new socket is formed for the head of the upper arm-bone, or it 
-anchyloses with the shoulder-blade. 

252. On examination of the joint after death, the cartilaginous covering 
of the head of the bone, and of the socket of the blade-bone, is found either 
partially or entirely destroyed; carious destruction of the bone, which 
generally does not reach far down the shaft of the upper arm-bone; fre- 
quently the head of the bone is swollen up, covered with fungous growths, 
its cells enlarged and filled with blood or yellowish red exudation; the 
capsular ligament and surrounding tissue thickened and loosened up, the 
synovial membrane degenerated ; pus poured out into the cavity of the 
joint, and into the various muscular interspaces. 

253. The etiology, prognosis, and treatment, correspond with those laid 
down in coxalgy. 


IIl.—INFLAMMATION OF THE KNEE-JOINT. 
( Weisse Kniegeschwulst, Tumor Albus Genu, Gonalgia, Gonarthrocace. ) 


254, The pain is at first generally very trifling ; the patient feels rather 
a stiffness of the knee-joint, and the pain only comes on with active motion. 
Sometimes it is confined to one spot, sometimes spread over the whole joint. 
This state may often continue for a long while, with alternate improvement 
and relapse; the pain at last increases, and the joint begins. to swell. Fre- 
qnently the pain is severe from the first, and the swelling soon appears. 
In many cases it is elastic and fluctuating, but has not the form of the joint ; 
in others it yields but little to pressure, and is often so hard that it might 
be taken for bone. In proportion as the swelling of the knee increases, 
the leg becomes more bent; walking becomes very painful, or quite im- 
possible ; the skin over the swelling is shining white, exceedingly stretched, 
and at last bluish through the swelling of the veins. The pain now in- 
creases to a great degree; the swelling becomes at some parts distinctly 
fluctuating ; the skin grows red and thin: it bursts, and discharges thin 
pus, mixed with cheese-like flakes. The openings often close and break 
out afresh. In general, the powers of the patient sink very rapidly; a 
probe passed into the joint shows carious destruction ; hectic fever, with 
colliquative diarrhcea, comes on with more severe pain in the knee-joint, 
and death ensues, if the limb be not removed in proper time. The dura- 
tion of the disease is uncertain. 
__ 255. What has been already said as to etiology applies here. The dif- 
ference in the course of the disease depends on whether it has commenced 
as inflammation of the ligaments and synovial membrane, or as ulceration 
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of the cartilages of the bones. Hence arises the earlier division of white 
swelling of the knee-joint into rheumatic and scrofulous. In the former, 
the disease of the knee is more general, and the swelling occurs more quickly 
after the setting in of the pain; the synovial membrane, and the soft parts 
of the knee, are primarily attacked : in the latter, the pain is fixed to one 
particular spot, and the swelling, which retains the form of the knee, takes 
place later, and is more hard. 

This difference in the swellings of the knee is confirmed by examination 
of the diseased joint after death. The soft and hard parts of the joint are 
often completely changed, and so connected together by a tough thick 
lymph, that they form a perfectly fungous mass. ‘The synovial membrane 
is often inflamed and ulcerated, and the cartilage at the same time dege- 
nerated into a red spongy mass. All the soft parts of the joint are often 
thickened, as is also the cellular tissue on the external surface of the cap- 
sular ligament. The cavity of the joint is filled with brownish flocculent 
fluid. ‘The cartilaginous surfaces are often partially or entirely destroyed, 
and the bones are carious. ‘The head of the shin-bone is more usually 
affected with caries than the joint-end of the thigh-bone. The soft parts 
of the joint may be completely destroyed, and the carious ends of the 
bones exposed. 


[The following is a brief account of the symptoms by which diseases of the knee may 
be distinguished :— 

In synovial inflammation of the knee-joint, the swelling, which at first depends only 
on the increased quantity of fluid contained within, is readily and “ distinctly felt to 
undulate when pressure is made alternately by the two hands placed, one on each side. 
When the inflammation has existed for some time the fluid is less perceptible than 
before, in consequence of the synovial membrane having become thickened, or from the 
effusion of lymph on its inner or outer surface; and, in many cases, where the disease 
has been of long standing, although the joint is much swollen, and symptoms of inflam- 
mation still exist, the fluid in its cavity is scarcely to be felt. As the swelling consists 
more of solid substance, so the natural mobility of the joint is in a greater degree im- 
‘paired. * * * The swelling is not that of the articulating ends of the bones, and there- 
fore it differs from the natural form of the joint ;” * * * depending “ in great measure 
on the situation of the ligaments and tendons which resist the distension of the synovial 
membrane, in certain directions, and allow it to take place in others ;” thus, “the 
swelling” says BroptiE, “is observable on the anterior and lower part of the thigh, under 
the extensor muscles, where there is only a yielding cellular structure between those 
muscles and the bone. It is also often considerable in the space between the ligament 
of the patella and the lateral] ligaments; the fluid collected in the cavity causing the 
fatty substance to protrude in this situation, where the resistance of the external parts 
is less than elsewhere.” (pp. 24, 5.) 

The swelling from synovial effusion is easily distinguishable from the large fluid 
swellings of the bursa of the knee-cap by the latter being always in front and of a 
rounded form, whilst the former is on the sides of the knee-cap. It may, however, be 
confused with collections of fluid in the hamstring tendons, which sometimes occur, 
as those tendons pass on the sides of the joint to their insertion in the leg; but the 
nature of the latter is shown by their more circumscribed extent, and by not undulating 
through the joint.—4z. F. s. . 

The pain in this complaint, though increased by motion, and by pressure with the 
fingers, is not, at least in the early stage, increased by pressing the cartilages together ; 
but when adhesive matter is effused, and the cartilage is ulcerating or absorbing, there 
is pain more or less severe according to the mischief going on. In the pulpy disorgan- 
ization of BRoptE, as already mentioned, (p. 217,) the disease begins with aslight degree 
of stiffness and swelling, without pain, and the symptoms gradually increase. The 
form of the swelling is “less regular, is soft and elastic, and gives the sensation as if it 
contained fluid; * * * but if both hands be employed, one on each side, the absence of 
fluid is distinguished by the want of fluctuation.” (p. 103.) There is not generally 
much pain till abscesses begin to form, and the cartilages ulcerate. The progress of the 
disease is slow. 
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“ When the cartilages of the knee are ulcerated,” says Bropre, “there is pain in the 
affected joint ; at first slight, and only occasional, and, in the early stages of the disease, 
it is completely relieved by remaining in a state of rest for a few days, but it returns as 
soon as the patient resumes the exercise of the limb. By degrees the pain becomes 
constant, and very severe, particularly at night, when it disturbs the patient by con- 
tinually rousing him from sleep. The pain is referred principally to the inside of the 
head of the tibia, but sometimes a slighter degree of pain extends down the whole of 
that bone. The pain is aggravated by motion, so that the patient keeps the limb con- 
stantly in one position, and generally half bent; and he never attempts to support the 
weight of the body on the foot of this side.” It is distinguished from inflammation of 
the synovial “ membrane in this, that the pain in the former is slight in the beginning 
and gradually becomes very intense, which is the very reverse of what happens in the 
latter.” From most other diseases of this joint it differs, in that “the pain in the first 
instance is unattended by any evident swelling, which comes on never in less than four 
or five weeks, and often not until several months have elapsed from the commencement 
of the disease.” (pp. 167, 68.) The swelling Bropre describes to “arise from a slight 
degree of inflammation having taken place in the cellular membrane external to the 
joint, in consequence of the disease within it. The swelling is usually trifling, appear- 
ing greater than it really is, in consequence of the wasting of the muscles of the limb. 
It has the form of the articulating ends of the bones, that is, the natural form of the 
joint. No fluctuation is perceptible, as where the synovial membrane is inflamed, nor 
is there the peculiar elasticity which exists where the synovial membrane has under- 
gone a morbid alteration of structure.” (p. 170.) When ulceration of the cartilages has 
taken place, striking the heel so as to jar the knee, or rubbing the ends of the bones 
together, though but slightly, causes severe pain, and if there be much destruction of 
cartilage, a grating sensation is conveyed along the leg to the surgeon’s hand. “The 
progress of the ulceration of the cartilages,” Brop1e observes, “ varies, with respect to 
time, in different cases; but it is generally tedious. In one case, where violent pain had 
existed in the knee, with little or no swelling, for two years and a-half previous to am- 
putation, I had,” says he, “an opportunity of examining the diseased joint, and found 
the cartilages destroyed for only a small extent; a drachm and a-half of pus in the arti- 
cular cavity, and no morbid appearance of the soft parts, with the exception of a very 
slight inflammation which had been induced in the synovial membrane, and the effusion 
of a minute quantity of coagulable lymph into the cellular texture on its external sur- 
face.” (pp. 174, 75.) 

Since the observations referring to ulceration of cartilage, from pressure of adventi- 
tious membrane, have passed through the press, I have had the opportunity of examining 
with the microscope, both the adventitious membrane and cartilage, in the case of a boy 
aged ten years, whose knee having been affected with disease for four years, was removed 
by the wish of his friends on the 17th of this month, (May, 1845.) In this case I saw 
distinctly the vascular loops in the adventitious membrane, already quoted (p. 232) from 
Goopsir’s paper; and also the peculiar degeneration in the cartilage which my friend 
Rarney has described as follows :— 

“ A vertical section through the joint on one side of the patella exposed adventitious 
membraneous structures, extending from the synovial membrane towards the interior of 
the joint, and lying against the articular cartilage, which was excavated in such a 
manner as to have the exact form of the membrane in contact with it. These structures 
were of different forms and degrees of thickness in different parts of the joint, and 
always continuous with the synovial membrane. 

“ In some parts of the joint, the articular cartilage of the femur, and that of the op- 
posite part of the tibia, were completely destroyed, and the denuded osseous surfaces of 
these bones, connected by a newly formed fibrous structure, which was sufficiently long 
to allow of considerable motion. ‘The free surface of the articular cartilage was, in 
some parts, covered by a thin layer of membrane, which admitted easily of being de- 
tached, in other parts excavated, as before observed; the opposite surface was either 
completely detached, or only loosely connected with the bone. Some abscesses com- 
municated with the joint. 

“ The microscopic examination of the membranous productions showed that they were 
vascular, the vessels forming loops towards the cartilage, which I have observed in 
other cases that have been better injected. But what seems most interesting is, that 
the absorption of the cartilage is preceded by its fatty degeneracy, diminishing in de- 
gree from its free surface to the one connected with the bone. ¢ 

“This degeneracy is first perceptible by the division of the nuclei of the cartilage cells 
into several minute spherical particles of oil. These particles increase as the nuclei 
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lose their natural appearance, and at length the cartilage cells become entirely filled 
with oily matter. Although the microscopic characters are sufficient to show the real 
nature of this matter, I acted upon it with ether, which took up a considerable portion, 
and after evaporating, left it on the glass thus confirming the information derived from 
the microscopic examination. The intercellular matter, sometimes called hyaline, like 
the nuclei of the cells, becomes also converted into oil, the minute particles of which 
are arranged in irregular lines running in all directions, and thus grooving and exca- 
vating the cartilage, they produce its gradual removal. 

“I am disposed to think that this mode of degeneracy of cartilage, by its reconversion 
into a substance more absorbable than itself, and less nitrogenized,—a kind of process 
exactly the reverse or counterpart of nutrition,—has not been observed by those who 
have written upon these diseases.” —Gro. RAINEY. 

In the scrofulous disease of the cancellated structure of the bones, BRoDIE says :—“ Be- 
fore it has extended to the other textures, and while there is still not evident swelling, 
the patient experiences some degree of pain, which, however, is not so severe as to oc- 
casion serious distress, and often is so slight, and takes place so gradually, that it is 
scarcely noticed.” The patient is able to go about often for a long while, hence “the 
swelling, though usually more in degree than it is, at the same period, in those cases in 
which the ulceration of the cartilages occurs as a primary disease, is not greater in appear- 
ance, because the muscles of the limb are not equally wasted from want of exercise. In 
children the swelling is, in the first instance, usually less diffused, and somewhat firmer 
to the touch, than in the adult. * * * Theswelling increases, but not uniformly, and 
it is greater after the limb has been much exercised, than when it has been allowed to be 
in a state of quietude.” (pp. 251, 52.) 

“As the caries of the bones advances, inflammation takes place of the cellular mem- 
brane external to the joint. Serum, and afterwards coagulable lymph, is effused, and 
hence arises a puffy and elastic swelling in the early, and an edematous swelling in the 
advanced stage of the disease. Abscess having formed in the joint, makes its way by ul- 
ceration through the ligaments and synovial membrane, and afterwards bursts externally 
having caused the formation of numerous and circuitous sinuses in the neighbouring 
soft parts, (p. 246.) As the cartilages continue to ulcerate, the pain becomes somewhat, 
but not materially, aggravated. It is not severe till abscess has formed. * * * The disease 
not unfrequently remains in this state for several months, or even for a much longer 
period, without the constitution being materially disturbed. (p. 252-54.) 

“¢ When the disease occurs in those joints which are more superficially situated, as — 
the knee and ankle,’ Bropre (a) says, “ we may be further assisted in our diagnosis 
by observing the character of the swelling by which it is accompanied, and which is 
somewhat peculiar, especially in children, previous to the formation of abscess. It is 
then limited to the immediate vicinity of the affected part, and has a pretty well-defined 
margin. When the disease is in the knee, the child usually keeps the leg a good deal _ 
bent, and the condyles of the femur are seen projecting, of a somewhat globular form, 
and appearing as if they were actually enlarged, although we know them not enlarged 
in reality.” (p. 202.) The principal distinction between this form of disease and primary 
ulceration is the less degree of pain. 

In considering diseases of the knee-joint, it would seem improper to pass over without 
notice that which has been called 

White Swelling.—This term has been so long, and so generally, applied to several 
different diseases of the joints, that its real meaning has been almost entirely lost sight 
of, and it is now only applied, by unprofessional persons in this country, to swellings of 
the knee-joint, of long endurance and great obstinacy ; and even by some continental 
writers, as, for instance, VELPEAU, it has been made to include the whole class of dis- 
orders affecting both the soft and hard parts of joints. though he has chosen to designate 
them with the classical title Arthropathie, (diseases of joints,) which has been coined for 
the purpose, in preference to the other equally mystic name, Arthrite, (inflammation of 
joints.) Yet the term White Swelling, had a special signification, and designated an im- 
portant and dangerous, though not malignant, disease, and, within a few years, its right 
to be distinguished as a peculiar form, has been asserted and proved by Nicoxai of 
Berlin, who published, in Paris, a very clever thesis, entitled Mémoire sur les Tumeurs 
blanches des Articulations ; which he reprinted, in 1832, with little alteration, in Rust’s 
flandbuch der Chirurgie, in the article, Fungus Articulorum. I rather suspect he must 
have been well acquainted with RussELL’s Treatise on the Morbid System of the Knee- 
Joint, in which a very excellent account of white swelling is given ; but he has gone more 
carefully and extensively into the subject, as will be presently seen. 

(a) Third Edition. 
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“ There is, indeed, no country,” says RusseL., “in which white swelling more fre- 
quently occurs than in the island of Great Britain ”’ (p. 53); a remark previously made 
by Gorz, who speaks of it as “ligamenta articulationis genu presertim afficiens mor- 
bus Britannis pree caeteros communis.” (p. 15.) MorcaaGni mentions its unfrequency in 
Italy; and it would seem rare at Vienna, and in many other parts of Germany, where 
scrofula is much less prevalent than in the colder climates of the north. 

RUSSELL says it is called a White Swelling, “ on account of the appearance of the ota 
plaint in its advanced stages, as the skin, in general, remains of its natural colour, 
however large the size may be which the swelling attains.” Or it is named an In-come, 
in consequence of the slow and insidious approach of the attack, as the complaint often 
arises from insensible beginnings, and without any known cause. RussELi’s deserip- 
tion of this disease is well worthy perusal, and if it be not a distinct disease, which, at 
the onset, it seems to me to be, it more resembles the disease of the cellular membrane 
of joints above mentioned, (p. 210,) as described by WickHam, than any other; whilst 
at its termination it has more close connexion with the results of synovial inflammation. 
I shall first give RussEL1’s account of the appearances which the disease presents on 
dissection ; and, though his account of the symptoms are deserving attention, yet, on the 
whole, I think it rather preferable to give Nicoxar’s statement on the latter points, as 
being rather in accordance with the present notions of disease. 

The appearances on dissection “are,” says RussEL1, “in general, sufficiently charac- 
teristic of the complaint. The great mass of the swelling appears to arise from an affection 
of the parts exterior to the cavity of the joint, and which, besides an enlargement of size, 
seem also to have undergone a material change of structure. There is a larger, than natural, 
proportion of a viscid fluid, intermixed with the cellular substance. And the cellular sub- 
stance itself has become thicker, softer, and of a less firm consistence than in a state of 
health. ‘Thus it approaches somewhat to the nature of a uniform pulpy mass, and by 
this means undulates when struck, so as to resemble the obscure fluctuation of a fluid , 
and, when gently and regularly pressed, applies accurately to all the little inequalities 
of the bone, presenting the appearance of a solid, permanent enlargement. The consist- 
ence of the swelling, indeed, varies considerably according to the duration of the com- 
plaint. When the swelling is recent, and has increased rapidly, the glutinous fluid is 
more liquid, and the cells which contain it more distinctly separated, so that the distine- 
tion between the fluid and solid parts is quite evident. But when the swelling is of an 
old date, and has grown by slow degrees, the whole of its substance becomes of a more 
homogeneous consistence, very much resembling a mass of soft cartilage, in which no 
diversity of parts is easily discernible. In this state the substance is too solid to commu- 
nicate to the touch any sensation similar to the fluctuation of a fluid. Another cireum- 
stance which prevents the perception of any such symptom in those old cases, is the 
change which the skin undergoes, as it becomes thicker, firmer, and more insensible, ap- 
proaching somewhat to the appearance which the skin assumes in cases of elephantiasis. 
The capsular ligament would appear to undergo a material alteration in its structure 
very soon after the commencement of the attack. It loses the firmness of its texture, and, 
as the texture becomes looser, the thickness of substance increases.” Gorz says :— Ipsa 
circa articulos ligamenta turgent ac tela quoque proxima ambiens, infarcta ostenditur, sic 
ut simul in densam, fungosam, quasi substantiam, mutentur.” (p. 16.) “The external sur- 
face, too, in place of presenting a bluish colour, with somewhat of a shining lustre, is 
more of a dead opake white. But, in general, the most essential change is to be observed 
upon the inside of the ligament, which becomes covered with a layer of a soft substance, of 
a pale yellowish colour, and semi-transparent. This substance is often nearly one-eighth 
of an inch in thickness; it is commonly very soft on the inner concave surface, and 
firmer on the outer convex part, where it adheres to the inside of the capsular ligament 
with a considerable degree of firmness. In many places there is a very beautiful plexus 
of vessels, and at the interstice, between the surfaces of the femur and tibia, an appendage 
full of olood-vessels, particularly at its edges, frequently insinuates itself to the distance 
of nearly half an inch. This layer of adventitious matter seems to be composed of a 
lymphatic exudation, and, in this respect, may not so far differ from the nature of the 
effusion which forms the external swelling. The greater number of vessels proves the 
existence of a certain state of inflammation.” (p. 30-3.) 

The following is Nicouat’s account of Tumor albus, as he calls this disease :-— 

“The disease has three stages, and runs sometimes a chronic, and sometimes an acute 
course. In the first stage of the chronic form, pain is observed from the very commence- 
ment, increasing on every movement of the limb, and a sensation of wearisomeness 
the joint, and these sensations wander from one place to another. Pressure does not in- 
crease, but rather diminishes, the pain, and, therefore, the patient swathes the limb with 
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a bandage. Motion of the diseased joint is difficult, and increases the pain and sensa- 
tion of fatigue. The colour of the skin is unchanged, nor is there any swelling, but the 
temperature is somewhat increased, and motion of the limb produces crepitation in tho 
joint. The pain and sensation of weariness increase when the patient warms in bed, 
and destroys his sleep. After these symptoms have continued some weeks, and the girth 
of the joint has increased, the second stage sets in. The swelling of the joint is at first 
pale, free from pain, and most so where, at first, the pain was most severe ; it is soft, 
fungous, elastic, and somewhat hotter than the other parts. When pressed no pitting is 
produced, but merely a paleness on the skin. The swelling involves the greater part of 
the joint, and at last engages it completely; the skin appears shiny; the pain becomes 
more severe ; the movement of the limb difficult and painful (a). On account of the pain 
the patient bends the knee, and in this continued position the tendons becomes rigid, so 
that in the end both flexion and extension become impossible. The pain and tension are 
specially situated in the knee-cap; therefore, in motion of the limb, the patient fixes it 
with his hands. The veins glimmer through the shining skin, the whole of which is 
bluish and reddish. If the joint swell, the limb shrivels below it, so that at last it seems 
to consist only of skin and bone, and the skin is exceedingly loose. In the third stage 
some spots of skin become redder and projecting, the veins show more distinctly through, 
the skin here becomes thinner and softer, and fluctuation beneath is felt ; the wasted lower 
part of the limb becomes cedematous, and every part discharges, when opened by nature 
or art, a bloody, puriform, ichorous fluid. If the probe be introduced, the bone is felt 
carious, or deprived of periosteum, or the tendons and ligaments, and may be moved in 
all directions. And now, under continued suppuration of the joint, the well-known 
general symptoms occur with fatal result. In the acute form a rheumatic fever not un- 
frequently precedes the swelling, with wandering pain in all the joints, and, after a day 
or two, the pain and swelling fixes very decidedly in one joint, forming the commence- 
ment of Tumor albus. The joint is red, swollen, and extremely painful, so that it cannot 
bear the least touch or movement ; the skin is shining and burning ; pressure diminishes 
the redness, but leaves no pit; fluctuation is sometimes felt, which depends on much 
synovia. The pain becomes especially severe when the person is warm in bed. The 
swelling occupies the whole joint, and stretches to the neighbouring parts of the limb. 
After some days it acquires its greatest extent, and is often quite extraordinary ; but the 
circumference of the bone is unchanged, and the pain is not deep seated. When the fever 
has continued some days, the fever diminishes, or entirely subsides; the swelling loses 
its rosy colour, does not diminish, but rather increases; is usually soft, pale, and flabby, 
so that the finger when pressed on it causes a pit. The heat and pain subside, and the 
swelling now becomes chronic, as if from acute rheumatism; such is the so-called acute 
rheumatic species of Tumor albus. The joints, rich in cellular tissue and aponeurotic parts, 
and the articular parts are especially attacked by this disease, which, in its subsequent 
course, becomes chronic. 

Anatomy of Tumor albus.—In the first stage of the disease, the soft parts of the joint, 
the cellular tissue which surrounds the tendons and ligaments are very full of blood, 
which is specially collected in the small vessels of the cellular tissue. The latter appears 
to be in large quantity ; at least, there is formed a yellowish white substance which co- 
agulates, resembles lymph mixed with jelly, and is in largest quantity near the tendons 
and ligaments. (At the knee-joint, it appears first on the lateral and posterior, then on 
the anterior, part; at the elbow, on the sides and behind; on the foot, at the sides of the 
ankle.) The deep parts of the joint seem little changed, only the periosteum and synovial 
membrane are redder, and have reddish dots and points; at some parts the synovial 
membrane is thicker, softer, and closely connected with the above-mentioned gelatinous 
mass. In the second stage, the Tumor albus contains, in the cellular tissue and around the 
tendons, a fibrous, thick, tough substance, not unlike lard, in which run white threads, 
connecting the skin to the deep parts. The blood-vessels are less numerous than in the 
first stage ; but injection shows that every white thread is only a large vessel, which, 
on account of the thinness of its walls, rather resembles a vein; the arteries also may be 
distinguished, although, ‘for the most part, they are obliterated. The lardaceous mass is 
softer than the integument and tendons, which parts, although covered with this sub- 
stance, are perfectly healthy ; a proof that the Twmor albus is situated only in the cellular 
tissue surrounding it. In some parts of this substance, especially in the neighbourhood 
of large vessels, blackish-red spots are found, which contain a softer, cheesy, livid matter. 


(a) Rusr observes on this point: “The patient interfered with, and being compressed by an im- 
complains of the sinews being shortened, which is moderate deposit in the cellular tissue surrounding 
explicable by the ligaments and tendons in the them.” — Handbuch, p. 556. 
neighbourhood of the joint having their motions 
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In the third stage, there is always found, beneath the skin, in the cellular tissue, a red 
bloody ichorous fluid; the soft parts, skin and cellular tissue, easily melt, and are like 
jelly ; bones, tendons, and ligaments are found covered with a white cheesy substance. 
The capsular membrane is soft, thickened, and grayish-red ; in the cavity of the synovial 
membrane there is also found a cheesy gray matter, which sticks tightly to its walls. If 
there be ulcers, the bones are stripped of periosteum, rough, and covered with an ichorous 
pus-like matter. The ulcers form fistulas which pass in all directions, backwards and 
forwards through the lardy mass to the bones and cartilages, are lined with a soft mem- 
brane, to, and upon, which, at different parts, large vessels proceed and ramify. The 
mass of vessels is in this stage less than in the two former ; the large veins and almost all 
the arteries are obliterated.” (pp. 149-153.) 

256. The prognosis and treatment are determined by the different seat 


of the disease, according to the foregoing rules. 


IV.-INFLAMMATION IN THE JOINTS OF THE VERTEBRA. 
(Pott’s Disease, Spondylarthrocace. ) 


257. This disease may take place in all parts of the spinal column, and 
its symptoms vary accordingly. 

Sometimes without any cause, sometimes after a fall or contusion, after 
catching cold, or after debility from masturbation, pain occurs in the spinal 
column, which is variable and indistinctly marked, and which increases and 
diminishes, without entirely subsiding. The spine does not present, upon 
examination, the least change. Pressure does not increase the pain. After 
a time, projection of one or more spinous processes is noticed ; the motions 
of the body are unsteady ; the patient can still walk, but he soon tires; the 
pain increases, and fixes itself at the projecting part ; movement of the feet 
becomes more difficult ; they at last lose their sensibility, and become quite 
paralysed ; at the same time there are symptoms of palsy of the bladder 
and rectum (1). According to the different seat of the disease on the lumbar 
‘or dorsal vertebra, the patient has distension of the belly, weight at the 
stomach, pain along the ribs, pain in the lower limbs, shortness of breath, 
attacks of suffocation, and symptoms of phthisis; finally, collections of 
pus appear under the crural arch, in the inguinal canal, in the neighbour- 
hood of the rectum, on the sides of the spine, and so on (2). In such cases 
hectic fever soon destroys the powers of the patient. In rare cases, the 
collected pus makes its way inwards, into the belly, into a bowel, into the 
cavity of the chest, or into the lungs, as I have once seen. 

This disease is often, at first, unaccompanied by pain (3) ; the spinous pro- 
cesses jut out, without the patient suspecting any disease at this place ; 
subsequently he complains of weight in the legs; they soon get tired, and 
suffer spasmodic contractions; collections of pus form more rapidly. Often 
the spinous processes do not jut out, especially if the ulceration be spread 
over a large extent of the spine. In the dorsal and lumbar vertebre, the 
curving of the spinal column usually occurs as an angular projection back- 
wards; sometimes it also projects sideways, sometimes in that direction only, 
and in the most rare cases the projection is forwards (4). 

[(1) Porr says :—“ To this distemper both sexes and all ages are equally liable. * * * 
When it attacks an infant of only a year or two old, or under, the true cause of it is 
seldom discovered until some time after the effect has taken place, at least not by parents 
and nurses, who know not where to look for it. The child is said to be uncommonly 
backward in the use of his legs, or it is thought to have received some hurt in the birth. 
When it affects a child who is old enough to have already walked, and who has been 


able to walk, the loss of the use of his legs is gradual, though in general not very slow. 
He at first complains of being very soon tired, is languid, listless, and unwilling to 
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move much, or at all briskly ; in no great length of time after this he may be observed 
frequently to trip and stumble, although there be no impediment in his way ; and when- 
ever he attempts to move briskly, he finds that his legs involuntarily cross each other, 
by which he is frequently thrown down, and that without stumbling ; upon endeavour- 
ing to stand still and erect without support, even for a few minutes, his knees give way 
and bend forward. When the distemper is a little further advanced, it will be found 
that he cannot, without much difficulty and deliberation, direct either of his feet pre- 
cisely to any exact point; and very soon after this both thighs and legs lose a good deal 
of their natural sensibility, and become perfectly useless for all the purposes of loco- 
motion. When an adult is the patient, the progress of the distemper is much the same, 
but rather quicker. (p. 397-99.) * * * Without this erosive destruction of the 
bodies of the vertebre there can be no curvature of the kind I am speaking of (curve 
forward); or, in other words, that erosion is the sine qud non of this disease; and 
although there can be no true curve without caries, yet there is, and that not unfre- 
quently, caries without curve. Also that the caries with curvature and useless limbs is 
most frequently of the cervical and dorsal vertebre ; the caries without curve, of the 
lumbal, though this is by no means constant or necessary. And that in the case of 
carious spine without curvature, it most frequently happens that internal abscess and 
collections of matter are formed, which matter makes its way outward, and appears in 
the hip, groin, or thigh; or being detained within the body, destroys the patient: the 
real and immediate cause of whose death is seldom known or even rightly guessed at, 
unless the dead body be examined. Further, that what are commonly called lumbal 
and psoas abscess, are not unfrequently produced in this manner, and therefore, when 
we use these terms, we should be understood to mean only a description of the course 
which such matter has pursued in its way outward, or the place where it makes its ap- 
pearance externally. * * * And contrary to the general opinion, a caries of the spine 
is more frequently a cause than an effect of these abscesses.” (pp. 472-74). 

“ After ulceration has gone to a certain extent,” says LAWRENCE, “ the spine bends 
forwards and becomes crooked; but the curvature which is thus produced essentially 
differs in its nature and direction from that of rickety affection of the spine ; the curva- 
ture, in the present case, is always in the anterior direction, while in rachitis it is to one 
side.” (p. 561.) Bropir, however, observes, “this rule must not be admitted without 
some exceptions. A slight degree of lateral curvature is, in some instances, the conse- 
quence of caries, * * * by the bodies of the vertebre having been destroyed on one side 
to a greater extent than on the other.” (p. 311.) 

With regard to the so-called palsy of the limbs in this disorder, Porr remarks :— 
“‘T have, in compliance with custom, called the disease a palsy; but it should be ob- 
served that, notwithstanding the lower limbs be rendered almost or totally useless, yet 
there are some essential circumstances in which this affection differs from a common 
nervous palsy ; the legs and thighs are rendered unfit for all purposes of locomotion, 
and do also lose much of their natural sensibility: but, notwithstanding this, they have 
neither the flabby feel, nor have they that seeming looseness at the joints, nor that 
total incapacity of resistance, which allows the latter to be twisted in almost all direc- 
tions; on the contrary, the joints have frequently a considerable degree of stiffness, 
particularly the ankles, by which stiffness the feet of children are generally pointed 
downwards, and they are prevented from setting them flat upon the ground.” (p. 400.) 

(2) BropiE says :—* There is reason to believe that suppuration takes place at an earlier 
period in those cases in which the disease has its origin in the cancellous structure of 
the bones, than where it begins in the intervertebral cartilages. It is remarkable in 
some cases of this last description, to how great an extent ulceration will sometimes 
spread without the formation of abscess. I have known as many as three bodies of 
vertebra completely destroyed, and the disease to have lasted many years, without 
matter having been formed, * * * We must not however conclude because no abscess 
has shown itself, that therefore no abscess exists. Frequently, in examinations after 
death, we find an abscess in connexion with carious vertebre, which had never presented 
itself externally, but which evidently had existed for a considerable length of time. It 
is not uncommon to find caries of the vertebre going on for two or three years before 
there are any certain indications of the existence of abscess. In one case in which the 
disease was in the vertebre of the loins, an abscess presented itself in the groin at the 
end of eight years ; and in another case, in which the disease was situated in the dorsal 
vertebra, the interval was still longer, not less than sixteen years.” (pp. 253-54). 

Bropir makes the following interesting observation on the disappearance and re- 
appearance elsewhere of abscess, connected with carious spine: “ I have known an ab- 
scess to have descended from the loins, and presented itself as a tumour in the groin. 
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Suddenly the tumour disappeared, and the patient has been led to entertain hopes of a 
speedy recovery. But these have heen soon disappointed, in consequence of the discovery 
of a large collection of matter in the posterior part of the limb, behind the little tro- 
chanter of the thigh. Ina case of this kind, in which I had the opportunity of exam- 
ining the morbid appearances after death, I found that the abscess had taken the course 
of the common tendon of the m. psoas magnus and iliacus internus, to their insertion into 
the little trochanter, afterwards extending further backward, over the inferior edges of 
the m. quadratus femoris.” (pp. 260, 61.) 

(3) “The pain,” says Bropre, “at first trifling, but afterwards more severe, is ag- 
gravated by any sudden motion of the spine; by percussion, or by a jar communicated to 
it in any other way; as by stamping on the ground, striking the foot accidentally 
against a stone, sneezing or coughing. In the advanced stage of the disease the pain is 
sometimes so severe, and so easily induced that the patient cannot bear the slightest 
movement. ‘Yet in other cases there is sometimes no pain whatever in the spine, from 
the first access of the disease to its termination ;” of which he mentions one remarkable 
case, “in which, judging from the degree of distortion, I was,” says he, “ satisfied that 
the bodies of not fewer than four or five of the dorsal vertebra must have been destroyed, 
and that the disease had been going on for several years ; yet he had never been known 
to complain of pain; and the first circumstance which attracted the attention of the 
parents was the angular projection of the spinous processes. This patient ultimately 
died; and, on examing the body after death, a large abscess was discovered lying on 
the surface of the carious vertebra. In another case, in which the disease was supposed 
to have been cured, and the patient had not experienced pain for the two or three pre- 
ceding years, on examining the appearances after death, I found the bodies of the ver- 
tebre still in a state of caries, and an abscess, containing not less than half-a-pint of 
matter, connected with them.” (p. 250.) 


(4) “ When the spine is incurvated forwards,” observes Bropre, “ in consequence of 
the destruction of the bodies of the dorsal vertebra, the angular projection behind is more 
distinct than it ever is where the disease has attacked the vertebra of the neck or loins. 
This is to be attributed to the greater length of the spinous processes in this part of the 
spine, and to the circumstance of their being, in the ordinary position of the parts, in- 
clined more or less downwards. When the curvature is considerable the thorax becomes 
at the same time altered in figure. The diameter of the thorax, from above downwards, 
is rendered shorter, while the other diameters are increased ; so that, while the figure of 
the chest is altered, there is but little difference in its actual capacity.” (p. 257.)] 


958. On examination after death, one or several of the bodies of the 
vertebre are found destroyed by caries; the neighbouring vertebre are 
eaten away and crushed together in front, so that the spinous processes pro- 
ject. A sac is formed of the apparatus ligamentorum anticus, cellular tissue, 
and so on, at the part where the vertebre are destroyed, which contains a 
purulent cheesy mass, and from which openings lead into the external ab- 
scesses ; in these sacs loose pieces of bone often lie. The bones are often 
converted into a spongy mass, which yields to the knife. Sometimes 
the interarticular cartilages especially are attacked, loosened up, and de- 
stroyed. Cireumscribed deep holes are often found in the bodies of the 
vertebra, filled with cheesy matter, and which I hold, with DeLrrcu and 
others, to be tubercles (1). The area of the spinal canal is generally un- 
diminished ; sometimes, however, it is so, and there are traces of chronic 
inflammation, redness, thickening or softening of the spinal marrow, of its 
membranes, and of the nerves passing through them. 

These examinations show that the disease occurs sometimes as a primary 
affection of the cartilages and ligaments, sometimes as a primary affection 
of the spongy substance of the bones themselves. 

(1) Nicuer (a) has endeavoured to prove this view of the disease by numerous exa- 
minations. On the other hand, Jacrr (6) believes that these supposed tubercles are 


merely the modification of pus in the bony cells and beneath the periosteum, or inflamed 
and suppurating lymphatic glands on the spinal column. 


(a) Gazette Médicale, 1835, Nos. 34, 39. (b) Handwiorterbuch, vol. i. p. 572. 
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[The pathological history of caries of the spine is thus briefly recapitulated by 
Bropie (a) :—“ In some instances it has its origin in that peculiar softened, and other 
wise altered condition of the bodies of the vertebre, the appearance of which, in the bones 
belonging to other joints, and which seems to be connected with what is called a scro- 
fulous state of constitution. In these cases ulceration may begin on any part of the 
surface, or even in the centre of the bone; but, in general, the first effects of it are per- 
ceptible when the intervertebral cartilage is connected with it, and in the intervertebral 
cartilage itself. In other cases, the vertebre retain their natural texture and hardness, 
and the first indication of the disease is ulceration of one or more of the intervertebral 
cartilages, and of the surfaces of bone with which they are connected.” (p. 243.) In 
reference to this point Kry (6) observes :—“ In scrofulous ulceration, the intervertebral 
substance is not unfrequently the part in which the degeneration begins ; large masses 
of the fibro-cartilaginous structure degenerate and disappear, cavities containing pus are 
found in its substance, and the broken down fibres surrounding the walls of the abscess 
sufficiently attest the nature and progress of the action.” (p. 140.) On the other hand, 
according to LAWRENCE, “ this disease attacks only the bodies of the vertebre, that is, 
it attacks that part of the bony structure of the spinal column, which is its most frequent 
seat in other parts of the skeleton, the cancellous or spongy part. The processes of the 
vertebra, which are composed of firm or compact bony tissue, it does not attack.” (p. 561.) 

“There is still another order of cases,” says BroprE; “ but these are of more rare 
occurrence, in which the bodies of the vertebre are affected with chronic inflammation, 
of which ulceration of the intervertebral cartilages is the consequence. In whichever of 
these ways the disease begins, if not checked in its progress, it proceeds to the destruc- 
tion of the bodies of the vertebre and intervertebral cartilages, leaving the posterior 
parts of the vertebre unaffected by it; the necessary consequence of which is an incur- 
vation of the spine forwards, and a projection of the spinous processes posteriorly At 
this period of the disease, the membranes of the spinal cord sometimes become affected 
with a chronic inflammation, which may extend even to the spinal cord itself; and when 
there is much incurvation, the latter not only becomes incurvated with it, but actually 
compressed in such a manner as cannot fail to interfere with the due performance of its 
functions. 

“Suppuration sometimes takes place at a very early period; at other times, not until 
the disease has made considerable progress. The soft parts in the neighbourhood of the 
abscess become thickened and consolidated, forming a thick capsule, in which the abscess 
is sometimes retained for several successive years, but from which it ultimately makes 
its way to the surface, presenting itself in one or another situation, according to circum- 
stances. 

“In the advanced stage of the disease, new bone is often deposited in irregular masses 
on the surface of the bodies of the neighbouring vertebre ; and when recovery takes 
place, the carious surface of the vertebra above coming in contact with that of the ver- 
tebra below, they become united with each other, at first by soft substance, afterwards 
by bony anchylosis. The disposition to anchylosis is not the same under all circum- 
stances ; it is much less where the bones are affected by scrofula, than where they retain 
their natural texture and hardness ; and this explains wherefore, in the former class of 
cases, a cure is effected with more difficulty than in the latter. 

“ Occasionally portions of the ulcerated or carious bone lose their vitality, and, having 
become detached, are found lying loose in the cavity of the abscess. It is scarcely 
necessary to add, that the existence of such exfoliations is, of itself, almost sufficient to 
preclude all chance of the patient’s recovery.” (p. 243-45.) ] 


259. The causes of this disease are scrofula, masturbation, rheumatism, 
gout, external violence. Where the complaint arises more from scrofula, 
it seems to originate as a primary disease of the bone; if, on the contrary, 
from gout, external injury, and so on, the cartilages and ligaments rather 
are attacked. 

260. The stealthy progress of the disease must render the medical attend- 
ant very cautious in his diagnosis. Every thing depends upon attacking 
the disease at the onset. If once displacement have happened, the most 
fortunate result is that the swelling of the parts should diminish, and the 
pressure on the nerves springing from the spinal marrow be removed. If 


(a) Third edition. (0) Med.-Chir. Trans., vol. xix. 
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abscesses have already taken place, the prognosis is always very unfavour- 
able; if left alone, symptoms of hectic consumption come on, when they 
burst, and the patient quickly sinks; or they contract to fistulous open- 
ings, discharge but little serous or purulent fluid, and the patient lives a 
long time in a miserable condition. Very commonly no treatment can pre- 
vent this melancholy result. The practitioner must be exceedingly care- 
fal with little children who do not yet walk, because in them the most 
important diagnostic character is deficient. 

To determine more precisely the seat of the disease, various distinguish- 
ing signs have been given. According to CorELAND, great sensibility of 
the diseased vertebre on external pressure, and on rubbing down with a 
sponge dipped in hot water. According to WENZEL, the pain should be in- 
creased by pressure with both hands upon the shoulders acting on the parts be- 
neath, or on the application of volatile irritants, especially caustic ammonia. 
According to ST1EBEL, the situation of the disease is more distinctly shown 
ina warm bath with potash. But all these methods of proof give no decided 
result ; and I have observed, on the contrary, many cases in which, as the 
result proved, no spondylarthrocace was present, although it had been indi- 
cated by these tests. (MELKER) (a). I consider especially important in the 
diagnosis of this disease, the peculiar carriage of the body which often pre- 
cedes, but always accompanies, weakness of the lower limbs. The knees of 
the patient in standing are somewhat bent, and the head inclined backwards, 
so that the neck sinks between the shoulders ; in walking, the arms are bent 
at the elbow-joint and hold to the trunk; the patient always seeks after a 
resting-place with his hands, places them upon the hips, and in stooping, upon 
the thighs; in bed he can turn only with difficulty, and very commonly 
sweats at night. This disease is clearly distinguished from the curvature 
depending on rickets or improper action of the muscles, though it may be 
connected with them. In adults the disease is more dangerous than in 
children. 


In children whose head and the upper part of whose body are very heavy, there often 
appears, when they first begin to walk, a bending of the spine and a weakness of the 
legs, so that they draw them back at every attempt to place themselves erect. This con- 
dition, which depends on weakness of the muscles of the back and the weight of the 
head, may be, as I have frequently seen, mistaken for spondylarthrocace. Careful ob- 
servation of the condition of the body, examination of the spine in the prone position, 
and the projecting curve which the spine forms in sitting and standing, easily determine 
the diagnosis. 

[The distinction between curvature of the spine from caries, and that from rickets, is 
very well marked, and the two can rarely be mistaken. In caries, the spine is always 
bent forwards, and, having usually a sharp abrupt form, is called the angular curvature, 
or, from its direction, the anterior curvature ; and there is rarely, if ever, more than one 
curvature of this kind. But in rickets, as Lawrence well observes, “you never find a 
single turn only in the vertebral column. If the vertebre were weakened in the loins, 
so that the column would bend towards the right side, that must necessarily be followed 
by a bending of the spine higher up towards the left side, in order to preserve the line 
of gravity of the body. If the vertebral column were to bend altogether towards the 
right side, the weight of the head and upper parts of the body could not be supported at 
all. Thus one curvature in the bones of the spine necessarily induces a deviation in 
another part. You sometimes find that you have two, three, or more of these curves ; 
the effect of one compensates for the other; so that, however great the curvatures may 
be, the weight of the upper part of the body still falls upon the pelvis and lower extre- 
mities. The curvature, which takes place in consequence of this condition of the spinal 
column, is on one side, and is commonly called the lateral curvature of the spine, from 
the circumstance that the incurvations are all of them towards the side; so that some- 
times the spine exhibits, under these circumstances, very much the form of the letter S 

(a) Diss. de Medulle Spinalis Erethismo. Francof., 1838. 
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instead of the natural upright appearance. This is an affection which takes place in 
young persons. It occurs during the period that the body is growing, and at the time 
of puberty; when the frame acquires its full strength and solidity, the bones become 
firm and strong, they lose their softened or rickety state; they, however, are not natural 
in their form, and consequently the figure remains permanently deformed.” (pp. 533, 34.) 
In rare cases, however, curvature forwards of the spine also occurs from “a weak condi- 
tion of the muscles, or a rickety affection of the bones,” and upon such examples Brop1e 
observes :—“ In general, in such cases the curvature occupies the whole spine, which as- 
sumes the form of the segment ofa circle. At other times, however, it occupies only a 
portion of the spine, usually that which is formed by the superior and inferior dorsal 
vertebre ; as I have ascertained, not only by examinations during life, but by dissection 
after death. Here the curvature is always gradual; never angular, and thus it may be 
distinguished from the curvature as arising from caries. Nevertheless, I am satisfied that 
these different kinds of curvature, arising from different causes, have frequently been 
confounded with each other; and that some of the cases which have been published as 
examples of caries of the spine, and in which it may, at first, be a matter of surprise that 
so complete and so speedy a cure has been effected, have in reality been cases of an en- 
tirely different malady.” (p. 253.) Bropre refers to some excellent observations of 
Henry Hare (a) on this subject. 


Bronte states that, “as the disease advances, the patient, in some instances, complains 
of pains, which are referred to one groin and hip, such as may lead to the suspicion that 
there is disease in the hip-joint; and, in fact, a very common error (and one into which 
even Surgeons of great experience are liable to fall) is to regard the symptoms of caries of 
the middle and inferior dorsal vertebre as indicating incipient caries of the hip.” (p. 285.) } 


261. The treatment must be conducted in reference to the previous rules. 
At the onset, according to the constitution of the patient, leeches, cupping, 
and internal remedies adapted to the general cause of the disease, must be 
employed. In traumatic inflammation of the spine, cold applications, with 
suitable antiphlogistic treatment, must be used from the beginning. When 
the inflammatory symptoms have been, in this way, diminished, rubbing in 
mercurial ointment and (in scrofulous persons) iodine ointment, are exceed- 
ingly serviceable ; but the most important are continual derivations, most 
conveniently made by several issues of caustic placed on both sides of the dis- 
eased part of the spine (1), or by several suitable long streaks with the actual 
cautery. If improvement take place, and the weakness of the lower limbs 
cease, the issues must nevertheless be kept open for a long time. In 
sluggishness of the bowels, attention must be paid to regulating the mo- 
tions ; in failing of the powers, they must be supported by bark and proper 
dietetic treatment ; and, in retention of urine from weakness of the bladder, 
care must be taken to empty it with the catheter. An attempt to remove 
the deformity of the spine by machinery, and the like, shows an entire 
misunderstanding of the disease, but is necessary, both on account of rest- 
ing the diseased part, as well as to prevent further sinking down of the 
spinal column, to preserve strictly the horizontal position on the back or 
belly during the whole treatment (2). When abscesses are formed, they must, 
if not very large, be left alone; if the caries of the vertebre be brought to 
heal by the application of powerful derivatives, these abscesses often disperse 
of themselves by the pus in them being absorbed and their walls contracting 
to a cord; in rare cases, the pus contained in them may be changed into 
a mass like adipocere. (DupuyrreEn) (6). If these abscesses be very large 
and threaten to break, they must be opened by a single thrust of a lancet, 
emptied of the pus by equable pressure, without permitting the entrance 
of the air, and the opening carefully closed with sticking plaster. The 
edges of the opening soon unite, and the emptying of the swelling, if the 


(a) Edinburgh Medical Journal, Jan. 1815. (6) Lecons Orales de Clinique Chirurgicale; 
Paris, 1832, p. 138. 
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re-collection of the pus should make it necessary, is to be repeated in the 
same way (3). 

Compare B. Sr. Hiiarre (a) upon the symptomatic abscesses which accompany caries 
of the vertebra, and upon the possibility of being able to determine anatomically, from 
the external seat of these depositions of pus, the diseased vertebrae. 

[(1) In regard to the fact “some cases occur in which the caustic issues seem to be 
productive of little or no benefit,” Bropip observes, “ probably it is with diseases of 
the vertebral as it is with those of the other joints, and issues may be of little or no effi- 
cacy where the ulceration of the cartilages is preceded by a scrofulous disease of the 
cancellous structure of the bones; and they may be productive of real benefit where it 
takes place under other circumstances. Nor, if my observations on the subject be well 
founded, is this to be regarded as a merely theoretical opinion. I have repeatedly known 
the greatest relief to follow the establishment of issues where the patient has suffered 
severe pain in the situation of the carious vertebra, presenting, at the same time, no dis- 
tinct indications of a scrofulous diathesis ; while in young persons, with fair complexion 
and dilated pupils, in whom the disease has proceeded with little or no pain, they have 
appeared to be either inefficacious or actually injurious. It appears to me, also, that, in 
caries of the spine, as well as in that of other joints, issues are to be employed only in 
the early stages of the disease with a view to prevent suppuration, and that they are of 
no service after abscess has actually formed.” (p. 268.) With great deference to so high 
authority as Bropre, I cannot agree to the opinion Jast mentioned, as I am quite sure 
that I have several times seen issues extremely useful after suppuration has taken place, 
so that, under their employment, the irritation which has given rise to the abscess has 
subsided, and the disease cured. 

(2) “The mode in which the disease becomes cured is,” says ASTLEY CooPER, “ by the 
upper portions of the vertebra falling on the lower, and, in this way, anchylosing. This 
must be your object in the treatment of this disease. You should keep the spine of the 
child as much as possible at rest; with this view he should be constantly in the recum- 
bent posture, so that the vertebre may be suffered to fall into contact, and, by coalescing, 
effect anchylosis. If you attempt to keep the spine straight, you will defeat the object 
of nature; do not keep the patient in a direct straight line, but rather assist nature in 
producing the union of the vertebre. * * * If the child cannot be kept at rest, if the 
parents are unable or refuse to observe these instructions, the next best treatment will 
be to apply one of CaLLow’s backs, which is worn upon the spine, and fixed round the 
pelvis and shoulders. As to avoiding deformity, that is out of the question; in all 
these cases deformity is inevitable: whatever you do, this cannot be prevented.” (p. 459.) 

“The incurvation forwards,” says LAWRENCE, “is necessary to fill up the deficiency 
produced by the ulcerative absorption. The bodies of those vertebre which have been 
partially destroyed cannot be restored, for, as the spine bends forwards, the upper part 
comes in contact with the inferior, and an imperfect kind of anchylosis ensues ; some 
additional bony matter is thrown out, which attaches the two ends of the chasm, conso- 
lidates them together, as we might say, gives a sufficient degree of solidity to the parts, 
and enables them to sustain the weight of the body above, and to admit of the ordinary 
motions of the spine. The curvature, therefore, here, is really only a necessary part of 
the curative process. The disease cannot be brought to an end with preservation of the 
straight figure of the spine where it has gone to a certain extent; nor when the curva- 
ture has once taken place, will any attempt to restore it succeed.” (p. 562.) 

“ From the first moment,” says Brop1e, “ in which the nature of the case is clearly 
indicated, the patient should abandon his usual habits and be confined altogether to his 
bed or couch. In some instances in which severe pain in the vertebre is among the 
early symptoms of the disease, the patient will submit to the privations which are thus 
imposed upon him with sufficient willingness, while in others nothing but a candid ex- 
position of the ill consequences which may otherwise arise will overcome his reluctance 
to do so. The invalid bedstead, contrived by Mr. Earze, will, in ordinary cases, afford 
the most convenient means of conducting this part of the treatment. The use of it is 
attended with this great advantage, that the patient may be laid on his back, and the 
trunk and thighs may be, from time to time, and within moderate limits, elevated or 
depressed, so that their relative position may be varied without the smallest movement 
being communicated to the carious vertebre. Where, however, the disease has been 
going on for a long time, and there exists already a considerable angular curvature of 
the spine, it is desirable that the patient should recline on his side rather than on his 
back ; or if he finds this in any way inconvenient or disagreeable, he should lie, not ou 


(a) Journal Hebdomadaire, 1834, Decembre. 
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an absolutely flat surface, but supported by cushions and pillows, so that the position in 
which he is placed may have no tendency to restore the spine to its original figure. 
In the management of these cases it is important that we should always bear in mind, 
that without undue interference on the part of the surgeon, the carious or ulcerated sur- 
face of the vertebra above will come in contact with that of the vertebra below; and 
that it is to the union which takes place between them under these circumstances at 
first by soft substance and afterwards by bony anchylosis, that we are to look for the 
patient’s recovery. In artificial straightening or elongating the incurvated spine, we 
necessarily disturb this curative process, and therefore all attempts to do so, whether by 
machinery or by laying the patient in the supine posture on a horizontal board, are to 
be scrupulously avoided (pp. 265, 66). 

(3) Abscesses connected with diseases of the spine so commonly terminate in psoas 
or lumbar abscess, that what has been already mentioned in relation to those disorders 
sufficiently applies here, and, therefore, does not need repetition.—J. F. 8.] 


262. Ina similar way to that in the dorsal and lumbar vertebre does the 
diseased condition come on in the cervical vertebre, and most commonly be- 
tween the head and the first, or the first and second vertebrae, and in the 
synchondrosis sacro-iliaca. In the former case the disease commences with 
a painful affection of the neck, which is increased at night, in damp weather, 
in swallowing large morsels, and even on deep inspiration (1), but may be 
diminished, or often apparently removed, by volatile rubbing and blistering. 
The uneasiness, however, soon returns; bending the head towards the 
shoulders is painful, and a drawing pain extends from the larynx into the 
nape, and even to the shoulder-blade. No change is to be perceived in the 
nape; but pressure with the finger at the union of the first and second ver- 
tebre produces severe pain. Swallowing and breathing are painful, the 
voice is hoarse, the pain is concentrated at the back of the head, and on 
every one of its movements is intolerable. The head at last drops on the 
shoulder opposite the disease, in which position the patient keeps it fixed. 
Symptoms of general illness in different degrees are present. After a short 
seeming improvement the pain returns more severely, and the patient has 
the sensation of the head being enclosed with a cord. It sinks at last in the 
opposite direction, and the patient endeavours to keep in the same posture 
on account of the severe pain. Noise in the ears, deafness, giddiness, con- 
vulsions, partial paralysis, especially of the upper limbs, loss of voice, all 
the symptoms of hectic fever occur, and death often suddenly takes place. 
Fistulous openings in the neck are rare (2). Generally there is not any 
external diseased indication in the neck, except that the patient cannot bear 
the least pressure. 


[(1) Bropie says this pain “is not unfrequently mistaken for the muscular pains and 
stiffness connected with what is commonly called a stiffness from cold. The pain gradu- 
ally increases ; and, according to my experience, is more liable to be severe than when the 
seat of the disease is in the lower part of the spine. * * * Atanearly period the patient 
frequently complains of pains in the arms and shoulders. After some time these pains 
subside, but they are followed by complete paralysis of the upper extremities ; while 
the muscles which derive their nervous influence from the spinal cord below the neck, 
remain subject to the will. In a still more advanced stage of the disease, the paralysis 
extends to the muscles of the trunk, and of the lower extremities. Then there are pains 
in the abdomen, which becomes distended and tympanitic; the bowels being, at the 
same time, obstinately costive. In all cases there is pain in the occiput and temples; 
which is, however, most severe, when the disease is situated in the two or three superior 
vertebre.” (p. 255.) AsTLEY Cooper says, that “when the disease is in the neck, the 
head is the only part of the body, except the vital organs, which retains its power; vo- 
lition is lost in all the parts of the body below the seat of the disease, and the patient is 
reduced to the most abject state of helplessness.” (p. 458. 

t, (2) Abscess connected with diseased cervical vertebre,” BRop1E observes, “ usually 
presents itself among the muscles on the side of the neck. Occasionally it makes its way 
forward, forming a tumour, and afterwards breaking, in the pharynx. I have seen one 
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instance,” says he, “in which the abscess penetrated into the theca vertebralis and the 
whole spinal cord, from its origin to its termination, was bathed in pus.” (p. 255.)] 


963. Dissection shows the periosteum and joint-ligaments of the atlas 
and axis destroyed, carious destruction on the occipital condyles on the 
atlas, and on the odontoid process of the axis; suppuration among the 
neighbouring soft parts ; sometimes blood poured out from the diseased 
vertebral artery ; pus in the cavity of the chest, or diseased changes of the 
membranes and substance of the spinal marrow and brain. 

264. In the spondylarthrocace sacralis, if the disease first appear as in- 
flammation and ulceration of the synchondrosis sacro-iliaca, occurring after 
mechanical violence on the rump-bone, after raising a heavy weight, after 
difficult delivery, or after previous rheumatic affection, there is a fixed pain 
near the rump-bone which is very severe on standing upright : the patient, 
therefore, usually lies, or sits as little as possible ; his walk is very difficult, 
limping, painful ; the position of the back stiff, which is lessened in mov- 
ing; the pain frequently extends through the buttock, in the course of the 
ischiatic nerve to the foot or towards the groin. Pressure upon the syn- 
chondrosis sacra-iliaca, and upon the rump-bone, is painful ; frequently the 
region of the affected joint is swollen. The extremity of the diseased side 
is often stiffened, and cannot be moved without the most severe pain. ‘The 
inflammation is often great, especially after child-birth and severe injury, 
and is accompanied with considerable fever. Ihave observed this condition 
in both joints of the rump-bone at the same time, after difficult labour, in 
which walking was in the highest degree painful, and resembled an alter- 
nate dropping from one foot to the other. Palsy of the lower limbs and of 
the rectum is rarely observed. Abscesses may appeat either externally on 
the synchondrosis, or in the neighbourhood of the rectum. 

265. As to the etiology and treatment of this disease, all applies which 
has been hitherto mentioned. 

The same conditions which have been here described in various joints, may also arise, 
in a similar manner, in all the other joints,—those of the foot, hand, and elbow, and 
require the same treatment. 
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SECOND DIVISION. 


DISEASES WHICH RESULT FROM THE DISTURBANCE 
OF PHYSICAL CONTINUITY. 
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I._SOLUTION OF CONTINUITY. 


A.—RECENT SOLUTION OF CONTINUITY. 
A.—Or Wovunps. 
First Cuaprer.—OF WOUNDS IN GENERAL. 


Bet, Joun, A Discourse on the Nature and Cure of Wounds. 3rd Edit. Edinburgh, 
1812. 


VAN GeEsscHER, Abhandlung von den Wunden. ‘Translated from the Dutch by 
Lorrirr. 2nd Edit. Leipz., 1802. 8vo. 


Ecker, A., Beantwortung der Preisfrage: Welche Ursachen kénnen eine geringe, 
durch scharfe und stumpfe Werkzenge verursachte Wunde gefahrlich oder tédtlich 
machen, Wien, 1794. 


Lomparp, C. A., Clinique Chirurgicale des Plaies faites par Armes & feu. Lyon, 
an XII. 1804. 8vo. 
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1810. 8vo. 
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Pauui, F., Commentatio Physiologico-Chirurgica de Vulneribus sanandis. Goetting., 
1825. 4to.; cum tab. en. ii. 

SERRE, De la Réunion Immédiate et de son Influence sur les Progrés recens de la. 
Chirurgie dans toutes les Opérations. Paris, 1830. 
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sous ses yeux par Manx et Vaittarp. Paris, 1834. 

Sanson, L. J., De la Réunion Immédiate des Plaies. Paris, 1834. 

Travers, BenJ., The Physiology of Inflammation and the Healing Process. London, 
1844, 8vo. 


Jones, WHARTON, Report on the changes in the Blood in Inflammation, and on the 
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July, 1844. 


266. Every sudden division of organic parts produced by mechanical 
violence, and at first accompanied with more or less bleeding, is called a 
Wound ( Vulnus, Lat. ; Wunde, Germ. ; Plaie, Fr.). 

267. Wounds are differently divided, according to the instruments by 
which they have been produced, according to the condition of the wounded 
part, according to their form and direction, and according to their seat. 

268. Wounds are distinguished according to the instruments by which 
they are caused; thus Incised and Punctured Wounds ( Schnitt, feb) (1), 
und Stichwunden, Germ.; Plaies par instrumens tranchans, contondans, 
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et piquans, Fr.) when the division is made by sharp, cutting, or penetrat- 
ing instruments ; Contused or Lacerated Wounds (gequetschte und geris- 
sene Wunden, Germ. ; Plaies contuses et dechirées, Fr.) when the parts 
are divided by blunt instruments, or when they have suffered severe tearing 
and stretching before giving way. 

Every division by cut or stab is accompanied with some contusion of the part; but the 
finer the edge and point of the wounding instrument are, and the more they have acted 
by being drawn along, the less is the amount of contusion ; therefore cut and thrust 
wounds are at the same time contused, if the instrument producing them have not the 
proper degree of thinness and sharpness. 

[ (1) German surgeons make a distinction of incised wounds which we do not com- 
monly use. The Schnittwunde is made by drawing a cutting instrument along the 
part, which is thus divided ; our ordinary expression, a cut, or the phrase, the part has 
been cut, is equivalent to it. The term Hiebwunde implies a wound made by an axe or 
sabre struck into or through a part, and answers to our word, a chop, or the part 
has been chopped. ‘The cut (Schnittwunde) implies the division of a part with the least 
possible injury. The chop (Hiebwunde) may, on the one hand, be effected with as little 
injury as the cut; but, on the other, it may be accompanied with slight bruising, but 
sufficient, strictly, to put it among the most simple kind of contused wounds.—J. F, S.] 

269. According to the condition of the divided parts, wounds are dis- 
tinguished as simple and complicated. Simple wounds are those in which 
the parts suffer no other injury beyond their division, and require only the 
junction of the edges for their union. Complicated wounds are those in 
which there is something wrong in the wounded parts, or in the constitu- 
tion, which requires modifications of the treatment of simple wounds. ‘The 
complications are very various, as depending on many accidental circum- 
stances ; viz., bruising, bad form of wound, bleeding, discharge, or effusion 
of various fluids, loss of substance, the presence of foreign bodies in the 
wound, which act either merely mechanically, or have a special deleterious 
influence on the whole organism, poisoned wounds. Wounds may, in 
their course, be accompanied with active fever, nervous symptoms, and so on. 

270. According to the various direction and depth of the division, they 
are distinguished into longitudinal, transverse, oblique, superficial, deep, 
penetrating, and flapped wounds. 

According to the difference of the wounded parts, wounds are generally 
divided into those of the skin and cellular tissue, of the muscles, of the 
tendons, of the vessels, of the nerves, of the viscera contained in cavities, 
of the bones ; and, according to situation, wounds of the head, neck, breast, 
belly, limbs, and so on. 

271. The symptoms of wounds are pain, bleeding, separation or gaping 
of the edges of the wound, inflammation, fever, and nervous symptoms. 

The pain at first depends upon the injury of the nerves, and afterwards 
on inflammation. It varies according to the kind of division, and the sen- 
sibility of the part and person. 

The bleeding is more or less abundant according to the size and number 
of the divided vessels, and is always greater in cut than in bruised or torn 
wounds. 

The gaping of the edges of the wound at the very first depends on the 
entrance of the wounding instrument, but especially on the elasticity and 
contractility of the parts, and is greater the more the parts were stretched 
at the moment when the wound was made, or the more they were irritated 
during, or after, the wound. 

The division itself, and the admission of the air to the exposed parts, 
excite a general reaction, and increased flow of blood,—inflammation, 
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hence swelling, redness, dryness of the wound, and increased pain. Ac- 
cording to the severity of the wound, the constitution of the patient, and 
the sensibility of the wounded part, is the reaction more or less great ; and 
in proportion to these circumstances does the Sympathetic Fever (Febris 
traumatica, Febris inflammatoria secundaria, Lat.; Wundfieber, Germ.). 
come on in direct relation to the inflammation of the wound. ‘The inflam- 
mation either only attains the degree of adhesive inflammation, and passes 
on, if the wounded parts be kept in close contact, to resolution and adhe- 
sion; or, if the inflammation be greater, or if the parts cannot be united, 
it proceeds to suppuration and, under particular circumstances, even. to 
mortification. The inflammation may have either a simple, erethetic, or 
torpid character, according to the difference of constitution and other cir- 
cumstances. Just so does the nature of the fever differ according to the 
constitution of the patient, according to the prevailing character of the 
disease, and so on; and it may even show an intermitting type. 

The nervous symptoms accompanying wounds are, severe pain, which 
is not proportioned to the inflammation in the wound, restlessness, loss of 
sleep, delirium, convulsions, trismus, tetanus, and so on. The causes 
of these symptoms are morbidly increased sensibility of the whole body 
or of the wounded part, wounds of nerves, aponeuroses, and tendinous 
parts, tying of nerves with vessels, foreign bodies or accumulated and bad 
pus in the wound, foul, damp, and cold air, sudden chills, great loss of 
blood, sympathetic irritation, especially in the bowels, and so on. 

272. The cure of wounds is effected in two ways :— 

Hunter, Mecket (a), and others, speak of three kinds of union of divided parts ; viz., 
by the quick union, by adhesion, and by granulation. In the quick union blood is poured 
out between the two divided surfaces; this coagulates, separates into its constituent 
parts, applies itself to the divided surfaces, and from this moment the union commences. 
The blood dries on the surface, forming a scab which covers the surface of the wound ; 
and from the blood remaining beneath it the new parts are formed, the red parts being 
absorbed, and the coagulable lymph, from which the organs are formed, remaining. 
This union by coagulable fluid is effected without any increased activity of the blood- 
vessels, as the connecting medium is here poured out with the blood. If this, however, 
do not take place, in consequence of the blood, by contact with the external air, having 
either Jost its vitality, or, at least, its capability of becoming organised, and, if the separa- 
tion have existed so long that the open mouths of the divided vessels are closed, then 
inflammation takes place; coagulable lymph oozes either from the half-open mouths of 
the divided vessels or out of the cellular tissue, coagulates, and in it are developed the 
connecting vessels. The quick union takes place even when the parts, on account of the 
blood poured out between them, do not directly touch; in which case the superfluous 
blood is absorbed, the swelling diminishes, and the new vessels spread from the coa- 
gulable lymph and surrounding parts into the unabsorbed blood, of which the red part at 
last disappears. In every cure by the first union there is always, at first, a layer of 
coagulated lymph upon each divided surface, and between these two sometimes a layer 
of blood, forming a middle layer. The union of bone, according to MEcKEL, takes place 
in the same manner ; the out-poured blood being, in this case also, the base of the union, 
the red part is absorbed, and the remainder converted into gelatin. MECKEL, however, 
adds, that the vessels also themselves seem to pour out the direct material of union and 
reparation, their tonicity being altered. 

This view of the process of quick union does not, however, agree with experience, which 
shows that the interposition of a layer of blood between the edges of a wound prevents its 
quick union ; and when, as sometimes happens, a thin layer of blood does remain, by which 
adhesion is not completely prevented, the union does not take place before the blood has 
been absorbed, and till the edges of such wounds in which blood is contained are also 
covered with a layer of coagulable lymph. The blood between the edges of a wound never 
makes anything but an apparent union, which endures, however, but for a short space of 
time. Often, indeed, is the blood between the edges of a wound found completely surrounded — 


(a) Handbuch der pathologischen Anatomie, vol.ii. part ii. p. 47. 
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by a layer of coagulable lymph, poured out during inflammation, and often very difficult 
to be distinguished from it; but the union does not take place until the blood is expelled, 
or removed by absorption. That the coagulable lymph, after the red parts of the blood 
have been absorbed, effects the union, without increased vascular action, is quite improb- 
able. The coagulating fluid which effects the union of wounds is not merely lymph 
poured out in the state in which it circulates, but it is the product of inflammation, which, 
to a certain extent, accompanies the reunion in every stage of its course. That the blood 
has nothing to do with the union is shown by the appearances which are observed in 
extravasation of blood into cavities, especially of the belly. The same objection applies 
also to the union of broken bones, without increased vascular action, which has been put 
forward by Dzonpi (a). 
. [The opinion above stated as to union by the first intention, a term which, according 
to Joun THomson, was first employed by GALEN, is that of Joun Hunrer, and the 
objections to it are substantially those of Tomson. It may also be inferred, though not 
so distinctly stated, that AstLEY Cooper does not believe in the union by the first inten- 
tion, or more correctly, by blood. In speaking of wounds, he (6) directs “ the coagulated 
blood to be completely sponged away from the surface and edges of the wound, the edges 
to be brought together, and a strip of lint or linen moistened with the blood, to be placed 
on the part in the direction of the wound, when the blood by coagulating glues the edges 
together in the most efficient and natural manner ; adhesive plaster is to be applied over 
the lint, with spaces between to allow of the escape of the blood or serum ;” and then 
immediately he adds :—“ In a few hours inflammation arises, and fibrin becomes effused 
upon the surfaces and edges of the wound, by which they become cemented.” (pp. 150, 51.) 
Upon the same subject Travers makes the following pertinent observations :—“ Is the 
blood,” asks he, “ when effused from wounded surfaces, a medium of organised adhesion ? 
or capable of becoming so? I answer in the negative: the question turns upon a delu- 
sion. If the wound be so small as that the effusion of blood is restrained by the adapta- 
tion of its sides, whether naturally falling together, or artificially compressed, the 
separation of its colouring matter is shown by a plentiful oozing of sanies at its mouth 
and the formation of a crust. If, on the other hand, the wound would be of such form 
or size as to present co-aptation, or be attended with loss of substance, the coagulum of 
coloured blood being in proportion, acts as a foreign body, and must be dislodged prior 
to healing. Hence the difference in the time, and often in the mode of healing, ofa 
small gaping wound left to itself, or a wound with loss of substance, and that of a larger 
wound, whose sides are immediately brought and maintained in contact. Thus the ag- 


| glutination of the lips of a small wound, by a thin layer of blood, a merely temporary 


expedient, is no bar to the union, but the contrary, both in respect of hemorrhage and 
union, though never forming the permanent bond. In truth, no wound of any dimensions, 
however favourably situated for the adhesive process, and rapidly united, has not, when 
fresh, a layer or pellicle of blood coating its surface ; not admitting of removal by ab- 
stersion, but insusceptible also of healthy organization. The separation and deposit of 
fibrine takes place distinctly, and after an interval. This is marked even in cases of 
simple division of the solid, but in loss of substance occupies many days; being step by 
step, and only just a-head, or in advance of vascularization.” (pp. 81, 2.) _ “The fibrine 
effused in a state of solution in the liquor sanguinis, only becomes susceptible of organi- 
zation, t. e. capable of permanent incorporation with the living solid, when separated 
from the other constituents of the blood. It is incapable of organization if effused in 
combination with the blood-corpuscles, as in extravasation or hemorrhage. This obser- 
vation is not contradicted by the appearance of vessels in a coagulum, which serves as a 
spurious plasma or bed for the reception of the blood-corpuscle, and the shootings of the 
pseudo-capillaries in an arborescent form ; and which, whether confined by cellular mem- 
brane or a layer of sponge, admits of no further advance towards vital organization, or 
the attainment of the self-preserving and adapting principle.” (p. 162.) 


1. If the wound be simple and the parts not bruised, the edges brought 
into close contact, and the inflammation not proceeding so far as suppura- 
tion, but only to the secretion of albuminous lymphatic fluid, the edges of 
the wound become connected together, and, as the vessels shoot in from 
either side, the union is perfected. Thiskind of healing is called the Quick 
Union (1) (Reunio per primam intentionem, Lat.; Schnelle Vereinigung, 

erm. ; Réunion par premiere intention, Fr.) 


(a) Lehrbuch der Chirurgie. (b) Surgical Lectures edited by TyRRELL, vol. i. 
VOL. I. U 
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((1) The reader will probably be struck with the peculiarity (to us) of the designa- 
tion, “ quick union,” applied to the immediate and more simple mode by which divided 
animal structures unite ; butitis the expression used by the author, and as his translator 
I have no right to vary it, merely because it is a phrase to which our ears are not accus- 
tomed. It is also to be noticed that CHELius employs the expression “ quick union ” 
as synonymous with “union by the first intention,” as may be seen in the preceding 
note, when he enumerates the kinds of union mentioned by Hunter and MrcKkeL. But 
this is incorrect, as it is evident by the term “ quick union” he means the union by ad- 
hesion of HunrTEr and other English surgeons, and not “ union by the first intention,” 
which although enumerated by Hunter as one form of union, has long since been dis- 
carded in this country.—4J. F. s. 

The adhesive inflammation, in connexion with wounds, is thus described by Joun 
Hunter :—*“ It first throws out the blood, as if the intention was to unite the parts again. 
The newly cut or torn ends of the vessels, however, soon contract and close up, and then 
the discharge is not blood, but a serum, with the coagulating part of the blood, similar 
to that which is produced by the adhesive state of inflammation, so that they go through 
the two first processes of union; therefore the use of the adhesive inflammation does not 
appear so evidently in these cases as in spontaneous inflammation.” (p. 368.) 

Although the account of adhesive inflammation given by AstLEY Cooper is not so 
complete as that given by modern writers, who have had the opportunity of employing 
the microscope, yet it is well worthy of attention; and it is to be borne in mind, that 
although the publication of his opinions are only comparatively of modern date, yet are 
they the same which he had for years taught in his class-room. “ When an incision is 
made,” says he, “into a part which has been affected by adhesive inflammation, viZ., 
the cellular membrane, a quantity of serum is found effused around the inflamed part, 
and in the part itself'a yellow and semi-transparent substance having the appearance of 
jelly, though different in its nature. (p. 97.) When adhesive matter has been formed, 
blood-vessels soon enter it, and in a short time it becomes organised ; the vasa vasorum 
are elongated by the force of circulation, and enter the newly formed substance, sending 
out minute ramifications. On cutting into adhesive matter within twenty-four hours 
after it has been deposited, small bloody spots may be seen, marking the future situation 
of the vessels which nourish it; but it is not till ten days after it has been formed, that 
any considerable portion of adhesive matter becomes entirely organised ; for if injected, 
you will not completely succeed through every part of the newly formed substance, until 
ten days after the injury, and not even so soon in certain structures. When vessels 
elongate, they have not the character of arteries in general; they take a serpentine and 
tortuous course. It has been thought that the new vessels originated in the effused sub- 
stance; but they are formed by the elongation of the vasa vasorum of the surrounding 
arteries, which become dilated, lengthened, and serpentine; and the degree of vascularity 
will be in proportion to that of the part subjected to the adhesive process.” (pp. 99, 100.) 

The process of union by adhesion, according to the modern views generally held, is 
thus briefly described by BennetT (6) :— 

«When an incision has been made in the skin, blood flows from the divided capil- 
laries, until they are obstructed partly by their own contractility, and partly by the 
coagulated blood blocking up the cut extremities. The early phenomena of inflamma- 
tion now manifest themselves, the capillaries become distended and engorged with 
blood, and at length exudation or the essential phenomenon takes place. After a time, 
which varies according as the blood more or less abounds in fibrin, the cut surface is 
glazed as it is called, that is, the exudation has coagulated on the surface, and is trans- 
formed into plastic lymph. If now the parts are accurately brought together, little 
more exudation takes place. Cells are formed which rapidly pass into a fibrous form- 
ation and healing or union by the first intention is the result.” (p. 61.) 

“The exuded matter,” says WHARTON JONES (c), “ from being at first serous, comes at 
last to contain a greater or less quantity of fibrine or fibriniform matter (oxyprotein), 
and in this state is a clear viscid fluid, usually called lymph. As this fluid is the same 
as the plasma of the blood, it of course has the same properties, physical and chemical. 
It may remain fluid, or coagulate; and having coagulated, the serum may or may not 
be separated. In the latter case, the exuded matter is gelatiniform ; in the former, the 
coagulum is consistent or diffluent, according to the proportion of fibrine or oxyprotein 
contained in the exuded matter. The serum which is separated, may either be soon removed 
by absorption or collect. Examined microscopically, the recently exuded matter appears 


(a) Lehrbuch der Chirurgie, § 209. (b) Treatise on Inflammation. 
(c) Quoted at the head of the division. 
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quite amorphous, without any trace of organization, except that, when coagulated, it 
may be more or less indistinctly fibrous and covered with oil globules, appearances which, 
however, have nothing in common with the organization which afterwards ensues. 
The corpuscles which the fibrinous matter, very soon after exudation, is found to contain, 


"have been alleged to be the colourless corpuscles of the blood which have escaped from 


the vessels; but this is not the case. As already said, none of the corpuscles of the 
blood pass out along with the exuded fluid as long as the vessels are entire. The cor- 
puscles in exuded matter are new formations, developed after exudation, developed in 
it, in fact, as in a blastema.” (p. 271.) 

Of “ healing by the first intention or adhesion” JONES says :—“ In this case the matter 
exuded on the cut surfaces becomes forthwith, and all of it converted into tissues—cel- 
lular tissue and eapillaries—by which the divided parts are reunited. An epithelium 
or epidermis is then formed on the surface in the ordinary way, and cicatrization is 
completed.” (p. 280.) The formation of the cellular tissue is thus described by the same 
writer :—“There are formed numerous round nuclei (exudation corpuscles) in the 
cytoblastema, which elongate, becoming slender and arrange themselves one after 
another in rows. At the same time the cytoblastema is resolved into flat fibres from 
1-5600th to 1-3700th of an inch broad. On the surface of these flat fibres lie the 
nuclei which become partly absorbed, partly coalesce to form nucleus and elastic fibres. 
The broad fibres either remain at this stage of development, in this state resembling the 
fibres of the middle coat of the arteries, or they split into finer fibrils, begin to curl, and 
become true cellular tissue. Mr. GuLiiver, appealing to the fibrous structure which 
fibrin presents immediately on coagulation, has been led to express doubts as to the 
universality of the application of Scuwann’s doctrine. Mr. GULLIVER is quite correct 
when he says, that he could never see any satisfactory evidence that the fibrils of fibrin 
are changed cells. Direct observation clearly shows that the fibrin is at once formed 
into fibres in the act of coagulating. But Mr. GULLIVER is not correct in adducing the 
fibrous structure of fibrin as an argument against the development of fibres from cells.” 
(p. 273.) The development of new vessels, in fact, is in itself a process of organization 
which presupposes the development or organization of other tissues. New vessels are 
not formed for the purpose of “ vitalizing ” “effusions of the organizable materials of the 
blood,” for such effusions are already vitalized. It is from such effusions that the new 
blood-vessels themselves are developed, and that along with the development or organi- 
zation of other tissues, suchas the cellular. The blood-vessels are formed in order to fetch 
and carry away the materials concerned in the nutrition and further development of these 
tissues. All the best observations on the development of new vessels hitherto, tend to 
the establishment of the proposition, that it takes place in this way. At the same time 
that the new cellular or other tissue is being developed, cells are formed, which coalesce 
with and open into each other, and form net-works of capillary vessels, at first quite 
separate from and independent of the old vessels of the part, with which they only after- 
wards enter into communication, as Mr. HunTeR supposed.” (pp. 274, 275.) 

LAWRENCE observes :—* An objection has been taken to the employment of the term 
inflammation, iu reference to that process by which a recent wound is united ; for, in 
fact, under favourable circumstances, we find the union will take place without the oc- 
currence of any great vascular disturbance of the part. Often you will not be able to 
notice any swelling, redness, heat, or pain; not any of those circumstances which are 
considered necessary to establish the presence of inflammation. In fact, if those cir- 
cumstances occur, that is, if inflammation takes place in the part, recognisable by the 
circumstances which we ordinarily observe as characterizing it, the union by adhesion 
is disturbed and affected. The occurrence, therefore, of inflammation, in its obvious 
and distinctly recognisable character, interferes with and prevents the accomplishment 
of adhesion.” (p. 522.) 

The following is the brief review, by Bennett, of the several opinions now held in 
regard to the formation of new vessels :— 

“Tt is now well understood that the appearance of vessels in colourless tissues, as in 
the conjunctiva, is not owing to their being newly formed, but to the over-distension of 
those which were previously too transparent to be visible. In the exudation poured 
out on serous membranes or on granulating surfaces, vessels which had no previous exist- 
ence are produced, and the manner in which this takes place is not yet definitely deter- 
mined. ‘T'wo views have been advanced : Ist, That new vessels are formed in connexion 
with the old ones, by the escape of a blood-corpuscle, hollowing out for itself a channel 
in the exudation, which subsequently becomes a vessel; 2nd, that the new vessel 
arises independently of the old one, from minute points, which become enlarged, and 
afterwards connect themselves with the old ones. This opinion, which was advanced 
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by Joun Hunter, is most consistent with the researches of SCHWANN, and the known 
mode of development of vessels in the embryo. DorLLINGER and KALTENBRENNER 
consider that new vessels may be formed in both stages. Their mode of arrangement 
in lymph have been shown by the injections of PockELs, and in granulations by those 
of Liston. The difficulty of the inquiry consists in ascertaining how the vascular 
walls are formed previous to that period when an injection can be thrown into them. 
The late observations of Mr. Travers, on the injured web of the frog’s foot, seem to 
confirm the first view above mentioned, whereas those of Hasse, Hentx, Sxopa, and 
KoLeTscHa, on the new vessels of lymph in man, tend to the conclusion that isolated 
extravasations of blood channel for themselves passages in the coagulated exudation, 
which subsequently become vessels, and unite with those previously existing. These 
isolated and star-shaped collections of blood I have frequently seen in recently effused 
lymph, but hitherto have never been able to satisfy myself that they constitute the first 
formation of new vessels. The whole subject demands renewed investigation.” (pp. 
62, 3).] 

2. But if the wound do not at once unite, there exudes, for the first few 
days, from the whole surface a reddish serous fluid, which becomes puru- 
lent: a delicate cellular substance is developed upon the surface of the 
wound which, by the shooting forwards of the capillary vessels into it, 
forms granulations ; these at first are very delicate, and bleed on the slightest 
touch, but by degrees become firmer, draw together towards their middle, 
and thus diminish the extent of the wound; the granulations are covered 
with a delicate cuticle, and a whitish, skinny, imperspirable covering called 
a Scar (Cicatrix, Lat.; Narbe, Germ. ; Cicatrice, Fr.) is produced. This 
is the cure of wounds by means of swppuration and cicatrization (eunio 
per secundum intentionem, Lat.; Heilung der Wunden auf dem Wege der 
Eiterung und Vernarbung, Germ.) 


In all the higher animal organisms the special reproduction of lost parts is dependent 
only on the production of cellular tissue, by means of which the bones may be partially 
reproduced by the deposit of phosphate of lime. The solution of continuity of other parts 
is, however, only replaced by a cellular deposit; which, indeed, may assume a tough 
fibrous structure, but never can acquire the organization of the lost or divided part. The 
opinions, in regard to the reproduction of nervous substance, however, are still very 
various, as will be seen hereafter. 

[« When the adhesive inflammation” says Joun Hunter, “ is not capable of resolu- 
tion, and has gone back as far as possible to prevent the necessity of suppuration, especially 
in those cases that might have admitted of a resolution, as in spontaneous inflammations 
in general, where there has neither been an exposed laceration of the solids, nor, as before 
mentioned, loss of substance, but where the natural functions of the part have only been 
so deranged that it was unable to fall back into a natural and sound state again; or, 
secondly, where it was a consequence of such accidents as the effects of the adhesion 
could not in the least prevent, (as in wounds that were prevented from healing by the first 
or second intention,) then, under either of these two circumstances, suppuration takes 
place. The immediate effect of suppuration is the produce of pus, from the inflamed 
surface, which appears in such cases, or under such circumstances, to be a leading step 
to the formation of a new substance called granulations, which are the third method, in 
the first order of parts, of restoring those parts to health.” (p. 371.) 

«“ Granulations are an accretion of animal matter upon the wounded or exposed surface ; 
they are formed by an exudation of the coagulating lymph from the vessels, into which 
new substance both the old vessels very probably extend, and also entirely new ones 
form, so that the granulations come to be very vascular, and indeed they are more so 
than almost any other animal substance.” (p. 477.) 

“ Immediately upon the formation of the granulations cicatrization would appear to be 
in view. The parts which had receded, in consequence of a breach being made into 
them, by their natural elasticity, and probably by muscular contraction, now begin to be 
brought together by this new substance; and it being endowed with such properties, they 
soon begin to contract, which is a sign that cicatrization is soon to follow. ‘The contrac- 
tion takes place in every point, but principally from edge to edge, which brings the cir- 
cumference of the sore towards the centre; so that the sore becomes smaller and smaller, 
although there is little or no new skin formed. The contracting tendency is in some 
degree proportioned to the general healing disposition of the sore, and the looseness of 
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the parts on which they are formed ; for, when it has not.a tendency to skin, the granu- 
lations do not so readily contract, and, therefore, contracting and skining are probably 
effects of one cause.” (p. 483.) A principal use of the contraction of granulations is, that 
“it avoids the formation of much new skin, an effect very evident in all sores which are 
healed, especially in sound parts. * * * After the whole is skinned, we find that the 
substance, which is the remains of the granulations on which the new skin is formed, 
still continues to contract, till hardly anything more is left than what the new skin stands 
upon. This is a very small part-in comparison with the first formed granulations, and 
it in time loses most of its apparent vessels, becomes white and ligamentous. For we may 
observe, that all newly healed sores are redder than common skin, but in time they be- 
come much whiter.” (p. 485.) 

The following is the very interesting and important history of the process of filling 
up a gaping wound, as described by TRAvERs :—‘“ In a wound with loss of substance, 
which offers the most complete example of organization, the fibrine is very gradually 
deposited, little by little, at its margin, preserving at all points an uniform line of approxi- 
mation to the centre. The margin is elevated, rounded, and opake at its base; its sali- 
ent edge is thin, sharp, and transparent. This presents no appearance of vascularity 
during the process, but the circumjacent vessels are observed to multiply and extend 
their branches of communication or anastomosis. These processes go part passu towards 
the healing of the breach ; the fibrine becoming fuller and more opake where it adjoins 
the original texture, and in the same proportion encroaching upon the void space. The 
wound preserving its figure, continues to diminish as the surrounding parts become 
organised by the production of transparent capillaries from the nearest vessels, in forks 
and arches of communication one with another, parallel for the most part to the margin 
of the wound. These vessels are visible in fine striee before circulation can be detected. 
A single globule is first observed to enter, and this is followed by more, which have only 
an oscillatory motion for many hours, a flux and reflux derived from the impulse of the 
circulation in the parent capillaries, which see-saw movement continues gradually gaining 
in the direction of the nearest neighbouring vessel, into which at length the pioneer 
globules enter in single file. The next stage is the abrupt and rapid occasional transit 
of a globule, or of several isolated globules in succession, through the new channels, just 
as drops of rain course one another down a window-pane in the same track. 

“The conclusion of the process is a regular uninterrupted transition of a file of 
globules, by which a cross branch of communication isestablished. ‘This is the simplest 
example, but the complications of anastomosis proceed in a similar manner. Instead 
_ of the meeting of parent vessels, one new vessel encounters another, and they join and 

divaricate at an angle; or one, meeting another current in an opposite direction, is 
reflected at an angle so acute as to be refluent upon itself to the vessel from which it 
emanated, or to contiguous vamusculi from the same parent; and thus arches and circles 
forming a mesh of anastomosis are established. 

“The nascent blood-vessels appear in the first instance destitute of colour, by reason of 
the paucity of the blood-globules which they convey. When perfected, enlarged, and 
multiplied, they become the nourishing vessels, arteries, and veins of the new texture, 
the motion of the blood being, as they are arteries or veins, conformable to that of the 
original texture. The appearances of vessels striking directly across the newly deposited 
lymph to meet their opposites—of vessels seemingly engrooved in the lymph by a train 
of blood globules pioneering their track—of insular specks and zones in the fibrinous 
deposit, which generate and throw off pencils of vessels for anastomosis with each other 
and with those proceeding from the margin—are doubtless presented at different stages 
of the process; but, being the result of occasional and partial observations, have been 
inaccurately dated and explained. The whole business of organization is of and from 
the margin of the wound ; and it is upon the margin, and its gradually developed orga- 
nization and encroachment, that the healing action is first and last seen, 7. e., until its 
obliteration by the cicatrix. There is no such thing as isolated or independent vascu- 
larization, although appearances exist that convey this impression, as will be afterwards 
shown. The centripetal or convergent arrangement is the presiding and consummating 
genius of the operation; but the inherent contractility of the fibrine, and the primary 
institution of a fuller and freer anastomosis of the nearest marginal vessels, modify the 
process of organization, and render the centre, as it is the most distant point, the last 
vestige of its completion. The loop, fork, or arch, consists of an arteria and vena 
“ comites,” so that the continuity of circulation keeps pace with the extension of vascu- _ 
larization. It is the opening out of the angle of reflection which presents these varieties 
of arrangement at different periods, and explains the purpose of its existence and uni- 

formity.” (p. 76-9.) 
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Bennerr thus describes the process of granulation and cicatrization :— 

« When, however, the lips of the wound remain apart, or there has been loss of sub- 
stance, the exudation is more copious externally than internally. The portion which is 
infiltrated into the tissue surrounding the sore, constituting the inflamed, red, and indu- 
rated margin, is transformed into exudation cells, which, on breaking up, are absorbed. 
Some of these occasionally find their way to the surface, and become mixed with pus- 
corpuscles, a circumstance which probably, with some, has supported the supposition 
that these structures are different stages of one growth. On the other hand, the exuda- 
tion which is poured out externally on the surface of the sore is very abundant, and is 
transformed. partly into the pus-cells, and partly into primary cells, which are, by the 
process of development, converted into fibres, and ultimately constitute the cicatrix.. 
The portions of exudation which are undergoing this process are called granulations. 
As these become more numerous, the amount of pus diminishes, and a greater tendency 
is manifested in the exudation to pass into permanent tissue. At length pus ceases to 
be produced; the whole exudation passes into fibres; a new surface is formed, the which 
contracting, after a time constitutes a cicatrix. In this case a greater amount of fluid 
exudation is poured out on the surface of the sore than into the neighbouring tissues, 
because externally the capillaries are more attenuated, and nothing obstructs the exuda- 
tion. As new tissue is formed, new vessels are also produced, which, in their turn, assist 
in pouring out blood plasma on the surface. Internally the vessels are more uniformly 
supported by dense tissue, and the amount exuded in that direction is not so great. A 
section of a granulating sore at this time presents the following appearances :—Among 
the tissues constituting the edge of the ulcer there is considerable granular exudation, 
with exudation cells and masses. The base is entirely made up uniformly of filamentous 
tissue; above, of cells varying in shape and passing into fibres, and most superficially 
of purulent matter.” (pp. 61, 2.) 

Of “ Healing by the second intention or granulation,’ WHARTON JONES observes :— 
“ This is a slower process than adhesion. The inflammatory congestion persisting, matter 
continues to be exuded. One part of it is converted into cellular tissue and capillaries— 
granulations are composed of these new tissues in process of development; another part 
is converted into pus, which, as above said, serves as a sort of epithelium to the granula- 
tions. As the healing approaches completion, the quantity of exuded matter converted 
into pus becomes less and less, in comparison with that expended in the formation of 
tissues, At last, no more pus being formed, the exuded matter is developed into epithe- 
lium or epidermis, and cicatrization is in this case also completed. As this takes place, 
the granulations contract and become less vascular, by the shrinking and disappearance 
of many of the vessels which existed in them, as is so distinctly observable in the case 
of the cornea, in regard to all the vessels.” (p. 280.)] 


273. The following points are to be noticed in the prognosis of 
wounds :-— 

1. The condition of the wound. The cleaner the division of the part, 
the more easily and quickly does it heal; the more the parts are bruised, 
the more severe is the injury, and the more tedious the cure. Thrust 
wounds are generally not more dangerous than cut wounds; they are, 
however, more frequently connected with bruising and partial division of 
the separate structures; the bleeding is more difficult to stanch, and, if 
quick union do not take place, the fistulous form of the wound easily pro- 
duces burrowing and stagnation of pus. If foreign bodies be in the 
wound, the prognosis depends on the possibility of their removal, or, if 
there be deleterious substances in it, upon preventing their operation upon 
the whole organism. 

2. The age and constitution of the wounded person. In young healthy 
subjects, wounds heal better than in old cachetic persons affected with 
syphilis, scrofula, scurvy, and the like, in whom wounds rarely heal by 
quick union, but, on the contrary, are converted into sores, which assume 
the character of the general disease. 

3. The importance of the injured parts. A wound is more dangerous, 
as the parts affected by it are more important, and the more severe the in- 
jury is in itself. In this respect, wounds are divided into absolutely mortal 
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(Vulnera absolute lethalia, Lat.; Wunden absolut tédtliche, Germ. ; 
Plaies absolument mortelles, Fr.) and accidentally mortal ( Vulnera 
per aceidens lethalia, Lat. ; Wundenzufillig tédtliche, Germ.; Plates 
consécutivement mortelles, Fr.) In the former, cure is impossible, al- 
though the precise period of death may be difficult to determine; in the 
latter, the mortality depends on accidental circumstances, which are 
grounded on the individual condition of the patient, in the improper use, 
or in the absence of artificial aid, and in the complication of the diseases. 
This division of wounds has reference simply to the position of the surgeon, 
not to that of the medical jurist. To this, also, may be referred the ques- 
tion, whether any, or what, permanent injury (damnum permanens) will 
remain after the cure? 

4. The structure of the wounded part. Bleeding is free in vascular 
parts. If the vascular trunks of a limb be injured, the circulation de- 
pends, after the arrest of the bleeding, upon the expansion and increased 
activity of vessels of the second and third order. If this do not take place, 
the part dies. If the artery be only slit, there remains, in most cases, an 
aneurismal enlargement. If the principal nervous trunks of a part be 
torn, the part becomes paralytic and wasted ; at least, it cannot be decided 
whether and when the nerves will again become active. Injuries of nerves 
in general, and especially if the nerve be not perfectly divided, usually 
produce severe symptoms, spasms, convulsions, and the like. Wounds of 
bones are not in reality different from those of soft parts, except that, when 
the periosteum has become much affected, and suppuration has taken place, 
the latter is tedious, and the structure of the bone may become much al- 
tered. Wounds of glandular and secreting organs heal with difficulty, 
suppuration commonly takes place, and the pus is changed by mingling 
with the secreted fluids. Wounds of joints, especially of the larger ones, 
are always very dangerous. 

5. Wounds which penetrate the cavities of our body are dangerous from 
inflammation, from collection in them of blood, pus, and so on; and from 
the injury of some of the viscera which they contain. 

6. Besides these, the mode of life of the wounded person, the following 
up of a proper plan of treatment, and the appearances accompanying a 
wound, are decisive as to its danger. 

974. In the treatment of Wounds, it is especially necessary, the bleeding 
having been stanched, that all foreign bodies should be carefully removed. 
The cure is to be attempted according to the different character of the 
wound, by quick union, or by suppuration and cicatrization, and the symp- 
toms which may come on must be counteracted. 

275. The most perfect knowledge of the form, depth, and direction of 
the wound, of the condition of the wounded parts, and of the presence or 
absence of foreign bodies, must be obtained by examination. A mere glance 
at a wound is commonly sufficient to distinguish the points just mentioned. 
The most favourable time for examining the wound is immediately after its 
infliction, before inflammation has come on, as otherwise the examination 
is more difficult and painful. . It is generally easy in cut wounds, but more 
difficult in stabs and gun-shot wounds. In making the examination, the 
surgeon must be guided by his anatomical knowledge of the parts, the atti- 
tude in which the person was when wounded, the direction and violence 
with which the instrument penetrated, as well as the nature of the matter 
escaping from the wound, and the symptoms which ensued at the time. If, 
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when the wound has been properly cleansed, the surgeon cannot obtain 
satisfactory information, he must use his finger or the probe. Whenever 
it is possible, the finger is always to be preferred, because the feeling with 
it is more perfect, and the examination less painful. Probes for examin- 
ing wounds must be made of silver, furnished with a button at the end, 
suitably thick and flexible. When the patient has been put into the 
position in which he received the injury, the probe, loosely held between 
the fingers, is to be introduced into the wound. If it cannot be found 
out what his position was, the wound must be probed in different directions. 
Without a definite reason and object, the wound is never to be probed, 
because thereby increased irritation, and return of bleeding, and so on, are 
but too easily set up. 

276. The bleeding in every wound requires the greatest attention, and, 
if it be severe the most prompt treatment. The vessels from which the 
bleeding occurs, are either partially wounded or perfectly divided. The 
blood from an artery, if not poured into the cellular tissue, spirts out, 
bright red, frothy, and in interrupted curves; from a wounded vein, dark 
blood flows in an unbroken stream. Arterial bleeding is stopped by pres- 
sure of the vessel between the heart and the wound, but venous by pressure 
on the opposite side of the wound. The bleeding either ceases of itself, 
or is stopped by various artificial assistance. 

277. Nature often stops the bleeding, even from large vessels, by the 
following means :—If the artery be perfectly divided, it retracts into the 
cellular tissue by which it is surrounded ; at the same time, the divided ex- 
tremity contracts circularly. This contraction is not sufficient to arrest the 
pressing stream of blood, which flows from the end of the artery into the 
canal of the cellular sheath, and thence outwards. By the retraction of 
the artery, the cellular tissue connecting it with its sheath becomes stretched 
and uneven at the inner surface of this sheath. In these irregularities the 
blood lodges and coagulates, by which the area of the sheath is diminished, 
and at last completely plugged up. Thecontact of air, and the diminished 
power of the circulation, depending on the loss of blood, seem to assist the 
coagulation. From the divided end of the artery to the next collateral 
branch, the blood stagnates in the canal of the vessel and forms a clot, not, 
however, perfectly filling its area, and only slightly connected with it at 
its divided end. From this cut of the artery, coagulable lymph is poured 
out, which deposits itself between the izner and’ outer clot, and closes the 
mouth of the vessel completely ; at the same time, the end of the artery 
is connected to the surrounding parts by the exuding lymph, and is thereby 
secured against the pressure of the blood. The artery, from its point of 
division to the nearest collateral branch, is gradually converted into a liga- 
mentous structure, of which the canal is completely obliterated: the 
coagulated blood is absorbed; the lymph poured out in the neighbouring 
cellular tissue gradually disappears, and the parts resume their cellular con- 
dition. ‘The same changes also occur in that end of the artery farthest 
from the heart (a). 


The changes which the blood-clot (thrombus) undergoes in the canal of the artery 
are the following: between the fifteenth and thirtieth hours, it becomes bright red in 


(a) Jones, J. F. D., M.D., A Treatise on the EBEL, Tuos., De Natura Medicatrice sicubi Arte- 
Process employed by Nature in suppressing the ria vulnerate et ligate fuerint. Giesse, 1826. 4to. 
Hemorrhage from divided and punctured Arte- AmussaT; in Memoiresdel’Academie Royalede _ 
ries, and on the use of the Ligature ; with Obser- Médecine, vol v. fase. 1. 
vations on Secondary Hemorrhage. London, 1805. Sanson, Des Hemorrhagies traumatiques, avec 
8vo. une pl. col. Paris, 1836. 
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the middle, and especially towards its end, and also in some larger or smaller roundish 
and irregular spots, of a lighter colour on the surface. Vessels shoot into it, which are 
distinguishable with a lens, and can be injected (Srrxyinc, BLanpIN.) Hence the 
clot assumes the appearance of granulations, and has a fleshy colour. The union of the 
clot with the inner wall of the vessel proceeds correspondingly. The extremity of the 
vessel at last loses its texture, shrivels up in the clot, the plastic lymph, which had 
been poured out between the coats of the vessel, is absorbed, and the end of the vessel, 
with the contracted clot, forms a fibro-ligamentous mass which change takes place, in 
small vessels, in from twenty to twenty-two, and in large vessels in from forty to fifty 
days. Gradually, however, the extremity of the vessel, as well as the clot, become ab- 
sorbed up to the next collateral branch, and new tortuous vessels sprout from the vas- 
cular stump, as JonEs, EBEL, and others, have observed. Compare STILLING (a). 

Such is the true description, obtained from careful observation, of the processes by 
which the stanching of blood is effected by nature. All the earlier writers on this sub- 
ject have directed their attention only to one or other of these processes. Thus, Petrr (6) 
thought that a plug of coagulated blood was formed partly within and partly without 
the walls of the artery, which united with the inner surface of the artery, with its 
wounded edge, and with the surrounding parts. Moranp (c) allowed, indeed, the blood- 
clot had some participation in stanching the blood ; but he thought that the circular con- 
traction of the artery, by which its area is diminished, its retraction, and the consequent 
thickening, of its longitudinal fibres, were the most important means. Of the same 
opinion, also, were SHarp, Goocu, K1RKLAND, and others. PouTEau (d) denied the im- 
portance of the blood-clot and the retraction of the artery ; and asserted that the swelling 
of the cellular tissue, and the parts surrounding the wounded artery, opposed the greatest 
resistance to the out-pouring blood. Joun BELL (e) expresses the same opinion. See 
also TEXTOR (f). 


-. HumMet (q) supposes that, besides the processes mentioned, (which he himself does 
not admit,) other circumstances participate in stanching the blood, which are founded 
in the autocrasy of nature, and, in this instance, on the laws of derivation. He points 
out three periods: 1. The coats of the vessels separate from each other, and, therefore, 
proportionally, the blood flows more quickly; 2. The flow of blood is diminished, deri- 
vation begins, the blood-corpuscles cease to flow where they are not wanted, and where 
they only become annihilated; 3. The blood coagulates, the derivation is perfected, the 
bleeding ceases. The shriveling up of the vessels he holds to be fictitious! _ If such teleo- 
logical views have any real meaning, we must seek the causes of the turning back of the 
stream of blood, if the bleeding be of some duration, in the increased vicarious activity 
of the uninjured branches; and when the entire part is removed, we must seek the cause 
in the want of power to draw blood into the distant limb, and in the consequent dimi- 
nished flow of blood. 


~ 978. Bleeding, in partial division of arteries, especially in transverse 
wounds, is rarely stanched by nature. Their complete rupture is rarely 
accompanied with great loss of blood; their inner surface is torn, drawn 
together at several points, and they contain coagulated blood. In punc- 
tured wounds of arteries the blood rarely flows freely through the external 
opening of the wound, but pours out between the artery and its sheath, 
where it coagulates and blocks up the opening of the artery. This 
closure continues for a shorter or a longer time, but, if the arterial wound 
be not closed by the process of adhesive inflammation, or, if the canal of 
the artery be not obliterated, yields to the pressure of the blood which 
pours from the wounded artery into its sheath, and dilates the latter into 
a circumscribed swelling, which gradually increases and pulsates, but the 
pulsation of which ceases, if the artery be compressed between it and the 
heart ; and, if the pressure be continued sufficiently long, the swelling is 
immediately diminished, or it entirely disappears (Aneurysma spurium, 


(a) Die Bildung und Metamorphose des Blut- (d) Mélanges de Chirurgie, Lyon, 1710, p. 299. 
propfes oder Thrombus in verletzen Blutgefassen. y. Principles of Surgery, vol. i. p. 179. 
Eisenach, 1834. f) Grundziige zur Lehre der chirurg. Opera- 


(b) Mémoires de l’Académie Royale des Sciences, tionen. Wiirzb., 1835, p. 37. : E 
A.D. 1731-1735. (g) Inaug. Abh. iiber traumatische Gefassblu- 
~ (c) Ib., A.D. 1736, p. 58. tugen. Wurzburg, 1838. 
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circumscriptum seu consecutivum.) If the blood cannot escape by the ex- 
ternal opening of the wound, it extravasates into the cellular tissue of the 
whole limb, which swells up considerably (Aneurysma spurtum diffusum 
seu primitivum.) 

279. In slight and, especially, in longitudinal wounds of arteries, obser- 
vation proves the possibility of the wounded edges uniting, by the process 
of adhesive inflammation, and the area of the artery being preserved, so 
that after a time no trace of a scar, either on the outer or inner surface of 
the artery, can be discovered. But, in every considerable wound of an artery, 
its canal is diminished by the outpouring of the coagulable lymph (a). 

The experiments, however, of Saviarp (6), Petr (c), and Scarpa (d), show that, if 
the healing of an arterial wound take place with preservation of its tube, the wound of 
the artery is not ever cicatrized, but may be closed by a plug of plastic matter, which is 
firmly connected with the vessel. 

280. The means by which bleeding may be stanched are, the compres- 
sion, ligature, and torsion of arteries, styptic astringent remedies and 
cauterization. 

281. The compression of arteries is either mediate or immediate. The 
artery is mediately compressed by pressing it, between the wounded part 
and the heart, with the finger, with the tourniquet, with special compresses, 
with graduated compresses, and with tightly drawn bandages. By mediate 
compression, the last two methods excepted, we guard, rather, against bleed- 
ing, (for instance, in surgical operations,) or merely employ it for the mo- 
ment, till more suitable assistance is obtained, as the strangulation of the limb, 
unavoidably attending this compression, cannot generally be long borne. 

282. Pressure with the fingers is to be performed with one or both thumbs 
upon some part of the artery where it is superficial, and lies near a bone, 
for instance, on the horizontal branch of the pubic bone, in the course of the 
brachial artery, the subclavian artery above the clavicle on the first rib, &c. 
A proper compressor may also be used instead of the finger, which may be 
made to press on the given place; as the compressor of EnriicH (e), the 
place of which, on an emergency, may be supplied with a key, or a boot-hook 
covered with linen. 

283. The tourniquet (torculzr, tornaculum) is divided into two kinds, that 
which, besides compressing the artery, also presses around the whole limb, 
and that which compresses only the principal trunk of the artery. To the 
former kind belongs the field or stick tourniquet, (invented byMoreELvat the 
siege of Besancon, in 1674,) of which there are various modifications, as the 
screw tourniquet, the simple contrivances of the Hinglish field tourniquet, 
and of Assauint’s buckle tourniquet. More vx’s tourniquet consists of a pad 
stuffed with hair, of a strong bandage, an ell and a half, or two ells long, 
of a stick of tough wood, and of a piece of leather which has on both sides 
a cut for the passage of the bandage. The screw tourniquet is similar to the 
former, in that the bandage which passes over the pad is tightened by means 
of a screw which rests on the side of the limb opposite to the pad. The 
tourniquet which merely compresses the principal trunk of the artery, with- 
out circularly pressing on the whole limb, is that of Petrr, who, as his 


(a) Jonrs, above cited: von WINTER; in SIE- 
BOLD’s Chiron, vol. i. p. 366; von WALTHER, ib., 
vol. iii. p. 83: Texror; in N. Chiron, vol. i. part 
lili. p. 423: von Winter, Beschreibung der 
Schlagader-Verletzung in rechten Ellenbogen Ihrer 
Majestat der Kénigin von Baiern, u. s. w. (printed 
from the Neue Chiron., vol. iii.) Sulzbach, 1825 ; 


in the same paper are also found collected many 
old observations connected with this subject. 

(b) Journal des Scavans, A.D. 1691. 

(c) Mém. de 1 Acad. de Chirurg., vol. vi. p. 251. 

(d) Sull’ Aneurisma Reflessioni ed Osservazioni . 
Anatomico-Chirurgiche. Pavia, 1804. fol. 

(2) Chirurgische Beobachtungen, vol. i. plate ii. 
fig. 5. 
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tourniquet is also a screw tourniquet, is usually considered as the inventor of 
the latter. The screw tourniquet is most convenient when the upper brass- 
plate is connected by two or four steel rods with the under one, by which 
the upper plate is steadied whilst the screw is twisted. 

Upon the history of the tourniquet and its various modifications— 

KeELu1e, Observations on the Medical Effects of Compression by the Tourniquet. 
Edinburgh, 1797. 8vo. 

WESTPHALEN, Dissert. sistens Tornaculorum criticem atque novam ex emendatione 
recentiori speciem. Jens, 1800. 

Krompoiz, Abhandlungen aus Gebiete der gesammten Akologie. Mit 9 lithogr. 
Tafeln. Prag. 1825. 4to. p. 1--120. 

KLEIN and DupuyTrEn’s Compressor. 


284. In the application of the tourniquet, the position of the artery must 
be first ascertained, on the upper arm, at the inner edge of the m. biceps ; 
on the thigh, in the triangular space between the m. addactor and. vastus 
internus; also above the knee in the hollow formed by the tendons of the 
m. biceps on the outer, and of the semitendinosus and semimembranosus on 
the inside ; the pad is then, at either of these parts, to be closely placed 
upon the track of the artery, and the bandage having been carried over it, 
and around the limb, its two ends (which, in More xv’s tourniquet, are to 
be passed through the slits in the leather plate) are tied upon it, then twisted 
with the twisting-stick, and the latter fastened by means of small strings. 
In the screw-tourniquet, however, the bandage is drawn together by means 
of the buckle; and the tourniquet itself, of which the two plates must be 
screwed down, so as to touch each other, must be put upon the side of the 
limb opposite to the pad, where a compress, or piece of leather or paste- 
board, should be put to relieve the severe pressure. In twisting the screw, 
the lower plate must be fixed with the hand, and the slipping of the pad 
prevented. The degree of compression is to be measured by the cessation 
of pulsation below the tourniquet, or by the cessation of the bleeding, 
which may be taking place. A sufficiently stout pad is preferable to a 
roller or a graduated compress. 

[In applying the screw tourniquet, I think it better to adjust the pad beneath the 
lower plate of the screw, as the pressure is more steady and direct when the one is 
below the other. It is better also that one end of the tourniquet bandage should have a 
buckle to fasten by buckling rather than by tying, as there is less chance of the appa- 
ratus slipping.—J. F. S.] 

285. In cases where a tourniquet cannot be applied, and where pressure 
may be long continued, without compression of the whole limb, special 
compressors are proposed, that of LAaNGENBECK (a@) and VERDIER (6) for 
the external iliac artery ; of MourEennerM (c) and Dany (d) for the sub- 
clavian ; of WEGEHAUSEN (¢) and Moore (f) for the upper and lower 
limbs; and of Gra&re (g) for bleeding from the palm of the hand. 

To this subject also belong the different kinds of compressors which have been proposed 
for wounded brachial artery, at the bend of the elbow, by ScutreTus, HEISTER, DIonIs, 


PLaTTNEeR, BRAMBILLA, DESAULT, Leper, Ayres, and so on; for the temporal artery, 
by Bex; in bleeding from the veins of the neck, by CHaBEeRT; from the tongue, by 


(a) Bibliothek fiir die Chirurgie, vol. i. partii. plate ii. 

(b) Memoire sur un Appareil Compressif de l’Ar- (e) Rust’s Magazin, vol. ii. part iii. pl. iv. v. vi. 
tére Iliaque externe, etc. Paris, 1823. f) BernsTE1n Systematische Darstellung des 
c) Beobachtungen verschiedenen chirurg. Vor- _ chirurg. Verbandes, pl. x. fig. 104, 105, 106. ; 
fille, Wien, 1780, vol. i. pl. i. fig. 6, 7. (g) In Journal fir Chirurgie und Augenheil- 

(d) Puatner’s Zusatze zu seines Vater’s Chi- —_ kunde, vol. xvii. p. 305. 
rurgie, pl. iii. fig. 3. 
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Lampe; from the meningeal artery, by Fautquier and GRAEFE; for the epigastric 
artery, by ScHENDLER and HesseLBack; and from bleeding from the penis, by 
JOACHIM. 

[For the purpose of suppressing the bleeding from arteries CARLISLE (a) proposed the _ 
following plan of applying the tourniquet ou the lower extremities :—“ A hard roll of 
linen bandage, about four or five inches in width and three in thickness, being provided, 
and a piece of smooth board, nine inches in length, five in width, and three-quarters of 
an inch in thickness, with the sides and ends squared at right angles, the roller is to be 
placed on the ham midway between the external and internal flexor tendons on the 
under sides of the knee-joint, the leg being extended in a straight line; the piece of board 
is then to be placed over the roller, which is to act asa pad of compression on the popli- 
teal artery, the length of the board running crosswise, and projecting beyond the knee- 
joint on each side. The girth of the tourniquet is to go round the knee above (not 
upon) the patella, and over the projecting ends of the board. The screw should rest 
at the upper part of the limb above the patella, having a pad interposed between it and 
the skin. This mode of compressing the popliteal artery is attended with an important 
advantage ; it allows the arterial circulation by the lateral anastomosing vessels to pro- 
ceed uninterrupted; the large superficial veins also are undisturbed, so that the limb 
remains in the same state as if the artery alone had been tied.” He does not think it 
applicable at amputation, but “in all cases of hemorrhage, when there is a chance of 
saving the limb, it will be found preferable to the total stoppage of circulation by the 
ordinary methods.” (pp. 23, 4.) 

A much better apparatus for keeping up pressure than that of CarLisLE’s is the ring 
tourniquet, which was first introduced at St. Thomas’s Hospital by Tyrrewx (b), though 
I am doubtful whether he was the inventor. It has often been employed since, and is 
a very good instrument for the purpose. 

“ The ring tourniquet consists of a metal ring, having a diameter larger than that of 
the limb to which it is to be applied, and a width of about an inch; the circumference 
is tapped at one point so as to admit a screw, to the inner extremity of which a pad is 
fixed, and to the outer end a small handle to turn the screw with, by the action of 
which the pad can be carried to or from the centre of the circle. When applied, this 
instrument makes pressure only on two parts; by the pad on the site of the artery, and 
by the portion of the ring immediately opposed to the pad, on the surface of the limb 
directly opposed to the position of the artery: thus it does not interfere with the lateral 
circulation.” (p. 20. 

On much the same principle is the arch tourniquet of Dr, OKE (c), of Southampton, 
which “consists of an arch, a pad, and screw. The flanks of the arch are perforated 
with holes for the action of the external screw, which is worked by a short handle, as 
in the common tourniquet. The pad is of the ordinary size, flat on one side and convex 
on the other. Upon its flat surface there is a smooth cavity for the reception and 
working of the point of the screw. Mode of application :—Let the arch embrace the 
limb, so that one of the perforations of the flank may be exactly opposite the cavity on 
the flat side of the pad, previously applied over the trunk of the artery to be com- 
pressed ;” then fit the external into the internal screw, and work it upon the pad till 
sufficient pressure be made to stop the circulation of the artery.” (p. 151.)] 


286. The compressing apparatus, which is applied directly upon the 
wounded part, consists either in the application of special compresses, as 
mentioned in the former paragraph, or in the application of a bandage en- 
closing the whole limb. 'The application of the compressor has great dis- 
advantages, as, on account of the pain and inflammation, it commonly 
cannot be worn sufficiently long; the flow of blood through the whole 
limb is checked, or a complete flattening of the artery, if it be not 
very superficial, and lie immediately on a bone, cannot be effected. For 
this reason, therefore, if the compressing apparatus is to be used, espe- 
cially in wounds of the elbow, bandaging the limb is preferable to the use 
of compressors. After the bleeding has been arrested, by pressure on the 
artery between the wounded part and the heart, the wound is to be cleansed, 


(a) A New Method of applying the Tourniquet, (b) St. Thomas’s Hospital Reports. 


re o) ene and Physical Journal, vol.i. Lon- (c) Provincial Medical Journal, 1843. 
P ; 
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any extravasated blood is to be removed by gentle pressure, the edges of the 
wound are to be brought into pretty close apposition, and connected with 
sticking plaster, which is to be wound round the limb, or a small compress 
is to be placed on the wound, and a sufficiently long bandage turned eight 
times round the joint, a graduated compress is to be put along the track of 
the artery, and the whole finished by wrapping up the entire limb. The 
bandage is to be left alone till it loosens, when it must be reapplied in the 
same way. ‘The wound may close very easily in six days, when a hard 
swelling is commonly to be perceived, which is caused by the loosening up 
of the cellular tissue, and more or less extravasation of blood; this is dis- 
persed by the continued use of a tightly applied bandage. ‘The observations 
of von WINTER (1) have especially shown, that, under this treatment, which 
is applicable only to small longitudinal (punctured) wounds of arteries, the 
healing may take place, and, perhaps, usually does take place with preser- 
vation of the canal of the artery. 


(1) von WINTER recommended that this apparatus should consist of bandages made up 
of linen four times folded, two inches wide, and of the length of a sheet, and that over 
this the circular bandage should be rolled, inasmuch as such an apparatus sits closer, and 
does not so easily get loose as the common bandage, applied according to THEDEn’s plan. 


287. Immediate or direct compression consists in laying some charpie, 
rolled together, or pieces of agaric, sprinkled or moistened with styptic 
remedies, upon the mouth of the bleeding vessel, and fixing it tightly by a 
suitable bandage. ‘This kind of blood-stanching is less certain, and, as re- 
gards the healing of the wound, very injurious (1). It must, therefore, be 
employed only in those cases where tying the bleeding artery is not pos- 
sible; for instance, if the blood wells up from the whole surface of a wound, 
in wounds of the meningeal artery (2), in severe bleeding from the nose (3), 
after the operation of cutting for the stone (4), and soon. ‘This compression 
most certainly stops the bleeding when the artery can be compressed against 
a bone (5). 


[(1) When direct pressure is employed, as a general rule, it is best not to use any styp- 
tic, but trust entirely to the finger, keeping up the pressure, it may be for hours, by a 
relief of assistants. But very commonly obstinate oozing, where no particular vessel 
can be observed, or where a score of minute vessels seem to need the application of liga- 
tures, and the surgeon’s patience is tired by finding that for every one he ties, two more 
bleed, may be completely checked, after once or twice gently sponging the wound with 
cold or tepid water, and carefully removing the smallest portion of clot, and leaving it 
exposed to the air for three or four hours, during which the whole surface of the wound 
is glazed with a thin layer of fibrinous exudation and the mouths of the little vessels 
sealed up. The bleeding in such cases seems to depend on the imperfect closing of the 
smaller or capillary arteries, which, having in themselves little contractile power, con- 
tinue to permit the escape of the blood, if the clot first formed in them be disturbed, as 
is doubtless often the case in cleaning the wound previous to bringing it together; and, 
indeed, the disturbed clot actually irritates the vessel to bleed till it has been washed off. 

The objection to styptics, of whatever kind, is that sloughing to a greater extent 
oecurs after their use, than after the mere application of pressure. 

In external wounds which continue bleeding, after exposure to the air, if the vessel 
cannot be found, a piece of cork, or any other hard substance, covered with lint, and 
bound on tightly with a bandage, is often very useful. 

(2) Pressure on the meningeal artery 1s on no account to be employed, for it would 
be inconvenient to the brain. Nor indeed is it ever necessary; the removal of all the 
clot is quite sufficient to stop the bleeding, of which ABERNETHY gives an excellent in- 
stance in the case of a man who, having received a blow on the side of the head, had 
symptoms of compression, for which he was trephined, and, on elevating the bone, the 
meningeal artery, which had been wounded and formed a clot as big as a walnut, bled 
furiously, but ceased almost immediately on clearing away the blood. 
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(3) In bleeding from the nostrils, which is often very troublesome, the’best remedy as a 
compress is a piece of dry sponge, which may be easily introduced in the following man- 
ner: A long stout thread having been attached to the extremity of a bougie, the armed 
end of the bougie is to be passed into the bleeding nostril, and carried back into the 

harynx. The surgeon then passes his finger, or a pair of forceps, through the mouth 
into the throat, and, having found the thread, draws it forwards through the arch of the 
fauces and out of the mouth, leaving the bougie still remaining in the nose. To the 
thread thus drawn out a piece of dry sponge slightly greased is to be tied, and then 
the bougie gently drawn from the nostril, by doing which the thread pulls the sponge 
back into the throat, and against the hind opening of the nostril. The thread is still to 
be pulled, and the entrance of the sponge assisted by passing the finger into the pharynx 
and disengaging the sponge from the soft palate and thrusting it upwards ; as soon as it 
is on a level with the floor of the nose all difficulty ceases, and, by pulling the thread, it 
ean be fixed in any part of the nostril which may be chosen, but about midway is best. 
For performing this operation there is a clever French instrument (whose invention I 
do not know) which I brought many years since from Paris; it consists of a short 
catheter, the stilette of which, double the length of the tube, is a curved flat spring, 
having at its top, rounded as if it were the end of the catheter, and with an eye init. The 
instrument is introduced with its point downwards, along the floor of the nose into the 
throat, and the stilette being thrust in, the curved spring projects into the mouth, and, 
being brought between the lips, a piece of thread and sponge is attached to it, after which 
the stilette is retracted, and with it the sponge, into the throat ; the sponge is then pulled 
up close to the end of the stilette, and is easily introduced into the nostril; after which 
the instrument is to be withdrawn. With this apparatus the operation is performed in 
two or three minutes, with but little inconvenience to the patient, and it is far preferable 
to the bougie. 

(4) Occasionally very severe bleeding occurs from wounding the pudie artery itself, 
or the division of one of its large branches close to the trunk during the lateral opera- 
tion for the stone. Under such circumstances it is useless to attempt to hook up the 
vessel with a tenaculum, or to carry a ligature round it with a needle, for it is _gene- 
rally wounded so deeply that the exact situation of the wound cannot be seen. Under 
such circumstances pressure of the vessel with the finger, which is to be gently shifted 
till the bleeding is stopped, is the proper treatment to be pursued. I recollect a case 
of this kind during my studentship, in which either the internal pudic artery itself, or the 
artery of the bulb close to its origin, was wounded ; the bleeding was very severe, and in 
the course of a few minutes the patient nearly died from the loss of blood. The finger 
was introduced into the wound, and the artery being found was readily pressed against 
the ascending branch of the haunch-bone, and the bleeding arrested ; but it was necessary 
to keep up the pressure for fifteen hours. 

(5) But it frequently happens in stabs into the thick fleshy parts of the hand or foot, that 
pressure is of no avail: it seems to answer the purpose for a time, perhaps for hours, 
after which the blood begins to find its way out beneath the compress, and free oozing 
occurs, and will continue to such extent as to blanch the patient’s countenance and 
very seriously reduce his constitutional powers. In such cases some surgeons grope 
about in the wound, enlarging it or not as may suit their fancy, in search of a little 
vessel, which can scarcely be expected to be found, and which they rarely do find, but 
instead they render the disposition to bleeding greater, and also damage the tendinous 
and nervous structures, so that very serious consequences result. This practice is there- 
fore very bad, and ought not to be pursued. It is quite right at first to sponge out the 
wound gently and carefully, and, finding the bleeding vessel, to tie it; but, if this can- 
not be effected, it should not be persisted in, and the edges of the wound having been 
brought lightly together, a constant application of lint dipped in cold water is to be made, 
and the hand or foot raised so considerably as to discourage the flow of blood towards 
the wound, and to encourage it from the wound ; the patient being kept in the recumbent 
position in bed at the same time. This practice is often quite sufficient without anything 
further being required. Other surgeons, if the wound be in the hand, prefer taking up 
the radial or ulnar artery at the wrist, according as they believe the bleeding vessel to 
have its origin from one or other. But taking up one is rarely of much use on account 
of the communication between the vessels in the palm; and even if both be tied, their 
interosseal branches often carry sufficient into the hand to keep up the bleeding, so that 
at last it becomes necessary to tie the brachial artery also, which generally puts an end 
to the business. But it is a very serious and painful proceeding for the patient, and the _ 
practitioner before adopting it should be well assured of its neceessity. When bleeding 
continues after the use of compression, it very frequently ceases by removing the pres- 
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sure, and after clearing out the clotted blood, placing the hand as first mentioned, raised 
much above the elbow, and constantly applying cold wet linen over the wound. This 
practice I have often adopted successfully, and at any rate it should always be employed 
before cutting upon the arterial trunk above.—J. F. 8. ] 


288. The Tying or Ligature (Ligatura) of a bleeding artery is the most 
simple, certain, and, in most cases, practicable method of stanching the 
blood. The operation of the ligature consists in its preventing the current 
of the blood, and, by its irritation, producing inflammation, exudation of 
plastic lymph, and union of the coats of the artery. ‘This takes place as well 
when the arterial coats are kept merely in contact by the ligature, as when 
the inner and middle coats are torn through by means of the tightening and 
the small size of the ligature, the outer coat alone remaining undivided. 

Jones, supported by his experiments, asserts that the cutting through of the inner and 
middle coats is necessary to produce such degree of inflammation as is sufficient to effect 
the union of the apposed arterial coats; and further, that this cutting through of the inner 
and middle coats, in tying arteries in their course, is sufficient to produce the union of 
the vessel, even although the ligature be immediately removed. That this cutting 
through of the inner and middle coats of the artery is not necessary, however, to produce 
the union of the arterial coats, is proved by the experiments in which arteries were brought 
to close by continued pressure, or by the use of broad ligaments, without tearing the inner 
and middle coats. CRAMPTON (a) and Scarpa (b) have proved, by their experiments, 
that the inner arterial coats, which belong to the class of serous membranes, are well dis- 
posed, without requiring division, to adhesive inflammation, and to the pouring out of 
plastic lymph ; and a continued compression suffices to bring the artery to adhesion. 

[In brutes not even continued compression is necessary to produce the adhesion and 
obliteration of an artery, for I remember many years since passing a ligature around 
the carotid of a dog and tying it so loosely, as not merely to offer no obstruction to the 
flow of blood, but also to admit the introduction of a probe between it and the artery, 
without causing any compression, yet in the course of three weeks, at the end of which 
the animal was destroyed, the artery had become obliterated for two or three inches. 
I should, however, be sorry to attempt such practice on the human subject.—J. F.S8.] 


289. Upon this difference in the operation of the ligature depends the 
| variety of its application, as practised by surgeons. ‘Those who hold the 
cutting through of the inner arterial coats necessary, use a round thread, 
not very thick, and sufficiently strong, wherewith the artery is so firmly 
drawn together, that only the latter coat remains undivided. Others who 
maintain the opposite opinion, endeavour to flatten the artery, and bring 
its walls into close contact by the broad ligature (in tying arteries in their 
course, even by means of a cylinder of wood or linen placed beneath it;) in 
which case they tie the ligature only so tight as is necessary to prevent the 
current of the blood. They object to the division of the inner coat on the 
ground that the division of the arterial coats, effected by means of a liga- 
ture, rather resembles a torn and bruised than a cut wound, and is conse- 
quently more prone to suppuration ; that the ligature does not bring into 
contact the two divided coats of the artery, but only the puckered walls of 
the external coat, and that in suppuration, after-bleeding occurs much more 
readily, inasmuch as the outer coat of the artery is little capable of with- 
standing the pressure of the blood. 


[Although English Surgeons differ as to the size of the ligature to be used for tying 
arteries, some preferring a thinner and others a thicker one, yet there are few, if any, 


who do not now tie the vessel sufficiently tight to produce division of the internal coat, 
for which purpose, however, it is not necessary to employ the vigorous efforts which are 


(a) An Account of a New Method of operating tion of the Arteries; in the Medico-Chirurg, 
for the cure of external Aneurism ; with some ob- _—‘Trans., vol. vii. p. 341. 
servations and experiments illustrative of the effects (6) Memoria sulla Legatura delle principali Ar- 
of the different methods of procuring the oblitera- terie degli Arti; con una Appendice all’ Opera 
sull’ Aneurisma. Pavia, 1817. 4to. 
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often seen to be made. All the tightening of the thread, really necessary, is such as is 
sufficient to embed it in the arterial coats, so that it shall not be thrown off by the impulse 
of the blood against it. 

The employment of a broad ligature, viz., ribbon, tied upon a piece of cork, and re- 
moving it some days before ulceration had taken place, was proposed and practised many 
years ago by the elder CrinE in St. Thomas’s Hospital ; the first case failed, but the se- 
cond succeeded; the preparation of the latter is now in the museum of that institution, 
the patient having died of diseased lungs three months after the operation. But subse- 
quently it was found to produce great irritation, the cork acting as an extraneous body, 
and therefore the operation was given up. Scarpa, however, used a cylinder of linen, 
upon which the ligature was tied, thinking it preferable to wood, as being more like a 
cushion than anything which could bruise. 

In cases of amputation, when, as occasionally happens, the arteries are ossified, Ma- 
NEC (a), who objects to tying such vessels at any time with small round. ligatures, as 
likely to break up the diseased coats, in consequence of which bleeding happens between 
the second and fourth day, recommends the introduction of a piece of bougie into the 
ossified artery, as practised by DupuyTrEN and Roux. (p. 25.) I have not had any 
experience in this practice, and I do not remember to have seen bleeding of the wounds 
of old people, whose arteries are generally more or less ossified, more frequently than in 
other persons of younger age. Indeed, it occasionally happens, that the whole tube of 
the artery is filled with earthy matter, and impervious, therefore not requiring to be 
tied. —J. I’. S.] 


290. Notwithstanding these objections to the use of the simple round 
ligature, which cuts through the inner arterial coat, experience is in favour 
of this kind of ligature, inasmuch as the inflammation excited by it renders 
the obliteration of the artery more sure, and after-bleeding is more certainly 
prevented, because the vessel is perfectly closed before ceration of the outer 
arterial coat has caused the ligature to fall off. 

This subject will be more fully considered in the treatment of aneurism. 

291. In tying arteries the Surgeon must endeavour, as much as possible, 
to include none of the neighbouring parts in the ligature, and still not 
completely to isolate the artery. He seizes the mouth of the wounded vessel 
with the forceps, by laying the points of the instrument on each side of it 
and gently drawing it forwards. An assistant carries a round, not very 
thick, but sufficiently strong, waxed silk ligature, about the vessel, ties a 
single knot, and, whilst he holds the ends of the ligature with both hands, 
he draws the knot somewhat together, presses with both his fingers upon 
the artery, draws it sufficiently tight, and then makes a second simple 
knot. 

The common forceps is certainly the best instrument to hold the divided vessel, and 
makes the tenaculum, and all the knick-knackeries which have been added to the forceps, 
superfluous. In case the surgeon has to perform the ligature of a vessel unassisted, it is 
best that the forceps should be furnished with a slide. Besides the old broad arterial 
forceps, must also be here mentioned BrownFIELp’s tenaculum, with the alterations of 
ZANG and CHARLES BELL; the hook-forceps of AssALInt; the forceps of BRUNNINGHAUSEN, 
of Rust; the forceps, with moveable auxiliary limbs, of BLa@MER and AssALIni, for 
projection of the loop; the tenaculum-forceps of WEINHOLD ; the double tenaculum of 
Weir; the loop-drawer of Jacogson, for the application and drawing together of the 
ligature. Compare, 

Hotrze, E. G. F., De Arteriarum Ligatura; cum tab. xi. Berol., 1827. 4to. 

Cotompat’s Forceps, in Revue Médicale, December 1829, p. 407. 

Grain, Beschreibung zweier neuen Instrumenten zur Unterbindung trefleegender 
Géfasse; in his Journal, vol. xii. p. 651. 


[I do not quite agree with Cuxxius as to the incomplete isolation of the artery before 
applying the ligature; but I do fully participate in his preference of the forceps to any 
other instrument for drawing out arteries. I always use two pair of forceps for taking: 


(a) Traité théorique et pratique de la Ligature des Artéres. Paris, 1932. fol. 
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up a large vessel; drawing it out with one pair, in the way he recommends, and then 
with the other clearing it entirely of all its surrounding connexions. This was the 
younger Ciinr’s practice, and I think very good, as it certainly excludes the accompany- 
ing nerve, which often excites severe pain and irritation. I am not, however, sure that 
the complete separation from the neighbouring parts at all hastens the throwing off 
the ligature. 

The tenaculum is the instrument more generally employed in this country for taking 
up arteries; but I think it objectionable, as it commonly lifts up a large mass of soft 
parts which ought not to be included in the ligature. 

It may not be amiss to observe here, that tying a ligature requires rather more at- 
tention than is commonly paid to it. Generally it is necessary to pass one end of the 
thread only once through the other, but some surgeons prefer twice, and sometimes this 
is convenient if the operator be short of assistants. Each thread is to be held by the 
forefinger and thumb of the corresponding hand, as near the wound as possible, and as 
the ends are drawn tight the middle finger of each hand is to be carried below the 
former upon the thread as close to the knot as possible, so as to pull upon the vessel with 
the least disturbance of its position. This is infinitely preferable to pulling at the ends 
of the thread two or three inches from the tie, and thereby dragging the artery up 
from its bed, as too commonly practised. Neither in making the second tie to com- 
plete the knot should one end of the thread be kept constantly in the same hand, and 
the other turned round it and then passed through the loop, as by this practice the knot 
is unsafe and often slips. But the first tie having been made, the finger of an assistant 
should be pressed slightly on, so as to keep it steady, whilst the two ends are carried 
across and made to change hands, after which the end not passed through the first loop 
should be put through the second, and the tie made as before. In this way both ends 
equally participate in the knot, and render it secure and safe. I have been particular 
- in describing this seemingly trivial operation, because in reality it is a very serious one, 
as upon the fixity of the knot depends the patient’s safety.—J. F. S.] 


292. If the mouth of an artery have so retracted that it cannot be taken 
hold of, it is better to lay it bare by a careful incision, and to tie it alone, 
than to dip for it, (als sie zu umstechen,) that is, to carry, with a semicir- 
cular movement, a common-handled needle armed with a ligature through 
the neighbouring parts, on both sides of the vessel, and then to draw the 
threads sufficiently tight. The dipping is only necessary when the vessel 
has such firm adhesions that it cannot be taken hold of. Ifa pretty large 
injured artery cannot be laid bare within the wound, it is better to expose 
it between the wounded part and the heart, and tie it there. 


On large arteries, (the branches of which anastomose freely, ) whether partially or com- 
pletely divided, it is necessary to apply two ligatures, one above and another below the 
division, to prevent after-bleeding, which may take place by regurgitation of the blood 
from the lower end of the artery. On this account, also, in wounds of the larger 
branches of a large artery, if the latter be tied above the wounded part, after-bleeding 
ensues from the quickly established collateral circulation (a). 

[Another point in reference to taking up wounded arteries is also not to be over- 
looked, namely, that if that side of the limb at which the wounding instrument have 
entered be at a greater distance from the artery than the sound side, it is preferable to 
cut down upon the vessel at the uninjured part. I recollect some yéars ago seeing this 
practice adopted with great success by my friend Travers. The patient had received a 
scythe wound on the outside of the leg, and the scythe passing across had wounded the, 
posterior tibial artery, but did not penetrate the skin on the inside of the leg. Attempts 
were made to get hold of the vessel by enlarging the wound, but its depth was so great 
that they were fruitless. An incision was then made along the inner edge of the shin- 
bone, and the artery without difficulty secured.—J. F. 8.] 


293. One end of each ligature should be cut off near to the knot, and 
the other taken, by the shortest course, over the edge or the angle of the 
wound. If this be done, no accidents, which can properly be ascribed to 
the ligatures, ever happen. Ligatures separate, even on the largest arteries, 
in from fourteen to sixteen days; on the smaller ones in a shorter space 


(a) Beck, tiber die Anwendung der Ligatur bei Schlagader-Wunden. Freiburg, 1836. 
VOL I. AX 
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of time. If they remain longer, they are retained by the surrounding 
granulations, and must be separated by repeated pulling and twisting. 


Cutting off both ends of the thread near the knot, as recommended especially by 


LAWRENCE (a), HENNEN (b), DELPECH (c), WALTHER (d), and others, is advantageous, in- 
asmuch as the quick union is less disturbed, the remaining knot being either enclosed in 


acellular capsule, or separated and absorbed 
that re-opening of the wound, suppuration, 


. Numerous experiments, however (e), prove 
fistulous passages, and the like, may be pro- 


duced by the knots remaining; and, if the first-mentioned mode of tying the vessels have 
been employed, no inconvenience has been observed from the retention of small single 


threads, as I am convinced from repeated experience. 


For the purpose of helping the 


solution and absorption of the remaining knot, it has been recommended that the liga- 
ture should be made with softened catgut, or with the substance called by the English, 
“ silk-worm-gut,” [the silk tubes of the silk-worm containing the secretion from which | 
the silk is spun, stretched and dried.—s. ¥. s.,] or with leather (f). Attempts to tie 
arteries with fine metal wire have also been made (g). 

For special apparatus to remove long retained ligatures, see A. Lau (A), Kuuee and 


VON GRAEFE (1). 


[The practice of cutting off both ends of the ligature was first made public by Harre, 


of Southminster, in Essex, as long back as 1786. 
times become troublesome, and retard the cure. 


He says (f) :—* The ligatures some- 
An intimate friend of mine, a sur- 


geon of great abilities, proposed to cut the ends of them off close to the knot, and thus 
Teave them to themselves. By following this plan, we have seen stumps healed in the 


course of ten days. 


The short ligature, thus left in, commonly made its way out by a 


small opening in a short time, without any trouble, or the patient being sensible of pain.” 
(p. 390.) In 1813, HENNEN (/) says that he adopted this practice at the suggestion of one 


° 


of his assistants, who believed it to have been an American invention. 


He treated 


several cases in this way, and observes :—“ As no inconvenience whatever followed, nor 
did the small particle of silk left behind give rise to any apparent irritation, I made a 


favourable report of the short-cut ligatures.” 


He adds, however, that, “ of the small 


circles of silk, a part had come away with the dressings, whilst some had floated out on 
opening the little pustules which formed over the face of the stump, at the points where 
the arteries had been tied. Some few of the ligatures never made their appearance, and 
the patients complained of no uneasiness whatever.” (p. 176.) GUTHRIE mentions that 
this practice was followed out successfully in the campaign of 1813; and that, in June 
of the following year, DeLpecu showed him several cases doing well at Montpellier. 
In this year, also, LAWRENCE read the paper already alluded to, advocating the practice 
of cutting off the threads just above the knot, and closing the wound. But latterly he 
does not seem to hold so closely with this practice; for, after making an observation 
about which it is scarcely possible there can be any difference of opinion, viz., that “ in 
every instance where you have an expectation that the wound will suppurate, you may 
cut off both ends, because the knot will come away with the suppuration,” he more re- 
cently says (m) :—“ If the wound, however, is likely to unite by adhesion, perhaps the 
safest and best method is to cut off one of the ends, and leave the other hanging out of 


the wound.” (p. 116.) 


I must confess I prefer retaining one end of the ligature, and bringing it out of the 
wound, to cutting off both, as scarcely ever do we desire or encourage suppuration in a 
wound, but take every precaution to favour adhesion. If there be an open wound, 
either by a portion of the skin being lost in the accident, and the edges incapable of 


(a) Medico-Chirurgical Transactions, vol. vi. 
1 


(b) Observations on some important Points in the 
Practice of Military Surgery, and the Arrangement 
and Police of Hospitals. Edinburgh, 1818. 8vo. 

(c) Mémoire sur la Complication des Plaies et des 
Uleéres connuessous le nom de Pourriture de l’hépi- 
tal, p. 29, Paris, 1815; and, Chirurgie Clinique de 
Montpellier, vol. i. Paris et Montpellier, 1823. 
4to. Observations et Réflexions sur la Ligature des 
principales Artéres, p. 85 

(d) FRaENKEL, Pres. WALTHER, Dissert. de La- 
queis Arteriarum Deligatione inservientibus prope 
ad nodum revinctum resecandis. Bonne, 1824.— 
DiEFFENBACK, Uber das Abschneiden der Unter- 
bindungs faden nahe am knoten ; in Rust’s Maga- 
zin, vol. xxiv. parti. p. 17. 

(e) Gururte, G. J., On Gunshot Wounds of the 
Extremities, requiring the different operations of 


Amputation ; with their After-treatment. London, 
1815. 8vo.—Gross ; in London Medical Repository, 
vol. vii. p. 363. 

(f) Jameson, J. H.G., Observationson Traumatic 
Hemorrhage ; in the Medical Recorder for Medicine 
and Surgery, vol. xi. Jan. 1827, 

(g) Levret; in American Journal of Medical 
Sciences, May, 1829. 

(h) Ueber die Lisung zu langeliegenbliebender 
oder eingeheilter Gefass Ligaturen; in Rust’s 
Magazin, vol. xxiv. part i. 

(i) In vow Graire and von WALTHER’s Jour- 
nal, vol. xvii. p. 339. 

(k) Remarks on Mr. Lucas’s Practical Observa- 
tions on Amputation; in Simmons’ London Me- 
dical Journal, vol. vii. 1786. 

(2) Principles of Military Surgery. 2nd Edit. 
Edinburgh, 1820, 8vo. 

(m) Lectures ; in Lancet. 
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being brought together, or if, in a sloughing sore, an artery be opened by ulceration, 
then both ends may be cut off without hesitation; but otherwise it is best to retain one, 
were it only that its separation proves that another cause may produce the fistulous pas- 
sages which occasionally form in wounds, of which, perhaps, nearly the whole, except- 
ing these, has healed quickly and kindly. 

The employment of silk-worm gut was first proposed by Dr. M‘Sweeny, of Cork, 
Ireland (a), that of leather, or the animal ligature, consisting of chamois leather rolled, 
was recommended in 1814 by Puysick, of Pennsylvania, who, according to Dr. RrrsxE (6), 
thinks that, as it is “made of animal matter, the knot, which is all that is left in the 
wound, will serve long enough to obliterate the artery, and be speedily removed by the 
absorbents, thus avoiding the difficulty arising from a foreign body, however small.” 

AstTLEY Coopsr had at one time a fancy for catgut ligatures; he says (¢) :—* Cat- 
gut, employed as a ligature, being more of the nature of the animal matter in which it 
is embedded, will be more easily absorbed than silk, or, if even not absorbed, will be 
less likely to excite irritation in the parts.” (p. 126.) He tied the femoral artery, in 
a case of popliteal aneurism, with this substance previously soaked in water heated to 
100° Fahrenheit, cut off both ends, and closed the wound with adhesive plaster; on the 
fourth day after the operation the wound was completely united; in three weeks he 
walked about the ward with a crutch; no kind of untoward symptoms appeared, and 
he was perfectly cured by the fifty-fourth day. This practice may have been pursued 
with two or three cases, but was soon given up, though I do not recollect for what 
reason. I have also an indistinct notion of Cooper having on one occasion used an 
isinglass ligature, but I have not any note on the subject to refer to. He, however, 
commonly used Dutch twine. 

The material now generally employed is silk of various thickness, according to the 
size of the artery to be tied. It should be well twisted and round, and should be sli ghtly 
waxed when used. 

As regards the time required for the separation of ligatures, it is very various, and 
may depend on the constitutional powers of the patient, or on accidental causes. I 
have known a ligature on the femoral artery come away in ten days; but in the last 
case of popliteal aneurism on which I operated it did not come out till the fortieth day. 
My friend Catuaway tells me, that very recently, in a similar case, he has withdrawn 
a ligature four months after its application; and my friend GuTurte, that a short time 
ago he had pulled away a ligature from the brachial artery which had remained four 
months after amputation of the arm. There is also in the museum of St. Thomas’s a 
preparation of a ligature which had been applied to the femoral artery, and remained 
in the stump, I cannot exactly say upon the artery, till death, six months after. 

Sometimes the ligature has been allowed to remain for many weeks in consequence 
of the agonizing pain produced when even very gently pulled. In such cases it may 
be presumed that a nerve has been included in the ligature, as happened with a 
a patient of Cuopart’s, in which it remained till death; and the parts are in our mu- 
seum at St. Thomas’s. The like untoward accident befel our celebrated naval hero, 
Lord NEtson, whose arm was amputated at the attack on Teneriffe ; the ligature was 
retained several months, and caused him violent agony, but was at last removed by 
Dr. BEATTIE. 

Occasionally it happens that the artery is not perfectly sealed up after the applica- 
tion of a ligature; and when the thread begins to ulcerate the vessel begins to bleed : 
this occurred many years ago, in a case in which my friend GREEN tied the subclavian 
artery for axillary aneurism. On the fourteenth day after the operation, an arterial 
bleeding to the amount of a pint occurred from the wound ; it was, however, stopped by 
a quarter of an hour’s firm pressure, after which cold wet linen was applied, no further 
bleeding ensued, and on the twenty-seventh day the ligature came away. The wound 
healed, except a small sinus from whence there was only a slight discharge, which con- 
tinued open. From this about midnight of the 31st of October, exactly thirteen weeks 
after the operation, asudden jet of blood occurred whilst he was asleep, but was easily 
stopped by pressure. On the following evening, whilst he was voiding his water, the 
arterial bleeding again recurred in a jet and as large as the aperture of the sinus would 
permit. Pressure, however, soon checked it, and, after having been kept for an hour was 
withdrawn and cold wash only applied. He slowly recovered without further accident. 
This, although an extreme and very uncommon case, is a good example of the ad- 
vantage of leaving the parts at rest and undisturbed, if the hemorrhage can be stayed 


(a) Edinburgh Medical and Surgical Journal, vol. xiv. p. 18. 
(6) Reese and Jamizson’s Edition of SAMUEL (c) On the Ligature of the Aorta; in his and 
Cooper’s Dictionary. TRAVERS’ Surgical Essays. 
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by pressure and cold lotions. Had the ligature been pulled about in the first instance, 
fatal bleeding would most probably have occurred, as it would have been impossible to 
have done other than tie the arteria innominata, a favourable result from which could 
scarcely be expected under the circumstances. What the actual condition of the artery 
was throughout the course, of the case was not ascertained, as the patient still lives, but 
it seems likely that it had assumed such a state as that which will be presently (p. 315) 
adverted to in some cases under the younger CLINE. 

I believe the safest and best plan is, generally speaking, to leave the ligature to be 
ejected from the wound by the suppurating process. It should never be pulled vio- 
lently till some weeks after it has been applied; nor should it ever be jerked under the 
notion of favouring its abstraction. The degree of its fixity should be daily ascertained 
by steady and gentle pulling; if it yield, it may be presumed to have separated from the 
vessel, though such is not always the case, as a coil of the thread may have remained 
accidentally in the wound, and unwinds by the pull; but if the ligature continue to follow 
the draught upon it, usually it can be withdrawn. If it will not come out forthwith it 
must be left, and the same practice repeated daily till it does come out. Sometimes the 
thread has not ulcerated through the vessel, of which the obliteration is not completed in 
the usual time, and then, if the ligature be violently dragged, secondary bleeding will en- 
sue; or the ligature may have separated, and its knot be entangled by the granulations 
around it. This obstacle is commonly soon overcome by absorption of the granulations 
between the knot and the skin, and may be usually waited for without inconvenience to the 
patient. It must not therefore be supposed that if the ligature do not come away, it 
is necessarily still around the artery, which is generally not the case. 

Some surgeons, when a ligature has been long retained, pass a probe by its side, as 
low as it will descend, and then twist thread and probe round till both come away to- 
gether. But I prefer the younger Cuinr’s practice of putting a thin whalebone spring 
upon the thread, the constant pull of which upon the knot makes it press against the 
obstacle which prevents its coming away, and produces ulceration, which sets it free often 
in the course of the day; but if not, the thread must be daily twisted on the spring, so 
as to keep it tight till it comes away. Another method is to roll the thread close up to 
the wound, on a bit of bougie or wood, and prevent its uncoiling by fixing it with ad- 
hesive plaster, but the former plan is preferable.—J. F. S.] 


294. Torsion, or the twisting of arteries, ( Torsio Arteriarum,) dis- 
tinctly mentioned of old by GALEN (a), has, in modern times, been pro- 
posed, and proved by experiments on animals, by AmussatT (6) and 
Tuierry (c), as a safe mode of stanching the bleeding from arteries. 
Lrger (d) has repeated the same experiments in Germany. VELPEAU 
first used torsion on the human subject. Amussat, Fricke, DIEFFEN- 
BACH, and others, have made numerous experiments of the kind (¢). 

995. The changes produced by the torsion of arteries are, 1st, the inner 
and middle coats of the arteries are circularly divided or torn for some 
lines above the opening of the vessel, they approximate and shrink away 
from the cellular coat, and, by retracting into the canal, form a blind sac 
or valve, which may be called the inner valve ; 2nd, an external valve (like 
a monk’s hood) is formed out of the above-named cellular coat, which 
completely closes the mouth of the artery; 3rd, a blood-clot is invariably 
formed, which fills up the cavity of the artery; 4th, inflammation and 
plastic exudation taking place in the torn inner and middle arterial coats, 
closing the mouth of the artery, and its walls which touch each other be- 
come united ; 5th, suppuration and ulceration may, indeed, occur in the 
arteries in question, but hitherto they have not been noticed, neither are 
they, in any case, necessarily connected therewith; 6th, the canal of the 

(a) GauEn (Meth. Medic. lib. v. cap. iii. p. 318. : See ors tag Annalen, vol. xv. p- 185-196. 
eb. 1820. 


(e) ScuraveR, Dissert. de Torsione Arteriarum. 
Berol., 1830. 8vo.—VrLPxEav, Mémoire sur la Ces-: 


Edit. Kiinw) says, on this point: «al Oreo e 
Pry, a dornpla tsi wira dt raura dimanpaus 


9 s 3 Z \ 4 

edt died te Me Seah Satoh Salis BG} TEEPETH WETCIWS. — sation spontanée des Hémorrhagiestraumatiques et 
(b) Archives Générales de Médecine, vol. xx. les moyens, qui dans quelques cas pourraient servir 

Aug. 1829, p. 606. des succedanes & la ligature des artéres ; in the Ga- 


(c) De la Torsion des Artéres, Paris, 1829. zette Médicale, vol. i. No. 48. Nov. 1830. 
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artery grows together up to the next collateral branch, and is converted 
into an impervious thread. In these changes, produced by torsion of 
arteries, perfect accordance with those produced by ligature is observed. 
If the torsion be not sufficient, the knot may untwist itself, and bleeding 
take place. By its proper contraction and also by its shortening, pro- 
duced by the torsion, the artery is retracted into the soft parts, which 
offers some obstacle to the flow of blood, although at every pulsation it 
is somewhat projected. 

[In speaking of the suppression of hemorrhage, Joun Hunrer makes some observa- 
tions which may here be very suitably introduced as bearing on the subject of torsion. 

“Another mode of suppressing hemorrhage,” says he (a), “arises out of the 
natural, and may be considered in some degree as natural. It is a property in flexible 
bodies to have their diameters contracted as they are lengthened ; in arteries this might 
be carried to a great degree when permanent effects are to be produced. It is neces- 
sary that they should be lengthened so much as to destroy the contractile power; for 
this is the way Nature takes to stop the bleeding of ruptured vessels. ‘Thus we see that 
arteries which are lacerated will more readily stop bleeding than if cut with a sharp 
instrument, as was proved in the case of the miller related by CHESELDEN, and this is 
the way nature takes to stop the bleeding of the navel string in beasts. Surgeons do not 
take advantage of this ; but farriers and gelders do, as their practice of tearing the artery 
through, in gelding animals, shows.” 

Upon this Pater observes (a) :— “ The principle of torsion, as practised by several 
of the French surgeons, is precisely the same as that which is here laid down in respect 
of lacerated arteries ; that is, the extremity of the artery is drawn to a point, and does not 
return to its original calibre, in consequence of the destruction of its elasticity. We 
may also further add that the rupture of the internal and middle tunics, which gene- 
rally happens on these occasions, will tend to occlude the mouths of the vessels still 
more completely by entangling the blood among the lacerated fibres, and promoting its 
coagulation. But how far the first of these effects, or the obliteration of the calibre of 
the vessel, depends on the destruction of any vital property, as of muscular contractility, 
may well be questioned, since the same effect takes place on dead arteries when simi- 
larly treated.” (pp. 589, 40.)| 


296. Various methods of using torsion have been proposed. 

According to Amussat, the artery should be taken hold of, and drawn 
out five or six lines above the surface of the wound, by forceps of suitable 
breadth, and furnished with an apparatus for closing them; the vessel is 
then to be separated from the surrounding parts with another pair of for- 
ceps which have rounded and rough points, or with a small knife, so that 
it may be entirely isolated. At the point where the artery still remains 
in contact with the soft parts, it is to be seized and fixed with the second 
pair of forceps, or with the fingers of the left hand. The artery is then 
to be turned round upon its axis until the end is torn off, when the bleed- 
ing is certainly stopped. Below the fixed part no blood is found in the 
canal of the artery. If no forceps be at hand, the artery, in pressing 
cases, may (as was proposed by GALEN) be pierced with a needle or with 
a nail, and so twisted round. 

THIERRY seizes the artery with a pair of broad forceps which shut close, 
but neither fixes the vessel nor draws it out. In small arteries four, in 
larger six, and in the largest ten turns may be made, without going so far 
as to tear the vessel through. 

According to Fricke, the artery should be gently drawn out six or 
seven lines, but not fixed, so that the twisting may not extend to the part 
where the artery is still connected with the other parts. The artery thus 
held should be separated by another pair of forceps from the surrounding 
parts. For holding the vessel Fricke employs a pair of simple forceps, 


(a) Lectures; PauMER’s Edition. 
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the fine teeth of which do not lock into, but only meet, each other, and 
furnished with a stud at the upper part of one limb, which, on pressing 
the forceps, fits into a hole in the other limb, to prevent its slipping 
sideways. In twisting, the fingers of the left hand must be so placed 
on the limbs of the forceps that they move as if ina ring. The twisting 
should be continued till a piece of the artery is torn off, for which, usually, 
eight or nine twists are necessary ; we may then be sure that the external 
valve is formed, though not so if we only give a certain number of turns, 
after THIERRY’s mode of proceeding. In the smaller arteries, a certain 
number of turns may be made, according to their size, or the turning 
continued till the artery is torn off. 


DrerrenBacu uses the same kind of forceps as Rust, except that they are rather 
broader. Ku1ucE has proposed a peculiar apparatus, by which the twisting of the artery 
upon its axis is effected, by means of a spiral feather attached to a pair of forceps (a). 


297. Experience has, up to the present time, sufficiently proved that 
by torsion, bleeding may be with certainty stanched, even from the largest 
vessels. The advantages derived from torsion, in comparison with the 
ligature of arteries, are, that, as in torsion, no foreign body remains in 
the wound, the quick union ensues more certainly than in ligature, in 
which the remaining threads, whether cut off or drawn over the edge of 
the wound, act as foreign bodies retarding that process; and that in 
sudden accidents the surgeon can effect the torsion of arteries alone, and 
without assistance. ‘These circumstances do not, however, seem to me 
sufficient to decide the question upon the absolute preference of torsion 
over ligature. In reference to quick union, DizrrEnBacu (0) has raised 
a doubt, whether the knot made in the artery should not also, to a certain 
extent, be considered as a foreign body, in a wound to be healed by prima 
intentio; whether it may not produce suppuration in its immediate neigh- 
bourhood, although, as shown by experiment, it unites immediately with 
the neighbouring parts; and whether, on account of the quick union of 
the torn and twisted trunk, it may not the more easily suppurate, and after- 
bleeding take place. In cases of torsion of arteries which have come under 
my notice, in simple wounds especially disposed to quick union, namely, 
in those of the face, the result was not in favour of torsion, inasmuch as 
suppuration followed it ‘more commonly than after ligature of the vessels. 
Pulling out the artery, to the extent of six or eight lines, disturbs, in the 
large arteries, their connexion with their sheath, up to the next collateral 
branch, and produces injurious consequences. This is not, however, to be 
feared in the smaller arteries. By the tearing and bruising of the arterial 
coats in torsion, separate fragments of the coats die off,and suppurate. In 
an artery wounded near a large collateral branch, torsion is always less to 
be depended on, because here the necessary space for the formation of the 
plood-clot is diminished by the knotting of the artery (c). The second 
advantage, namely, that torsion can be performed without assistance, is 
still important: however, here also it is to be borne in mind, that, with 
the close-shutting forceps, the ligature may usually be applied without the 
aid of assistants with little difficulty. On the other hand, it is not to 
be overlooked, that, whatever dexterity a person may possess, it is commonly 
very difficult to take hold of arteries which run in thick cellular tissue, to 


<a) Compare Rust’s Handbuch der Chirurgie, vol. ii. p. 291. Kocx’s Forceps; in von GRAEFE and 
Watturr’s Journal, vol. xxvi. partiii. p. 496. 


(Ud Ia Rust, just cited, p. 287. (c) Above cited, p. 30. 
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draw them out, and to isolate them from surrounding parts ; and that deep 
lying arteries, which can be taken hold of only with great trouble, may, in 
general, be more easily secured by ligature than by torsion. The pain is 
usually about the same in both proceedings ; but in those cases where it is 
difficult to draw out and isolate the arteries, torsion must always be the 
more painful operation. 


DurvyTREN (a) asserts that, according to the experience of distinguished practitioners, 
the consequences of torsion are inflammation and suppuration along the sheath of the 
vessels ; that it is often insufficient ; frequently, from many circumstances, impracticable ; 
and that, after fruitless trials, the ligature must be made. Lorc# (0) denies the bad 
results which torsion effected in various cases of DELPECH’s, and does not believe that 
suppuration in the sheath of the artery can be ascribed to it. Just so does TExTor (c), 
but especially Fricke (d), who, by numerous experiments, sufficiently proved the im- 
portance of torsion, and has set aside many groundless objections to it. Compare also, 
ELsTer (€), BRAMBERGER (/ ). 

[I have never employed torsion, and, not being convinced of its having any preference 
over ligatures, do not think it probable I shall resort to it; but the objections made to 
it by DrerFENBAcH, DupuyTREN, and CHELIUS, are not to me very satisfactory. The 
safety of torsion can scarcely be denied, even if reference only be made to FERNE’s 
remarkable case, in 1737, mentioned by CHESELDEN (gq), in which “ the arm of a miller, 
together with his scapula, was torn off from his body by a rope winding round it, the 
other end being fastened to the cogs of a mill. The vessels, being thus stretched, bled 
very little; the arteries and nerves were drawn out of the arm; and the surgeons first 
called placed them within the wound, and dressed it superficially. Next day he was 
taken to St. Thomas’s Hospital, but the dressings were not removed for some days. The 
patient had no severe symptoms, and the wound was cured by superficial dressings only, 
the natural skin being left almost sufficient to cover it.” (p. 321.) We have also in 
St. Thomas’s Museum an example of torsion of the femoral artery, accidentally effected 
by the coil of a cable, into which a sailor had stepped, being unwound by lowering the 
anchor, and tearing off the limb through the middle of the thigh; in this case, as pro- 
bably in Ferne’s, the cellular tissue is dragged beyond the torn end of the vessel for an 
inch at least, and twisted round, so that the vessel and tissue together resemble a long 
narrow cone. No hemorrhage followed, and the man was brought to Guy’s Hospital, 

where amputation above the injured part was performed by AsTLEy Cooper, who was 
accustomed to mention the case in his lectures.—J. F. S.] 


298. After this review of the advantages and disadvantages of the tor- 
sion of arteries, an absolute preference can only be given to it in those 
cases in which it is very important that no foreign body should be left in 
the wound, as in injury to the epiploic, mesenteric arteries, and the like. 
In inflamed, bony, or otherwise degenerated arterial coats, torsion has a 
satisfactory result as rarely as ligature, although Kéu Er (/) asserts that 
even bony vessels may be twisted with good effect, which Fricke (7) has 
confirmed by experiment. Of the various modes of applying torsion that 
proposed by Fricxz is to be preferred. 

299. As a means of stanching bleeding from wounded vessels, the zvéer- 
weaving of vessels, recently proposed by Srrixine@ (A), is yet to be men- 
tioned, in which the divided end of an artery is passed through a cleft 
formed in its own walls, and is so closed that no blood can flow out. ‘The 
vessel is to be somewhat drawn out with forceps, the surrounding cellular 
tissue divided or thrust back, and compressing forceps applied at a distance 
from the edge of the artery, which is more than twice the diameter of its 


a) Lecons Orales, vol. iii. p. 464. (g) Anatomy of the Human Body, 11th Edit., 
b) Rust’s Magazin, vol. xxxvii. 1778. ; 
c) Frorizp’s Notizen, No. 723, May 1831. (h) Hecxer’s Annalen, vol. xv. p. i. 
(d) Annalen der Chirurg. Abtheilung des allg. (i) Above quoted, p. 164. ; 
Krankenhausen in Hamburg, vol. ii. p. 150. (k) Die Gefass durch schlingung, eine neue Me- 
e) Comment. deArteriarum Torsione, Got. 1832. thode, Blutungen ausgrésseren Gefassen zu stillen. 


Sf) Ueber die Torsion der Arterien; in Horn’s Marburg, 1834. 
Archiv., 1835, part i. and ii. 
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area. The vessel is to be laid hold of transversely close to its edge, is to 
be a little flattened, and the point of a Jancet-shaped knife is to be thrust 
(according to the size of the vessel) at a distance of half or a whole line 
from the lateral edge of the flattened artery, and at a distance from its 
aperture equal to its breadth, parallel to the axis of the vessel through its 
upper wall, and pushed through it and the under wall, so that a bridge is 
formed, the length of which is equal to the diameter of the artery. In 
withdrawing the knife, the cleft in the lower wall which, on account of the 
converging edge of the knife, is somewhat shorter than that in the upper 
wall, is to be carefully lengthened ; a pair of close interweaving forceps, an- 
swering to the size of the cleft, is to be carried from the under wall through 
both clefts, so that, according to the size of the artery, the instrument pro- 
jects from one to three lines out of the upper cleft. The other forceps 
may now be withdrawn. ‘The interweaving forceps are next to be some- 
what opened, and, by means of a probe-shaped instrument which enters one 
or two lines deep into the tube of the artery, an attempt is made to bring 
a fold of the cut edge of the end of the artery between the open branches 
of the interweaving forceps, by bending the end of the artery backwards 
over their upper surface, and, at the same time, thrusting between them the 
end of the vessel. As the probe-shaped instrument is withdrawn, the for- 
ceps are closed, and the end of the artery which they hold is drawn into 
the double cleft. ‘The compressing forceps may be now laid aside, the end 
of the vessel held by the interweaving forceps drawn backwards, and, if no 
bleeding follows, these also may be removed. The processes after inter- 
weaving agree with those which follow after ligature and torsion. The 
vessel, besides, must be more than a line in diameter, and easily accessible 
to the eye and hands. Srixz1nG has also proposed interweaving for the 
veins: his experiments have, however, been only made on beasts and on the 
dead human body. 

300. The astringent styptic remedies, turpentine, kreosote, tannin, em- 
ployed to stanch bleeding, produce more rapid contraction of the extremity 
of the artery, and, perhaps, a quicker coagulation of the blood. To these 
belong cold water, brandy, 'THEDEN’s arquebusade, alum, blue vitriol, and 
so on. The colder these remedies are applied, the more powerfully do they 
act. They may also be employed in the form of powder, in which case they 
seem to close the mouth of the vessels mechanically, as gum kino, gum 
arabic, colophonium, and so on. Their action, especially as they are most 
commonly accompanied with pressure on the wound, is always injurious to 
the healing: they increase the inflammation, prevent the quick union, and 
are not preservative against after-bleeding. Their use, therefore, is confined 
to bleeding from small vessels, from mucous membranes, and to so-called 
parenchymatous bleedings. According to the experiments made upon beasts 
and men by von GRAEFE (a) with BinELu1’s water, a wad of linen soaked 
in it, and pressed against the wounded surface for five or ten minutes, will 
quickly and permanently stanch bleeding from both small and large ves- 
sels, (even from the femoral artery in amputation of the thigh, and from 
the carotid in a horse,) without any other assistance, without the least pain 
in the wound, without discoloration of its surface, without the production 
of a slough, and without any local or general inconvenience. Examination 


(a) Journal fiir Chirurgie und Augenheilkunde, 1830.—Sromon, Diss. de Aque BinELLI et Kreosoti 
vol. xviii. p. 2, vol. xvii. p. 650, vol. xxvi. partiii. _ virtute stypticd, Berol., 1833, assigns to it, from 

. 505. Maurocorparo, iiber die dynamische experiments, scarcely more influence than cold 
Wirkung des BrnELu1’schen Wassers. Wiirzburg, water. 
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of the vessel, the bleeding from which has been thus stanched, presented 
its mouth completely closed by a clot, which extended up to a considerable 
distance. The chemical examination of this water has hitherto discovered, 
besides a slight empyreuma, no very active substance, viz., neither alkalis, 
acids, salts nor metals; and there is no doubt that the active principle is 
kreosote, and that kreosote water acts in the same manner. Unfortunately, 
neither the experiments of other persons nor my own with BINELLI’s or 
with kreosote water, have had any satisfactory results. 

301. Cauterization, that is, the application of a hot iron upon the 
mouth of a wounded vessel, produces a slough, which closes the vpening in 
the vessel; a clot forms in its cavity, and plastic exudation is the result of 
the inflammatory process by which the coats of the artery are united. As 
the slough may separate too quickly, and the bleeding recur, (for, after the 
application of the heated iron, profuse suppuration always occurs,) its use 
must be restricted to those cases in which the blood flows from many small 
vessels which cannot be tied, or where styptic remedies and compression 
are insufficient ; for instance, in severe bleedings, after operations in the 
mouth. The other remedies formerly employed for stanching bleeding 
are to be entirely rejected. 

302. When the bleeding is stanched, the surgeon must be particularly 
careful to prevent its recurrence (after-bleeding.) The patient must be 
kept very quiet; he must, in important cases, be watched by intelligent 
assistants, especially if the sympathetic fever should be very severe. If 
after-bleeding take place, it must come either from vessels which had not 
been tied, or on which the ligatures have become loose, or from the whole 
surface of the wound where no vessel can be perceived. It depends upon 
the extent of the after-bleeding whether the stanching is to be attempted 
by the application of the tourniquet, the compression of the wound, the 
use of cold water, or by loosening the dressings and tying the vessels. In 
severe inflammatory fever, the bleeding often ceases after a large blood- 
letting, and the use of cold applications to the wound. Bleeding in the sub- 
sequent course of the wound occurs either from the too early loosening of 
the ligatures, from ulceration of the arteries, or from a debilitated condi- 
tion of the vessels, and a disposition to fluidity in the blood. In the former 
case, it depends on the more or less advanced state of healing of the wound, 
and the size and situation of the vessels, whether they are to be tied in the 
wound, whether pressure and styptic remedies are to be applied, or whether 
the principal trunk of the artery is to be secured above the wound. Inthe 
latter case, local styptic remedies, pressure, even the use of the actual 
cautery (1), or tying the trunk of the vessel above the wound, are proper ; 
and a strengthening treatment, combined with acids, suitable to the general 
state of the constitution (a). 


After-bleeding readily occurs, if the ligature be placed close beneath a large collateral 
branch, as also in morbidly changed arterial coats, in which ulceration readily takes 
place. If the arteries have become bony, the safest way to guard against bleeding is 
to insert a linen cylinder into the mouth of the artery, and to apply (not too tightly) a 
broad ligature around it (2), as mentioned below, (p. 318,) or to use torsion ( par. 298.) 

[(1) The subject of after or secondary bleeding is of so great interest to surgeons, and 
of so serious consequence to patients,—not whose limbs only, but even whose life depends 
upon its proper and prompt treatment,—that I feel no need of apologizing for the in- 
troduction of the following clinical observations made many years since, by the younger 
Cuing, on two cases which were under his care. These have never been published, 
and as I have the good fortune to possess notes, I avail myself of the opportunity to 


(a) Heidelberger klinischen Annalen, vol. iii. p. 337. 
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insert them here, believing them interesting and valuable, as having been treated with 
a different view of the operation of the actual cautery to that generally held. I wish, 
also, to put forward the just claim of my esteemed and skilful master (whose early death 
removed him from a course of professional usefulness to the great establishment of which 
he was one of the surgeons, and to the students by whom he was attended, and deprived 
the profession of one of its most able and upright members) to the re-employment, at 
least in England, of, in many cases, that invaluable remedy, the actual cautery ; which, 
like numerous other remedies of Ancient Surgery, had been thrown aside in consequence 
of its abuse, and of the fondness for new remedies which, in our profession, is by no 
means uncommon. 


CASES OF AFTER-BLEEDING IN WHICH THE ACTUAL CAUTERY WAS EMPLOYED, AND 
CLINICAL OBSERVATIONS THEREON, BY HENRY CLINE THE YOUNGER. 


Case 1.—G. G., aged twenty-eight years, a post-boy, was admitted into St. Thomas's 
Hospital, Jan. 24, 1815, with a compound fracture of the left leg, caused by the wheel 
of his carriage passing over it, he having slipped whilst getting on the bar, and fallen 
beneath. Both bones were broken, but did not protrude through the wound, although 
they evidently communicated with it. The edges were brought together with adhesive 
plaster, and, the limb having been placed in splints, an evaporating lotion was applied. 
On the 27th, as his bowels had not been relieved since his admission, and, as febrile symp- 
toms had appeared, he was ordered a dose of infusion of senna and sulphate of magnesia 
immediately, and fever mixture with three drops of laudanum every six hours. Up to 
this time the case was going on well, but the medicine produced seven or eight stools 
next day, and at the visit on the 29¢h he had passed eight or nine more. The result of 
the necessary frequent movements appeared this morning in the violent inflammation 
with which the limb had become attacked, accompanied with gangrenous vesication. 
Chalk mixture, with aromatic confection, was ordered; the purging continued, how- 
ever, through the night, but on the following day, Feb. 1, it was checked. He had 
“a quick pulse, white but not furred tongue, and good appetite. The leg was now 
extensively inflamed, and suppuration having commenced, a poultice was applied. 
Early on the following day his bowels were again disturbed ten or twelve times ; 
sloughy ulceration had occurred above the outer ankle, and on the 4th Feb. another 
slough upon the instep ; and a piece of the shin-bone being loose, was removed. The 
discharge was very great and offensive. The fever mixture was continued, a grain of 
opium given nightly, and rhubarb bolus twice a week. The limb, which to this time 
had been on the side, was now placed on the heel with the knee bent, in a thigh-fracture 
box, and the poultice continued. This position, however, was not comfortable, and next 
day the limb was taken from the box, and on the day following put in a leg-fracture 
box, which suited well. Onthe 9th Feb. it was thought advisable to improve his living 
by giving some porter, but, as in the course of the day there was a little bleeding from 
the wound, it was not continued. He, however, went on well till the 15th, when a 
patient falling over the bed jarred his leg, and bleeding from the wound ensued to the 
amount of six or eight ounces. On the 21st a sympathetic abscess in the groin was 
opened. His constitution continued fighting with the ailment, but another piece of bone 
was discharged, and the lower end of the shin-bone protruded considerably through the 
wound. His powers at last began to fail, and amputation, which could no longer be 
avoided, was performed, on 9th April, above the knee, by my friend TRAVERS, whose 
patient he had become by the death of the surgeon under whom he had been admitted. 
Three ligatures were applied, and he went on exceedingly well, improving in health 
daily, till the evening of the 29th, when a severe arterial bleeding, to the amount of a 
pint and a half, occurred; the ligatures had come away on the 16¢h, but that on the 
femoral artery still remained. The bleeding continued through the following day, and 
although the tourniquet had been applied, he lost three pints of blood within the twenty- 
four hours. A solution of sulphate of copper was applied to the surface of the stump, 
and cold wet cloths over it, and the bowels cleared with castor oil. 

May 1, 1 P.M. Free bleeding to the amount of a pint took place; at half-past two, 
another pint, and smaller quantities continued to flow till 11 a.m., when eight ounces 
more escaped. Six grains of powdered digitalis were given in divided doses before 
8 a.M., which reduced the pulse considerably, but without arresting the bleeding, 
though he had become very weak and covered with clammy sweat. Ten drops of 
laudanum every six hours were then ordered, but he continued in a very unsatisfactory 
condition, and vomited twice in the course of the morning (a). 


(a) Thus far is from the dresser's and my own notes, but the remainder of the case is from my 
master’s narrative. —J. F.S. 
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At 4, p.m., his surgeon being ill, I was requested to see him. On removing the 
coagulum, a ligature was found and withdrawn; the blood flowed from a sinus which 
would admit the finger, and up this a piece of sponge was introduced, the tourniquet 
taken off, and the stump kept cool with GouLarp’s wash. A grain of superacetate of 
lead was ordered at 5, P.M., and to be repeated at 6, P.m. The vomiting soon after 
returned, and continued during the evening ; but he got a little sleep. 

May 2, 1, a.m. The sponge having slipped out, was replaced; but bleeding did not 
return, and at noon it was removed. A small quantity of sulphate of magnesia was 
given to produce a stool, and a drachm of powdered sarsaparilla ordered twice a day. 
In the course of the afternoon he had a little wandering, but it soon went off. Under 
this treatment he continued improving till 

May 23, when another profuse bleeding (the dresser says to three pints) took place. 
Finding the end of the stump much swollen from the pressure of the tourniquet, which 
had been put on tocheck the bleeding, I removed it, and adjusted the pad of a small 
truss upon the inner side of the thigh near the end of the stump, with a view to com- 
press the sides of the artery, and at the same time permit the blood to pass through the 
small arteries, and allow its return by the veins, as well as that of the lymph by the 
absorbents. This plan succeeded, till 

May 26, 11, P.M., when the pad probably having slipped, another severe bleeding 
ensued, to the amount of two pints. The tourniquet was used, but without effect, and 
the bleeding could only be restrained by great pressure of the dresser’s thumb, as the 
arterial action was very strong. An injection of strong solution of alum was thrown 
up, but without benefit, and gave much pain. He was much exhausted ; and his pulse 
120, and irritable. A grain of acetate of lead was given, with twenty drops of lauda- 
num, at midnight, and 

May 27, 1, A.M., it was repeated ; but the arterial action and bleeding continued. 

5, A.M. I was called to him; and the means hitherto employed having failed, I deter- 
mined to apply the actual cautery, by passing a hot iron up the bleeding vessel. With 
this view, the sinus from whence the blood flowed, together with a part of the end of 
the stump, were slit up; and it then appeared that the sinus was the end of the artery in 
a diseased state, resembling the structure of an aneurismal sac, when the whole cylinder 
of the vessel is enlarged. This aneurismal condition extended from the face of the 
stump upwards about two inches, and was large enough to admit the thumb; above 
this the vessel was sound. A canula was then passed up to the distance of three inches, 
so as to enter the healthy part of the artery, and into it a hot iron was introduced, with 
| which the coats of the artery were burnt, in hope of producing inflammation and con- 
sequent adhesion. The cauterization gave great pain, but immediately arrested the 
bleeding. The canula was left in the vessel,which, shrivelling up, had become adherent 
to it. He began speedily to improve, and, with the exception of one slight bleeding, did 
well; and was discharged. 

Aug. 10. Perfectly well. 


Case 2.—G. M., aged about twenty-five years, was admitted 

Feb. 11, 1819, with an affection of the left knee, of long continuance, from which 
his health has suffered much. A fortnight ago an abscess of considerable size had 
formed on the inside of the knee, and burst. He was advised at once to submit to the 
loss of his limb, on account of the exhausting effect of the disease on his constitution. 

Feb. 19. The leg was amputated above the knee in the usual manner, and three liga- 
tures applied. wo hours after, his pulse was quick and throbbing, and slight bleeding 
occurred from the stump, which was then covered with cold lotion, but without advan- 
tage, as the bleeding increased ; and in three hours’ time had become so profuse, that 
it was necessary to remove the dressing, open the wound, and clear away the clot, 
which being done, a small artery was found and secured, and the bleeding ceased. 

Feb. 24. Has gone on well: part of the dressings were taken off, and replaced ; there 
is a slight discharge, but no appearance of adhesion. On the following day the rest of 
the wound was dressed, and the ligature last applied came away. 

Feb. 28. Was requested to visit him on account of a return of the hemorrhage, and 
ordered the stump to be kept cool: pulse 140, and full; he has a troublesome cough. 
The wound has begun to granulate. 

At 5, p.m. As the bleeding was still free the dressings were removed, and attempts 
made to secure the artery, but in vain, as it had retracted very much. The patient 
soon became faint, and the bleeding then ceased. 

March 1. He appeared weak from the loss of blood, but hemorrhage had not re- 
curred. His cough still remains troublesome. 

March 3. This evening a fresh bleeding having come on, ASTLEY Cooper endeavoured 
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to secure the vessel with a needle and ligature, but as the bleeding ceased before this 
could be effected he did not persist. 

March 5. Again very profuse bleeding, which was stopped by the application of some 
styptic. 

‘Murch 9. As fresh hemorrhage had taken place the bleeding vessel was sought for, 
found near the sciatic nerve, and the actual cautery then applied by Ciinz, which im- 
mediately stopped the flow of blood. In its application he did not complain of any pain. 

Since that time he had no repetition of the bleeding, continued to improve in health, 
and during the course of the month was able to sit up, and ultimately recovered. 


Clinical Observations. 


In order that my intention in applying the actual cautery, in the cases just mentioned, 
may be understood, I shall make some remarks on after-hemorrhage, commonly so 
called, and on the use of the actual cautery in cases of hemorrhage after operations or 
other injuries. 

By after-hemorrhage is meant a bleeding that takes place when the wound has been 
closed up and dressed, and the patient put to bed; and it may happen at various periods 
after the operation. Such occurrence is particularly painful and alarming to the 
patient, as parts require to be disturbed which are in a state of inflammation, and if 
the bleeding be some hours after the operation, the inflammation is considerable, and 
the pain greater than when the parts are uninflamed. These cases are also very anxious 
and harassing to the surgeon ; for, as he is unaware of the time of the occurrence of the 
hemorrhage, the patient may die in his absence. I do not purpose entering into all 
cases of after-hemorrhage, nor into those which, coming on two or three hours after the 
operation, are generally stopped by removing the coagulum and all extraneous and 
irritating matter except the ligatures, and exposing the face of the stump to the air, 
applying cooling lotions, and paying attention to the state of the bowels, but only to 
those cases which occur during the healing process, are obstinate, and very much reduce 
the patient. 

Eight or nine years since, this subject passing through my mind, and reflecting upon 
it, it seemed to me that those bleedings arose in consequence of the want of adhesive 
inflammation; that instead of an effusion of coagulable lymph, an ulcerative process 
commenced, and perhaps I might say that the ulcerative inflammation succeeded the 
application of the ligature instead of the adhesive. Now, from what one observes to 
follow the application of a high temperature to living animal bodies, it seemed to me 
that the actual cautery would be most likely to bring on quickly the adhesive inflam- 
mation, just as in a scald or burn, though serum is thrown out so as to resemble a bladder 
of water, yet flakes of coagulable lymph are seen floating about in it. I therefore at 
that time applied the actual cautery to the carotid artery of a dog. 

As regards the case of J. G., it may be asked what effect could sarsaparilla have in 
checking hemorrhage? to which I reply, I gave it from having observed that it has con- 
siderable power in tranquillizing the arterial system; and hence conclude that if it re- 
lieve the thrilling and throbbing of the pulse, the irritability of the arteries, and produce 
in their extremities a healthy action, independent of its improving the general health, 
we may consider it an auxiliary in stopping the hemorrhage. But I do not mean to 
say that when taken into the circulation it has any chemical operation in producing this 
effect. When I saw the patient on the 27th of May, I found the dressers alternately 
relieving each other in compressing the artery, and with which they had been occupied 
during the whole night, as nothing could be done with the tourniquet. I thought it 
extraordinary that the tourniquet would not stop the bleeding, and therefore myself 
put it on, carefully placing the pad upon the artery, and then screwed it up, using as 
much force as I thought safe, taking care to avoid such as would crush the muscles, 
which might be easily done with so powerful an instrument, but the bleeding continued, 
and I therefore determined to use the actual cautery. 

Having first cauterized the aneurismal part, as I have called it, of the artery, which 
caused no pain, I then passed the canula up into the sound part of the vessel, and as 
soon as the red heat had to the eye subsided, the cautery iron was run up the canula, 
which caused extreme pain, along the artery and its accompanying nerve, as much it 
seemed as the circular incision in amputation. The object of using the canula was to 
conduct the hot iron up to the spot to be cauterized ; otherwise, as soon as it touches the 
vessel it is stuck fast, and you cannot pass it further up. Besides, if this did not hap- 
pen, few have so good an eye and so accurate a hand as not to miss so small an orifice 
as that of the artery ; which, however, does not occur if the canula be used. 
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During the progress of the case I was asked why I did not slit up the sinus, and tie 
the artery again. But if it did not heal when one ligature was applied, it was highly 
probable it would not if a second were put on. I was also asked, whether I would not 
tie it as in tying the artery above for aneurism. But then we should have still been in 
the neighbourhood of the diseased part: the same accident would have recurred, and 
probably the vessel would have bled again by anastomosis. To prevent this bleeding 
it was that I cauterized the aneurismal structure, for the purpose of producing a change 
in the action of the vessels. 

This case presented to me a new view of the subject, hemorrhage. It appeared the 
cause of the bleeding originated in a new structure being built up, whilst the artery was 
enlarged by absorption, so that a sort of aneurism was found at its extremity. Ido 
not mean that sort of aneurism in which one side only of the vessel becomes diseased, 
but where a general circular dilatation takes place. This explains my reason for not 
applying a ligature upon the vessel, for had it been put on it would have given way: 
just as would an aneurism, if a ligature could be passed around it. ‘The enlargement 
of the extremity of the artery is similar to what occasionally happens after bleeding 
from the temporal artery ; you puncture the vessel, take as much blood as you wish: 
but, expecting to require more in a day or two, you do not divide it, but apply a com- 
press. A spurious aneurism soon follows, and is occasionally accompanied with a 
sinus, from which repeated and obstinate hemorrhages occur. Four or five years ago 
I saw a man in Guy’s Hospital bleeding from a sinus, with which the dressers had been 
harassed night and day making pressure with the thumb on the vessel, which seemed 
to be the commencement of such a case as I have described. It appears to me, there- 
fore, that the advantage of using the actual cautery consists in changing the action of 
the part, and rapidly inducing the adhesive inflammation. 

After the employment of the actual cautery in after-hemorrhage, pressure should be 
made on the artery with a tourniquet, with the finger, or with the pad of a truss, which 
is better than a tourniquet, as it touches only two points and does not prevent the blood 
circulating to the stump for its support; and this pressure should be continued till there 
has been sufficient time for the effusion of lymph. 

In the second case the patient did not feel pain when the hot iron was applied to the 
artery, which was a remarkable circumstance. But although it should give pain, yet 
it ought not on that account to be disused. It is a case of life and death. The pain is 
supportable, and soon goes off. 

It is remarkable in cases of hemorrhage, that when something efficient is done, before 
there is time for any change to take place, the system becomes tranquil, there seems to 
be a sympathy between the arterial system and the diseased extremity of the vessel ; 
and so long is the patient in a state of uneasiness as this something efficient remains 
undone. This is what Mr. Hunrer cailed a “consciousness of wrong,” the body being 
unable to be at rest, wanting to do a something which nature is incapable of accom- 
plishing. 

In fe two cases above mentioned, I feel certain that the hemorrhage ceased from the 
use of the actual cautery. I am not an advocate for using this remedy instead of liga- 
tures; it is not so convenient nor so certain as ligatures, in recent cases. It is only 
when you can do nothing else that I recommend its use. It must be applied up the 
canal of the artery, or else the end only is shrivelled and no union produced. I find 
that the mere burning or searing the extremity of an artery is not to be depended on 
even in quadrupeds ; the vessel will still bleed: I am certain, therefore, it would not do 
in the human subject. And I conceive that by the old method of applying the actual 
cautery, the bleeding was stopped by burning all the parts which constringed and pressed 
upon the vessels. I have ascertained that this method is sufficient in the dead subject 
to prevent injection being forced out; but, by simply cauterizing the arteries in the old 
way, without touching the surrounding parts, this cannot be effected. 

The instruments required for this operation are a straight wire of corresponding size 
to the vessel to be cauterized, fitted with a canula, closed at its extremity to prevent 
the blood flowing into it and cooling the hot iron. 

The artery having been slit up, as already mentioned, the canula is to be passed up 
into its sound part, having been first smeared with grease, which renders its introduction 
and removal easier, and also when heated burns the vessel with the hot grease, and 
assists in exciting the inflammation. The cautery iron having been heated, is then 
to be introduced into the canula at a black heat. The object is not to destroy the parts, 
nor to bring on sloughing, but only to produce a higher degree of inflammation, so that 
an effusion of lymph may soon take place and seal up the vessel ; and for this purpose 
the black heat is sufficient. After the cauterization is effected, the canula may be with- 
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drawn; but if it will not come away, it is not of consequence, and may be left, as in the 
first case, to come away of itself; for the process of closing the vessel goes on without 
inconvenience. 

The following are some experiments which I made in reference to this subject :— 

Exp.1, which was performed with a view to the treatment of those aneurisms in 
which a ligature cannot be applied upon that part of the artery next the heart, shows 
that a wooden plug may be passed into a vessel, and the natural processes as regards its 
closure be accomplished. I divided the carotid artery of a dog, thrust a wooden plug 
an inch down that portion of the vessel next the heart, and tied itin. No hemorrhage 
ensued, and the artery healed. 

Exp.2. On 6th Jan., 1818, two ligatures were put upon the carotid artery of a sheep, 
and the vessel divided between them. A hot iron was applied to the end next the heart, 
till about half-an-inch of it from the ligature towards that organ shrivelled and turned 
white. At noon of the following day the sheep was killed. A portion of the artery 
immediately below that which had been cauterized was one-sixteenth of an inch less 
than the corresponding vessel on the other side of the neck, and contained a coagulum 
an inch long; but in the uncauterized part the coagulum measured three-eighths of an 
inch. In other respects the two portions were similar. 

Exp.3. On the 12th Jan., 4 p.m., two ligatures were applied on the carotid of a sheep, 
which was divided between them. The ligature on that part of the vessel next the head 
was then untied, and the actual cautery passed up it; after which the ligature was 
retied to prevent hemorrhage. Twenty-one hours after, the sheep was killed, and there 
was found in the cauterized end a very firm coagulum, two and a half inches long, com- 
pletely filling the cylinder of the artery, to the extent of one inch from the ligature. 
The uncauterized end contained a slender filament of coagulum, one inch long. 

Exp. 4. On the 19th Jan., 3 p.m., I cauterized the lower end of a sheep’s carotid by 
passing in a tube closed at one end, and introducing the hot iron into it. The ends of 
the artery were tied as before. At noon of the following day the animal was killed; 
the ligatures were covered in with lymph, so that the cavity containing them and the 
ends of the artery was excluded from the air, The lower portion of the carotid con- 
tained a very firm coagulum, an inch and a quarter long, adhering strongly to the in- 
ternal coat of the vessel. The coats of the artery and the surrounding cellular mem- 
brane were much inflamed, and a mass of matter having the appearance of coagulated 
blood, but which had probably been effused by the inflammation, surrounded the artery 
about half an inch from the ligature. 

Exp. 5, made on Jan. 25th, was the reverse of the former. The lower portion of 
the vessel contained a clot of blood three-quarters of an inch long, and as thick as a 
probe. The upper portion had nearly the same appearance as the lower in the last ex- 
periment, except that the coagulum was about an inch longer, and that there was less 
coagulum around the outside of the artery. In both experiments the iron was passed 
only once, and as the red heat went off. 

(2) Although in Ciine’s experiment a wooden plug was introduced into the carotid 
artery of a dog, and the vessel, having been tied upon it, did well. it does not render 
any support to the plan proposed by Cue tus for treating bleeding ossified arteries. In 
the former case the vessel was healthy, in the latter diseased, and not very likely to ad- 
here. I should certainly prefer amputation with the hope of finding the artery healthy 
above; but if that were not done, I think it would be better to trust either simply to 
pressure, or to use the actual cautery for the purpose of shrivelling the vessel up, and 
inducing the formation ofa clot, to form a natural plug, and rely upon the accompany- 
ing increased inflammation to do the best for the patient. Such cases, however, must 
always be considered very doubtful as to their successful termination.—J.F.S, ] 


303. Bleeding from wounded veins, although less thought of, may produce 
dangerous consequences. It is characterized by the above-described symp- 
toms (par. 276) ; differences may, however, occur, which, for the moment, 
render the diagnosis difficult. If there be no prevention to the return of 
the blood, it flows in an unbroken current ; but, if there be any obstacle, 
the blood spirts in a stream, or even in jets, as if from a wounded artery. 
This latter circumstance depends either on contraction of the muscles sur- 
rounding the vein, and is in direct proportion to thestrength and frequency — 
of the contractions ; or it is consequent on the motion propagated from 
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the artery accompanying the vein, and, in this case, the manner in which 
the blood spirts out may easily deceive at the first moment, but compres- 
sion above and below the wound will always determine the diagnosis. 

304. Bleeding from the smaller veins usually stops of itself, if the patient 
be kept quiet, the edges of the wound brought together, and the circulation 
of the blood not disturbed. ‘The clot which forms in the mouth of the 
wounded vessel prevents the escape of the blood, and, with the healing of 
the outer wound, that of the vein also takes place. But the bleeding is 
more severe, and requires the assistance of art, according to the condition 
of the wound, the size of the vein, and the existing obstacles to the return 
of the blood, such as the depending position of the wounded part, pressure 
upon the vein between the wound and the heart, exertion of the patient, by 
which either the muscles of the wounded part or those of the chest are con- 
tracted, and interruption to the return of the blood ensues; injuries of the 
large veins, as the internal jugular, the subclavian, the femoral, are soon fatal. 

305. Compression is the usual remedy in venous bleeding; the ligature 
is seldom employed. The pressure must be made on the wounded part 
itself, and not to such extent as completely to flatten the walls of the vein, 
which would entirely check the return of blood, but only in a slight degree 
to support them. Especial attention must always be paid, at the same 
time, to the due freedom of respiration. The ligature must be applied, 
first on the lower, and then on the upper end, if the blood flow from the 
latter by regurgitation. It has the disadvantage of putting a complete 
stop to the return of the blood, and may also give rise to inflammation of 
the vein; it should, therefore, only be used when compression is not pos- 
sible. Wounds which comprise the half or two-thirds of a vein, produce 
severe, and even fatal, bleeding, especially if the position of the part draw 
the wounded edges asunder. In this case, a better position and slight 
pressure often stop the bleeding; but frequently it will not cease till the 
_ vein has been completely divided. Venous bleeding, in extirpating tu- 
mours, or in amputations, usually stop when the patient ceases to scream, 
or by letting him frequently take a deep breath. If, however, bleeding 
from a large vein should continue, it is necessary to tie it; in such cases, 
for instance in amputations, in which I have frequently tied large veins, 
I have never observed any symptoms of phlebitis. 

Compare DuPuyTREN (@). 

[Venous bleeding in operations is sometimes very severe, especially in the removal of 
diseased breasts. Usually it is stopped by pressure on the divided veins, but sometimes 
this is insufficient, if the vessels be very large, and the cellular tissue have become 
brawny, so that the apertures will not come together, but remain open like holes in a 
sieve. A case of this kind happened to me some years ago, in which the venous bleed- 
ing was so sudden and severe, and the number of bleeding veins so great, that the woman, 
who was advanced in life, died under the operation. Some thought that air might have 
entered the veins and caused death ; but I feel sure that the sudden loss of a large quan- 
tity of blood destroyed her. Should I ever meet with another case in which venous 
bleeding from the breast were so free, I am quite determined I would tie every vein, 
however tedious the operation might be rendered. 

With regard to venous bleeding in amputation of the limbs, I never hesitate to tie the 
femoral vein, if it will not fall together and close; and I have never found inconve- 
nience from it but in a single case. The extension of inflammation along the vein is, I 
think, from my own experience, scarcely to be expected. In the case of axillary 
aneurism mentioned at p. 307, my friend GREEN put two ligatures upon the external 
jugular vein, and divided it between them, to obtain more room to get at the artery, 
and no inflammation ensued.—4. F. s. 


(a) As above. 
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Before dismissing the subject of bleeding from wounds, it will be neither uninteresting 
nor unprofitable to give a slight account 


OF THE INTRODUCTION, OR RATHER RESUMPTION OF THE 
LIGATURE OF VESSELS, 

As now employed, into the practice of Surgery. There is no doubt that the ligature was 
used by the ancient surgeons ; but CeLsus appears to be the first who relied much upon 
it. To stop the flow of blood from a wound, he recommends that it should be filled 
with dry lint, over which a sponge dipped in cold water is to be applied, and pressure 
made with the hand. ‘These applications are to be frequently renewed; and if the lint 
alone be unavailing, then vinegar is to be applied, as being very efficient in suppressing 
hemorrhage, on which account some pour it into the wound. And he then proceeds, 
“ quod si illa quoque profluvio vincuntur vene, qu sanguinem fundunt, apprehendende, 
circaque id, quod ictum est, duobus locis deliyande, intercidendeque sunt, ut et in se ipse 
coéant, et nihilominus ora preclusa habeant.” (lib. v. c. xxi.) And he also directs, in 
treating of castration, “in quibus cum multe ven discurrant, tenuiores quidem precidi 
protinus possunt: majores vero ante longiore lino deligand@ sunt ; ne periculose san- 
guinem fundat.” (ib, vii. c. xix.) 

After some time, but when is uncertain, the use of the ligature gave way to the practice of 
searing the wound with a hot iron, or of applying various caustic remedies, and no more 
is heard of it till Tuomas GALE, Maister in Chirurgerie, again brings it forward in describ- 
ing the various kinds of stitches required in the treatment of wounds (a), as follows :— 

“ The fourth maner of stiching is when as a vayne or arterie is cut, and we use to 
stay the flux of blood, especially when as vene iugulares is cut. Then we thurst the 
needle through that vaine or arterye and then knit the same with the thried, then draw 
out the needle and let a portion of the threed hange out so longe untyl]] it falleth awaye.” 
(p. 3.) Subsequently, also, in speaking specially “ of woundes in vaynes and arteries,” 
he says :—“ If they be the smalle vaynes it shall suffyce to stiche the wound and use the 
pouder desiccatiue mencioned in the chapter goyng before, with twoe and the whighte 
of an egge. But if any of the great vaines be wounded, then the cure aforesaid is not 
sufficient. Wherefore you may attempt to stay the fluxe of blood with bending the con- 
trary side to the place wounded ; or with letting of blood in another place, whereby there 
is made diuersion of the fluxe. Also wyth frictions and rubbing the contrary parts. 
Yf these suffice not, then you must applye causticke pouders as arsenicum sublimatum, 
vitriall burnt, unsleked lime, or such like; or ells make cauterization with an yron, or 
stiche the ende of the vaine. And lay some desiccatiue pouder on it, and so dresse the 
wounde, lettyng it so remayne foure daies. And if there be any asker, (escar,) you must 
apply to it the whight of an egge and oile of roses well beaten together. And the cure 
that is heare spoken of vaines, is also to be understand of arteries; and the way to know 
whether a vaine or arterie is wounded: is by the yssuing oute of the blood. For in 
an arterie cut, the blood commeth leping and springing out with sume staye, accordinge 
to the dilatation and compressyon of the arterye.” (p. 4.) 

From the notes which Marcarcne has added to his recent edition of ParE’s works, 
it appears that when ParE published his Surgery, in 1552, he still employed the actual 
cautery, and made no mention of tying vessels till the following edition in 1564, pub- 
lished at Paris, and bearing the title Dix livres de Chirurgie avec Le Magasin des 
Instrumens necessaires a icelle, in the seventh book of which, speaking of the treatment 
of gangrene and mortification which requires amputation, he first recommends tying the 
vessels to suppress bleeding after that operation in the following terms :— 

<¢ Des motens pour arrester le flux de sang quand le membre est coupé. 

« Lorsque l’amputation du membre est faitte: il est necessaire que quelque quantité du 

Th sk noesentve ong s’escoule, & fin qu’a la partie deschargee y suruiennent moins d’acci- 
aller laisser fluer Gents, et ce selon la plenitude et force du malade. * * * Le sang 
du sang apres escoulé en quantité suffisante (prenans tousiours indication des forces 
ced aes du du malade) il faut promtement lier les grosses veines et arteres si ferme 
erage f qu’elles ne fluent plus. Ce qui se fera en prenant lesditz vaisseaux auec 
vn tel instrument nommé bec de corbin. De cest instrument faut pinser lesdits vais- 

Ti n’y a danger S©2UX, les tirant et amenant hors de la chair, dans laquelle se sont retirez 
de lier quelque ¢t cachez soudain apres l’extirpation du membre, ainsi que font toutes 
portion de chair autres parties tousiours vers leur origine. Ce faisant il ne te faut estre 
auec les dits vais- trop curieux de ne pinser seulement que lesdits vaisseaux: pourcequ’il 

n’y a danger de prendre auec eux quelque portion de la chair des muscles 


(a) An Enchiridion of Chirurgerie, conteyning the exacte and perfect Cure of wounds, fractures, and 
dislocations ; newly compiled and published. London, 1563. 
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ou autres parties. Car de ce ne peut aduenir aucun accident. Ains avec ce l’union des 
vaisseaux se fera mieux et plus seurement que s'il n’y auoit seulement que le corps des 
ditz vaisseaux compris en la ligature. Ainsi tires, on les doit bien lier auec bon fil qui 
soit en double.” (ch. 13.) 

In a subsequent chapter, (15th,) which he heads with: Ce qu’il faut faire s’il suruenott 
Jlux de sang a cause d’vn des susditz vaisseau deslié, he describes another mode of pro- 
ceeding, first advising, as more easy and less painful than the reapplication of a light 
bandage round the limb, as used in his time preparatory to amputation, “ qu’vn ministre 
prene le membre & deux mains pressant fort de ses doigtz sur l’endroit du chemin des- 
ditz vaisseaux: Car en ce faisant il empeschera le flux de sang. Ce pendant tu prendras 
vne aiguelle longue de quatre pouces ou enuiron, quarree et bien tranchante, enfilee de 
bon fil en trois on quatre doubles, de laquelle tu relieras les vaisseaux en la facon qui 
s’ensuit: car alors le bec de corbin ne te pourroit seruir. Tu passeras laditte aiguille 
par le dehors de la playe, & demy doigt ou plus, a costé dudit vaisseau, iusques au 
trauers de la playe, pres Vorifice du vaisseau: puis la repasseras sous ledit vaisseau, le 
comprenant de ton fil et feras sortir ton aiguille en laditte partie exterieure de l’autre 
costé dudit vaisseau, laissant entre les deux chemins de laditte aiguille seulement 
Yespace d’vyn doigt: puis tu lieras ton fil assez serré sur vne petite compresse de linge en 
deux on en trois doubles de la grosseur d’vn doigt, qui en gardera que le neud w’entre 
dedans le chair et l’arresteras seurement. Laditte ligature retire entierement dedans 
la bouche et l’orifice de la veine ou artere auec lesquelles aussi cachees et couuertes des 

Lion ne se doit Parties charneuses adiacentes, se reprend aisement ledit orifice. Je te 
beaucoup sorcier PUIS asseurer que jamais apres telle operation on ne voit sortir vne goutte 
du sang sortant de sang des vaisseaux ainsiliez. Et ne se faut trauailler d’user des sus- 
a petits vals- dits moyens d’arrester le sang aux petits vaisseaux : pource que aisement 

il il sera supprimé par les astringents que nous te ordonnerons cy apres.” 

I have made these long extracts from GALE and Park, as both were celebrated Sur- 
geons of the same period, the former having been with Henry VIII.’s army at Mon- 
treuil in 1544, and with that of Paitip or Spain, our QUEEN Mary’s husband, at the 
siege of St. Quintin in 1557 ; and the latter surgeon to Cuartes IX. and Henry IV. 
of France. GALE in 1563 speaks of stitching the wounded vein or artery, and leaving 
one end of the thread to hang out until it falls away as a common practice with him ; 
but does not advert to either of the methods proposed by Pare for tying the vessels 
after amputation, trusting to the potential cautery in preference to “actual cateriseng 
yrons, which sore feared the people with the orrror of cauterization, or burning as we 
call it, that many of them rather would dye wyth the member on, then to abyd the 
tirreble fyre, by means whereof manye people peryshed.” (p. 56.) Pare uses the 
actual cautery in 1552, but in 1564 strongly recommends ligatures, but in a very 
different and preferable manner than as proposed by GaLz. And among the reasons he 
assigns for such recommendation, he says :—‘“ On ne vit oncques de six ainsi cruelle- 
ment traittez, eschapper deux, encore estoient ils long temps malades, et mal-aisement 
estoient les playes ainsi bruslees, menees & consolidation, pource que vue telle vstion _ 
faisoit des douleurs si vehementes que les malades tomboient en fieure, en spasme et 
autres mortelles accidents auec ce que le plus souvent l’escare cheut suruenoit nouueau 
flux de sang qu'il falloit encor estancher auec les cauteres actuels et potentiels, lesquels 
repetez consumoient vne grande quantité de chairs et autres parties nerueuses. Pour 
laquelle deperdition les os demeuroient puis apres nuds et decouuers. Ce qui a rendu 
a plusieurs la cicatrisation impossible, aiants tout le reste de leur vie gardé vn ulcere au 
lieu du membre couppé, qui leur ostoit le moyen de se pouuoir seruir d’vn membre fait 
artificiellement.” (chap. xvii. p. 115.) From a comparison of these accounts it must 
be admitted that, although to Pare must be assigned the just praise of having reintro- 
duced the employment of the ligature as now used, (for it is of little consequence whether 
he was aware of Crisus having recommended it or not, he has made it so completely 
his own,) yet GaLE’s practice of tying vessels, though in a different manner, was earlier 
given to the world than Paré’s, and his horror of the actual cautery not less great, al- 
though less picturesquely described. ; 

The ligature of arteries, as recommended by Park, was very slowly received by 
Surgeons, and even so late as 1761 it appears in the fourth edition of SHarp’s Critical 
Enquiry into the present state of Surgery, that the forceps were not used, but ParE’s 
second method with the needle employed, and in many parts of Europe not even that, 
whilst in France some of the Surgeons at least thought it not applicable in all cases, and 
sometimes used it, and at other only lotions of vitriol or of alum. 

The tenaculum, now in common use by some practitioners in preference to the forceps, 
was invented by BroMFIELD, Surgeon of Guy’s Hospital.—J. F. 8. ] 
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306. The removal of foreign bodies from the wound, is, next to stanch- 
ing the blood,’the circumstance which requires the greatest attention ; be- 
cause, if they remain, the healing of the wound is disturbed, and severe 
inflammation, suppuration, gangrene, nervous symptoms, and the like, may 
be produced. Foreign bodies may be either sand, pieces of clothing, bullets, 
broken pieces of the wounding instrument, fragments of bone, and the like. 
The presence and position of such bodies are to be ascertained by examina- 
tion of the wound, which, in incised wounds, is attended with no difficulty ; 
but, in stabs and gun-shot wounds, the difficulty is often very great. They 
are to be drawn out either with dressing-forceps or with bullet-forceps, 
of which those invented by Percy are the most convenient, inasmuch as 
they serve at once for spoon, forceps, and ball-screw. If a foreign body 
lie near the skin, on the side opposite to where it entered, it must be re- 
moved by an incision at that place. If the form of the wound prevent 
the drawing out of the foreign body, it must be dilated in the proper direc- 
tion. If a foreign body, a bullet, for instance, have penetrated into a 
bone, its removal is generally difficult. If superficial, it may often be re- 
moved with a spatula or an elevator. If it lie deeper, or be wedged in 
between two bones, the bullet-screw must be used. If it cannot be reached 
by these means, it must be left alone, in the hope it may become loosened 
during suppuration; at least, this seems better than to remove the 
foreign body with mallet and chisel, or with the trepan; an exception, 
however, is to be made if the body be lodged in the skull. When a bone 
is splintered, care must be taken to. remove only those pieces which are 
entirely loose; such as are still attached should be pressed into their place, 
in hope that they may unite or be discharged during suppuration. 

The greatest care must be taken in the removal of foreign bodies. It is only very 
rarely that they remain without inconvenience, by becoming enveloped in a cellular 
capsule. Often, at a subsequent period, they sink deeper in various directions, produce 
pressure, inflammation, suppuration, and so on. Only when the removal of the foreign 
body would cause greater mischief than letting it remain, or when the wound is already 
much swollen, or the extraction of the foreign body is impossible without great violence, 
or when it closes large blood-vessels, is its removal contra-indicated. 

307. When the bleeding is stanched, the foreign bodies removed, and 
the wound cleaned, its condition must decide whether the further treatment 
is to be effected by quick union, or by suppuration and granulation. ‘The 
former kind of treatment is always preferable, because the healing is 
quickest, is least interfered with by untoward accidents, and leaves the least 
trace of the injury behind it. 

308. The cleaner the solution of continuity is, the more is it disposed to 
quick union. When the divided parts have suffered much stretching, tear- 
ing, and bruising, before giving way, the inflammation which follows is not 
such as will bring about the healing of the wound by quick union; but 
suppuration necessarily ensues. Various, however, are the degrees, from 
simple division of a part by a cut, to wounds with destruction of parts by 
bruising. Slight bruises require union, and severe bruises do not contra- 
indicate it: and, even although the condition of the part give but little 
hope that it will be effected, yet much is gained if the edges of the wound 
hold together only at some few points, because its extent is thereby di- 
minished, and the suppuration much lessened. Only in wounds where the 
greatest degree of bruising and tearing has occurred, can no union or 
approximation of the edges of the wound be undertaken. 

Simultaneous injury of bone does not contra-indicate union. Union may 
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even take place of completely separated pieces of bone hanging in the flaps 
of the soft parts. The proper adjustment of the bony fragment is, how- 
ever, very difficult in these cases, especially if the flaps of the wound be 
swollen. Hence the advice given by many, that the pieces of bone should 
be cut out from the flaps, and the latter properly arranged. 

The form and extent of the wound give no definite contra-indication to 
its union. If the bleeding be slight, an accurate approximation of the edges 
of the wound will stanch it; but, if the bleeding be considerable, it must 
first be stanched, and upon the mode in which this is effected depends 
whether union will take place. 

The presence of foreign bodies in the wound, which merely act mecha- 
nically, contra-indicates union only so long as they remain there. The 
existence of deleterious matter in the wound contra-indicates it altogether. 

When the secretion of a fluid takes place from the bottom of a wound, 
the retention of which would excite dangerous symptoms, union is contra- 
indicated, unless such retention may be made use of as a means towards 
effecting a cure. 

309. A wound to be united must be properly cleansed, the blood-clot 
removed from it, and then such apposition of the wounded edges made as 
shall bring similar structures into contact. The means to be employed for 
this purpose are, the proper position of parts, uniting bandages, sticking 
plaster, and sutures. In most cases, union is effected by several of these 
methods. 

[“ It is with a view to this principle of union (by the first intention)” says JOHN 
Hunter, “that it has been recommended to’bring the sides (or lips) of wounds together ; 
but as the natural elasticity of the parts makes them recede, it has been found necessary 
to employ art for that purpose. This necessity first suggested the practice of sewing 
wounds, and afterwards gave rise to various inventions in order to answer this end, such 
as bandages, sticking plasters, and ligatures. Among these, the bandage, commonly 
called the uniting bandage, is preferable to all the rest where it can be employed; but 
its application is very confined, from being only adapted to parts where roller can be 
used.” (p. 209.)] 

310. The position of the wounded parts should always be such that the 
edges of the wound may be relaxed, and their retraction diminished. This 
is specially to be observed in transverse wounds of muscular parts. Such 
wounds on the extensile side of a limb require the straight, and, on the 
Jiexile side, the bent position. Longitudinal wounds usually need no par- 
ticular position, because in them retraction of the edges cannot be very 
' great; in general, therefore, that position is chosen in which the parts are 
stretched. The position of the wounded part is only the preparation and 
aid to union. 

311. Uniting Bandages, (Fascie unientes, Lat.; Vereinigende Bin- 
den, Germ.; Moyens unissans, Fr.,) so called in opposition to those which 
merely serve to keep dressings together, are such as produce and maintain the 
immediate apposition of the edges of wounds. Their application is very 
different according to the form, direction, and locality of the wound. In 
transverse wounds of the extremities, two long strips of linen, of corre- 
sponding breadth with the wound, are required. One of these is to be 
divided to its middle into as many heads as its breadth contains inches; the 
other piece is to have a corresponding number of slits made in its middle. 
These two pieces are to be placed on the limb above and below the wound, 
and fastened with the spiral bandage. The heads of one strip are next to 
be passed through the corresponding number of slits in the other, drawn in 
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opposite directions, and the two ends then fastened with the continuous 
turns of the circular bandage. Jn longitudinal wounds of the extremities 
a circular bandage is employed, which is divided at one end into heads, an 
inch broad, and, at a proper distance, according to the thickness of the limb, 
is furnished with slits. ‘The middle of the bandage is to be placed on the 
side of the limb opposite to the wound, both ends are to be brought towards 
the wound, the heads drawn through the slits, and properly carried on in 
circular turns, and in opposite directions. 

If the bandage be to act, specially, on the bottom of the wound, a gra- 
duated compress must be applied on both sides, and the bandages drawn 
together upon them. The influence of the uniting bandages is never to be 
too much relied on, as the linen always, more or less, yields, and gets dis- 
placed. Therefore bandages, when the union of the wound is effected by 
other means, are applied only to assist the union, prevent the retraction 
of the parts, and so on. An expulsive bandage, in many cases, answers 
the same object ; for instance, in amputations. 

[As to the use of bandages in wounds, I must confess I am no advocate for them un- 
less they are absolutely necessary to prevent the parts dragging asunder, and then only 
the least possible quantity should be employed. A simple spiral bandage carried 
once over the wound, and extending a little above and far below it, if from the pressure 
on the superficial veins there be tendency to serous effusion in the cellular tissue, or a 
many-tailed bandage is amply sufficient.. A quantity of bandage of many thicknesses 
as used even within my recollection is very detrimental, as heating the part and 
tending to promote suppuration, which it is desirable to avoid.—s. F. s.] 

312. Sticking Plaster, (Heftplaster, Germ. ; Agglutinatifs, Fr.,) which 
is most especially employed as a means of closing wounds, operates more 
certainly than the bandage. When the surface of the wound has been pro- 
perly dried, and the parts brought into suitable position ; the one end of the 
sticking plaster is to be applied at sufficient distance from, and on one side 
of the wound, to be held fast there, and when the edges of the wound are 
brought into the closest contact, the other end is to be drawn across them, 
and pressed down on the other side. The first piece of plaster is to be laid 
upon the middle of the wound, and then as many on both sides as will 
bring the edges in perfect union, and cover the wound itself uniformly. 
In longitudinal wounds of the limbs, the middle of the plaster may be laid 
directly opposite to the wound, and the two ends may be brought to- 
wards the wound, the one passing through a cleft in the other, crossing 
upon, and thus uniting, the wound. If the sticking plaster is to be ap- 
plied on a part covered with hair, the part should be first shaved. In 
making the sticking plaster, the emp. adhesiv. should be spread not too 
thick, but sufficiently so, upon strong linen. In small superficial wounds 
English sticking plaster (court-plaster) answers the purpose. 


[The old surgeons, though mostly relying on bandages and sutures, employed a sort 
of sticking plaster, though differing from the kind now used; thus THomas GALE, 
when describing “briefely the cure of a simple and small wounde, where the skynne 
onely is divided or cut,” says :—“ You shall aptly ioyne the lippes or sides of the wounde 
together, so euen as possible you can: then make a stufe wythe towe and the whyte of 
an egge mixed with a little salte, and apply it to the wounde, then roll and bynde it 
accordyng to arte, and this is sufficient in such kynde of woundes. You must also 
commaunde the Pacient that he exercise not the wounded member, least that he causeth 
accidentes to falle to the wounde, as inflamation, fluxe of humours, dolour, and payne, &c. 
* * * Tf the wounde be great in the fleshe, and yet without accidents, you shall beginne 
your cure as in the chapter before, (the previous paragraph, ) that is, by comprisyng and 
ioyning the sydes of the wounde together, and then rollynge and byndyng it. Butif 
the wounde be bigge, wyde, or els ouerthwarte the member, so that rollinge and binding 
are not sufficient: than you are compelled to use stiching, of which there be diuers 
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sortes, and I wyll set oute those whiche are moste in use. But or you goe aboute the 
stitching of the wounde, geue diligent heede that it be mundified and made cleane, that 
there remayne not in it eyther any uncleannesse, as heare, duste, oyle, or such lyke : 
whiche may hynder the adglutination of the wounde.” (p. 2.) 

“A piece of sticking plaster,” says Joun Hunter, “which has been called the dry 
suture, is more general in its application than the uniting bandage, and is therefore pre- 
ferable to it on many occasions. I can hardly suppose a wound, in any situation, where 
it may not be applied, excepting penetrating wounds, where we wish the inner portion 
of the wound to be closed equally with the outer, as in the case of hare-lip. But even 
in such wounds, if the parts are thick and the wound not large, the sides will seldom 
recede so far as to make any other means necessary. The dry suture has an advantage 
over stitches, by bringing a larger surface of the wound together, by not inflaming the 
parts to which it is applied, and by neither producing in them suppuration or ulceration, 
which stitches always do. When parts, therefore, can be brought together, and espe- 
cially where some force is required for that purpose, from the skin not being in large 
quantity, the sticking plaster is certainly the best application * * * The sticking plasters 
should be laid on in strips, and these should be at small distances from each other, viz., 
about a quarter of an inch at most, if the part requires close confinement; but when it 
does not, they may be at great distances. This precaution becomes more necessary if 
the bleeding is not quite stopped; there should be passages left for the exit of blood, as 
its accumulation might prevent the union, although this does not always happen. If 
any extraneous body, such as a ligature, should have been left in the wound, suppuration 
will take place, and the matter should be allowed to vent at some of those openings or 
spaces between the slips of plaster. I have known a very considerable abscess formed 
in consequence of this precaution being neglected, by which the whole of the recently 
united parts has been separated.” (pp. 209, 10.) 

Our common hospital sticking plaster is the soap plaster of the London Pharma- 
copeia, with a little resin to render it more adherent, spread on stout calico. I prefer 
it, however, without the resin, as less likely to cause irritation, and the plaster is quite 
sticky enough if fresh spread. TYRRELL was accustomed to use equal parts of soap 
plaster and compound frankincense plaster, but I do not know that it possesses any supe- 
riority over the soap plaster, except in having a more agreeable smell. Liston (a) prefers 
a transparent plaster, consisting of a solution of isinglass, spread on the unglazed side 
of silk, which, when used, requires a hot moist sponge to be run quickly over it, so as 
to melt the isinglass and render it sticky. “This composition,” he says “ becomes suffi- 
ciently adherent; it keeps its hold often to the end of the cure; and it is quite unirri- 
tating. Being transparent, the plaster does not prevent any untoward process that may 
be going on underneath from being observed, and, if any fluid collects, an opening can 
be snipped for its escape.” (p. 33.) I have used this isinglass plaster several times, but 
do not find it has any material preference over the common adhesive. It is not a new 
invention, but has been long since used in Germany, where it is called English plaster, 
and is really no other than our common court-plaster spread on white silk.—J. F. S.] 


313. Stitching, or Suture, (Sutura, Lat.; Naht, Germ.; Suture, Fr.,) 
which was anciently so much in use, and ata later period has been entirely 
discarded by many Surgeons, is always accompanied with a considerable ir- 
ritation of the wound. Inflammation, and retraction are often excited to 
such degree by the presence of the threads, that the adhesive process cannot 
be perfected, and suppuration takes place. However much these reasons 
may limit the use of the suture, yet in the following instances it is neces- 
sary :—1. In widely-gaping wounds of the face, in which it is desirable to 
produce very close union, especially if the salivary duct be injured, or the 
lips perfectly divided. 2. In transverse cuts in such parts as have great 
disposition to retract. 3. In deep transverse wounds of the tongue. 4. In 
wounds with large flaps. 5. In large penetrating wounds of the belly. 
6. In wounds of parts whose peculiar structure admits no other union, as 
clefts of the ears and eye-lids. 7. In complete tearing through of the 
perineum during difficult labour. 


[Joun HunrTer was certainly no advocate for the use of sutures, for he observes :— 
“The interrupted suture, which has generally been recommended in large wounds, is 
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still in use, but seldom proves equal to the intention. This we may reckon to be the 
only one that deserves the name of suture; it was formerly used, but is now in a great 
measure laid aside in practice, not from the impropriety of uniting parts by this process, 
but from the ineffectual mode of attempting it.” (p. 210.) 

The use of sutures to retain the edges of a wound together, and thereby encourage 
the process of adhesion, is still a matter of dispute among Surgeons; some employing 
them on every occasion, and others never using them at all; some considering that 
they are very powerful auxiliaries in uniting a wound, and others that they are objec- 
tionable as oftentimes exciting constitutional irritation, and thereby disturbing or 
preventing the adhesive process. The real, though generally overlooked, ground of 
objection to them is their indiscriminate use, both as to the condition of the parts on which 
they are applied, and the length of time they are left after having been introduced. 

Sutures are commonly employed “in those parts of the body,” to use HunTeEr’s 
expression, “ where the skin recedes more than in others ;” and here he considers “ this 
treatment becomes most necessary.” (p. 210.) But to this it may be added, that they 
are very frequently employed to drag together the skin edges of a wound which, without 
them, could not be brought together at all. Or they are used without any reason what- 
ever, as in scalp-wounds; of which Hunter remarks, that “as the scalp probably 
recedes as little as any part of the body, it is therefore seldom necessary to apply any 
thing in wounds of that part.” (p. 210.) Or they are left in so long, even when their 
introduction has been proper, that they become irritants, and undo the good they might 
have served to. I cannot agree even with Hunrer upon the necessity of employing 
sutures, when parts recede from each other; nor with the practice of dragging them 
together with sutures when otherwise they cannot be retained in connexion, for this 
simple reason, that if they pull at all upon the parts they are purposed to unite, ulcera- 
tion is immediately set up at the points where they press, and speedily they cut their 
way through and are entirely useless. In wounds of the scalp, or of other parts, which 
with a little management and by position may be kept together, they are unneeded, 
and, in the scalp especially, they often act as extraneous bodies and excite, or at any 
rate keep up, irritation, as is proved by the irritation subsiding when they are removed. 
They are also objectionable, under any circumstances, if left in after they have induced 
ulceration, which is a proof that the constitution is desirous of ridding itself of them ; 
under this condition, independent of the irritation which they may, and often do pro- 
duce, their occupation is gone; they become loose, and therefore no longer hold the 
parts together. 

If judiciously employed, however, and not permitted to remain too long, sutures are 
often very useful. But their sole object is to keep parts which readily fall together or 
can be brought into contact, more steadily in their place, and to prevent them slipping 
one way or other out of their proper position, neither of which can be so well effected 
either by bandage or sticking plaster. Upon these principles alone should sutures be 
used, and not with the intention of forcibly bringing together parts which, from various 
causes, may be indisposed or incapable of themselves to come into contact. Thus it is 
very proper to connect by suture the edges of a wound of the eyelid, of the mouth, or 
even of the nose, either of which readily fall together ; but unless retained in their place 
unite awry, and cause much disfigurement. But it is very improper, as well as very 
useless, to employ sutures in a wound across a muscle, which may or may not be in- 
volved in the wound; because the action of the muscular fibres will be constantly pull- 
ing the edges of the wound asunder, and thus dragging on the sutures, compel them to 
become irritants and excite ulceration, until they cut through and free the skin which 
they vainly attempt to confine. ; 

As regards the time they should be allowed to remain, and during which they are of 
any real use, under the most favourable circumstances for their employment, as a 
general rule, from thirty to fifty hours is the utmost space of time for which they should 
be left. They should, if possible, always be removed either before or immediately after 
they have began to ulcerate, which is known by the needle-hole assuming a little redness 
and becoming moist by the welling up of a very minute quantity of pus, often, indeed, 
only sufficient to damp and thicken the thread. Directly this occurs, however soon it 
is observed, the suture should be cut on one side of its tie and removed, because from 
that time the suture has effected all it can do and begins to act as an irritant. 

The number of sutures to be used depends on the nicety requisite to adjust the position 
of the divided parts; and they should never be thick, as the larger they are the more 
distinct will be the little hollow scars which they always leave. They should never be 
drawn so tightly as to pucker the edges of the skin which they include, but merely so 
tight as to bring the edges all but close; consequently the loop should be, when first 
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made, rather loose, as it soon becomes sufficiently tight by the outpouring of adhesive 
matter between the edges of the wound and into the neighbouring cellular tissue. 

As a general rule I think it best, when sutures are put in, to make use of so many as 
without further assistance will keep the parts well in place, and then overlay the whole 
wound with a piece of soft linen dipped in cold water, which should be continually 
changed as it begins to dry; neither lint nor anything else which has upon it any fluff 
should be used for this purpose, as it entangles with the effused adhesive matter and at 
every removal disturbs the wound. The object of the cold application is to regulate the 
vascular action of the necessary inflammation. Irather prefer many sutures to the em- 
ployment of few, which require the conjoint application of sticking plaster. 

Sutures should only be employed when the wound is clean cut, never when it is much 
torn or bruised ; as under the latter conditions union by adhesion cannot reasonably be 
expected to take place. A clean cut wound, made either accidentally, or purposely in 
operation, even though of several inches in length, will frequently be united throughout, 
if its edges be properly adjusted, in twenty or thirty hours. ‘This observation especially 
applies to wounds of the face. 

Wherever they can be used, and there is scarcely a case in which they cannot be 
employed, I prefer DIEFFENBACH’s practice of using thin insect pins and the twisted 
suture; but all that has been stated in reference to the suture with thread, equally 
applies to that made with pins.—J. F. 8. ] 

314. The sutures in use are, the Interrupted Suture, (Sutura nodosa, 
interscissa, Lat.; Knopfnaht, Germ.; Suture entrecoupee, Fr.,) the 
Twisted Suture, (Sutura convoluta, Lat.; Umwundene Naht, Germ. ; 
Suture entortillée, Fr.,) the Quill Suture, (Suture clavula, Lat. ; Zapfen- 
naht, Germ.; Suture enchevillée, Fr.,) and the Glover’s Suture ( Gastro- 
_ raphe, Lat.; Darmnaht, Germ. ; Suture des pelliers, ¥r.) ‘The interrupted 
and quill stitch will be here alone considered as those used in common 
wounds; the others will be, by-and-by, more particularly noticed. 

315. For the application of the interrupted suture, a needle of good steel 
is to be used, curved, so as to form the segment of a circle, very pointed, 
and cutting on either side for a third of its length; the other end should 
be thinner, rounded off, and furnished with an eye; it is to be so held, in 
the right hand, that the thumb rests on the concave, and the fore and 
middle fingers on the convex side. At a distance from the edge of the 
wound, of from three to eight lines, (according to the gaping of the wound,) 
the needle is to be introduced, and, when the point has reached the bottom, 
a movement must be made, so that the opposite edge of the wound may be 
transfixed ; to facilitate the passage of the needle the skin must be pressed 
against its point, with the thumb and fore finger of the left hand. When the 
needle has been drawn through, the waxed thread contained in its eye must 
be drawn after it, the edges of the wound brought into contact, and the ends 
of the thread tied so that the knot may be placed on one or other edge of the 
wound, and it is, also, to be particularly observed that the ends of the threads 
be not drawn together tighter than is necessary to bring the edges of the 
wound inclose connexion. Ifthe wound be very deep and gaping, the thread 
may be provided with two needles, and the edges of the wound pierced from 
within outwards. It depends on the size and direction of the wound how 
many stitches should be used ; commonly a stitch to an inch is computed, but 
frequently one stitch is sufficient for a large wound, because the union of the 
rest of the wound is possible by means of sticking plaster. The first stitch 
should be in the middle of the wound, or at that spot where the edges of the 
wound, by reason of its form, most closely correspond (1). 


Upon the different form of needles for wounds, see KromBHOLZ’s Akologie, vol. i. p. 375. 

The application of a suture with a single thread, with which loops are formed, which 
are then cut through, is improper on account of the irritation of the wound of the needle 
by the drawing through of a long thread. 
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[(1.) So our old friend Maister GALE, who also gives the reason for his recommenda- 
tion:—“ Make your first stiche in the middes of the wounde, than a finger breadeth from 
that make another on bothe sides of the midle stich, so leauing the space of a fynger 
breadeth, make so manye stiches as the wounde requireth. And take this for a gene- 
rall rule that you neuer begynne your stiching at the ende of the wounde, because 
through that occation the wounde might be drawen awrye, and the member lose his 
beautie, and some tyme parte of his office. And beginning your stiches in the middes, 
this foloweth of necessitie that your stiches shal be odde, if there be more or lesse than 
twaine. And if the wounde be deepe and ouerthwarte the member, then you must 
make your stiches deeper, and that for two causes, the one for that it shoulde not breake 
out againe, the other that the wounde myghte haue lesse matter and better take consoli- 
dation. (pp. 2, 3.)] 


316. The quill ‘suture, especially employed for the union of wounds of 
the walls of the belly, but which is now almost out of use, is distinguished 
from the interrupted-stitch, inasmuch as the ligature consists of two threads 
separated on either side of the wound ; between which threads small cylin- 
ders of wood corresponding with the length of the wound are interposed, 
upon which the threads are tied, so that the edges of the wound are com- 
pressed together throughout their whole length. 


317. When the suture is applied, the union is to be assisted by sticking 
plaster, which is to be placed between the stitches; the wound is to be 
covered with fine charpie, with a compress, and the whole supported with 
some turns of a circular bandage. . 


318. The patient is to be kept at rest after the closing of the wound, and 
an antiphlogistic regimen pursued. If there be much traumatic reaction, 
active antiphlogistic remedies must be used. If severe pain and swelling 
of the edges of the wound occur, the bandage must be loosened, lead wash 
applied, and if, after the application of the sutures, the threads seem likely 
to tear through they must be removed, and the edges of the wound kept 
together with sticking plaster. If the loosening of the dressing, from 
these circumstances, or from after-bleeding, be not necessary, it may be left 
as long as it is not rendered too foul by the secretion from the wound. ‘This 
at the first soaks into the dressings, subsequently dries, and the first dress- 
ing may, even in severe wounds, as in amputations, be often left until the 
cure is completed (in the strictest sense, per primam intentionem.) If the 
bandage be rendered too moist by the secretion from the wound, or if it have 
a bad smell, especially in hot weather, the superficial dressings must then 
be removed, but the sticking plaster left, if it keep the wound well closed. 
When, however, it is to be renewed, both ends of one piece of the sticking 
plaster must be loosened first towards the wound, and the middle part last, 
the edges of the wound being at the same time gently supported. As one 
piece of the plaster is removed, and the wound cleansed, another piece 
should be applied, because, if the wound be at once stripped of all the stick- 
ing plaster, the already united edges easily separate from each other. In 
this way the bandage is to be renewed daily, every other day less frequently, 
according to the quantity of secretion from the wound ; in doing which it 
is also to be specially observed, that the connecting bandages are to be 
loosened with warm water previous to their removal, and the ligature 
threads not dragged. If stitches be used, the threads may be removed 
between the second and fifth days, the knot being cut, and the thread 
drawn through with forceps on the other side. 


319. If quick union do not take place, or if, on account of its condition, 
(par. 308,) a wound cannot be brought together, it must heal by suppu- 
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ration and granulation. Such wound, after being cleaned from blood, 
should be covered with a quantity of fine charpie, spread with mild salve, 
and confined with sticking plaster or a bandage. On the third or fourth 
day the bandage should be removed, having been first loosened with warm 
water, and replaced by dry charpie if suppuration have commenced. The 
charpie often becomes firmly connected with the bottom of the wound, and 
so remains, even when suppuration is going on. This is especially the case 
in those wounds which are of some depth; for instance, after the extirpa- 
tion of swellings, and soon. The bottom of the wound is, in these cases, to 
be overspread with a light linen compress, or German tinder, and char- 
pie over it (1). When granulations rise up in the wound, its healing is pro- 
moted by moderate compression of its edges with sticking plaster. If the 
suppuration be moderate, the wound may be dressed once in every twenty- 
four hours, but, if copious, twice in the same time. A moderate degree 
of inflammation must always accompany the secretion of good pus ; if this be 
insufficient, if the wound be pale, the edges flabby and bleeding on the 
slightest touch, stimulants, as ung. digest. basilic., a decoction of bark 
or willow bark, and the like, must be applied to excite the proper degree 
of inflammation. The treatment proper for abscesses, warm applications, 
is, however, generally preferable. In too active inflammation, when the 
bottom of the wound is dry, and its circumference swollen, all stimulants 
must be removed, and the wound covered with mild salves and softening 
poultices. If the granulations be luxuriant, they must be touched with 
caustic, and a slightly compressing bandage applied, which very much fur- 
thers the healing. Should the secretion and absorption of the pus produce 
symptoms of hectic fever, the powers of the patient must be supported with 
strengthening remedies; bark, calamus, wine, good food, and pure air are 
best. 

[(1) This method of stuffinga wound which must heal by suppuration is quite inad- 
-missible, for it only adds fuel to fire by the adherence of the charpie or lint, even though 
spread with mild salve, acting as an extraneous body. So soon as bleeding has ceased, 
or has been stopped, a poultice should be applied, and nothing else, as it regulates the 


temperature, encourages suppuration, and renders the parts soft and easy, instead of 
unyielding and painful..—J. F.S.] 


I.—OF INCISED WOUNDS. 

( Vulnera scissa, Lat.; Schnitt und Hiebwunden, Germ.; Plaies par instrumens 

tranchans, Fr.) 

320. Both soft and hard parts may be divided by cutting and chopping. 
These wounds are most disposed to quick union, and what has been already 
mentioned upon the union of wounds in general applies also to them. 
The following circumstances, however, require particular notice. 

321. Longitudinal wounds of tendons are not, generally, attended 
with peculiar symptoms, unless the synovial membrane, which ensheaths 
many of them, be inflamed. ‘Transverse wounds of tendons may be either 
partial or complete. In complete division, both ends retract, one by the 
action of the muscle; the other by the motions of the limb, produced by 
the superior power of the antagonist muscles. If the ends of the tendon 
can be brought into close contact, they unite ; but, if not, they are joined 
by some cellular intersubstance which gradually becomes firm; or they 
unite with the neighbouring parts, in consequence of which motion is pre- 
vented. ‘The mutual contact of the ends of a tendon is effected chiefly 
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by the position of the part to which the tendon is attached ; for instance, in 
wound of an extensor tendon, the part must be put straight, in wound of a 
flexor it must be bent. If several tendons be divided at the same time, two 
opposite ends of tendons may usually be brought together till it is not easy 
to determine whether they belong to each other. Stitching tendons 
together is out of use; but, recently, it has been again employed with 
advantage (q@). 

In division of the extensor tendons of the hand and fingers, the board proposed by 
Evers (b) is used, on which the fore arm is fastened by means of a bandage, so that the 
hand and fore arm are kept at anearly right angle. In rupture of portions of the m. 
extens. carpi rad. and uwln., which happened by falling on the back of the hand without 
any accompanying wound of the skin, I have produced a perfect cure by the use of this 
apparatus. 

322. If a large nervous trunk have been cut through, paralysis of the part, 
to which it goes, usually takes place, because both its ends retract consi- 
derably, and can be united only with great difficulty, or not at all. If, 
however, the ends of the divided nerves unite accurately, their con- 
ducting function is only momentarily suspended, and afterwards becomes 


restored. 

The dispute about the regeneration of the nerves and the recovery of their function 
after division has continued ever since the time of CrurxsHanx. The following cir- 
cumstances, however, favour the opinion just given. Divided nerves retract from two 
to four or six lines, on account of their tension and the contractility of their sheath and 
of the cellular tissue connecting their bundles. Generally some nervous pulp escapes from 
the divided bundle of fibrils, redness and swelling extend from half an inch to an inch 
along the nerve, further, however, on the upper than on the lower end. Coagulable 
lymph is poured out, and vessels are formed. By the outpouring of lymph into the 
Cellular sheaths and into the cellular tissue connecting their fibres, a swelling is produced 
larger at the upper than at the lower end. The divided nerve is united in a few days 
by lymph; the connecting mass becomes denser and the vessels appear less full of 
blood; the swollen ends approach nearer, run together, and thus the connexion is re- 
produced. Their connecting power is restored more quickly in proportion as the space 
between their ends was less. ‘That the reproduction of their functions is not dependent 
on the anastomosis of nerves is proved by the fact, that if the newly united nerve be 
again divided, its functions are again interrupted. It appears from Hatcuron’s ex- 
periments that if the pneumo-gastric nerves be divided on both sides at once, death 
will speedily ensue, but this is not the case if they be divided at long intervals. MEYER 
has observed the same effect in the application of nitric acid to the scar of nerves as to 
the nervous mass itself. Larrey even found that after amputation the ends of the several 
nerves of the stump united like loops, so that on making a section at the place of union 
no trace of a cicatrix could be found. 

Fontana, Traité sur le Vénin de la Vipere, Florence, 1791, vol. Ti. Dp. 177. 

ARNEMANN, iiber die Regeneration der Nerven. Gotting., 1787. 

Harcuton, J.; in Philosophical Transactions. 1795. 

Meyer, in Ret’s Archiv., vol. ii. part li. p. 449. 

Mecxen, Handbuch der Menschl. Anatomie, vol. i. p. 345. 

Larrey, Notice sur quelques Phénomenes Pathologiques observées dans la Lésion des 
Nerfs et dans leur Cicatrization ; in Révue Médicale, 1824, Marseil., p. 406. 

Pautt, above cited, p. 71. 

Note sur la Régenération du Tissu Nerveux; in the Mémoires de la Société de Phy- 
sique et d’Histoire Naturelle de Geneve, vol. iii. part li. 61. 

Prevost ; in London Medic. Repos., Jan. 1828, p. 79. 

_ Trepemann, tiber die Regeneration der Nerven; in Zeitschrift fur Physiologie, vol. 
iv. part i. p. 68. 
Hamitron; in Dublin Journal, March 1838. 


(a) Vauuntrn and RopertT; in Journal des (b) Neue vollstandige Bemerkungen und Erfahr- 
Connaissances Med.-Chir., March, 1839, No. ix. zur Berichtigung der Wundarzneikunst, Gotting., 
p. 107 1787, § Srank Verbandelehre, plate xix. fig. 188, 
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323. Flap wounds must always be brought together very closely, and the 
flaps kept, by due pressure, in connexion with the surface of the wound. 
Several stitches are commonly employed, the union maintained with stick- 
ing plaster, the entire flap covered with charpie and compresses, and the 
whole properly kept together with a bandage. If suppuration take place, 
its collection and burrowing must be prevented by a suitable compressing 
_ bandage, by counter-openings, and so on. 

324. Ifa part have been completely separated from the body, the replace- 
ment of such separated piece is always indicated, as the possibility of its 
healing is fully confirmed by experience. But the union of such a piece 
must be very close, the vital activity and the natural warmth must not 
have been completely lost. It is best fixed with several stitches, and its 
close application must be assisted with a bandage. It is of the greatest 
importance that the bleeding should be perfectly stanched before its adap- 
tation, and, if possible, without pressure. Warm applications of wine, or 
of cotton dipped in aromatics, are serviceable in exciting the vital activity. 
Bluish, blackish discoloration, loss of the cuticle, and partial gangrene of 
the reapplied part, should not induce us to loosen the stitches, as, notwith- 
standing these symptoms, union may take place. If there be loss of sub- 
stance in the wound of a part where the skin is very movable, it may often 
be covered by drawing together the skin from both sides of the wound. If 
a piece of this kind do not heal on, the wound must be treated according 
to the rules already laid down (par. 319.) 

Of the many cases known of the reunion of perfectly separated parts, which have 
been mostly collected by W1ESMANN, and increased with observations of his own in 
his work, De Coalitu Partium @ reliquo Corpore prorsus Disjunctarum, Lipsie, 1824, I 
would specially refer to the followiag :— 

FrIoRAVANTI, I] Tresore della Vita Umana. Vinez., 1570. 

GARENGEOT, Traité des Opérations de Chirurgie. 2 vols. Paris, 1720. 8vo. 

CarpuE, J. C., An Account of Two successful Operations for restoring a Lost Nose from 


the Integuments of the Forehead; with Remarks on the Nasal Operation. London, 
1816. 4to. 


Busca in Rust’s Magazin, vol. vi. p. 2. 

Boncer in GrarFe and Wautuer’s Journal, vol. vi. part iv. 
von WALTHER, [bid., vol. il. part iv., vol. vii. part iv. 
MarkKIEwITz, Ibid., vol. vii. part iv. 

DIEFFENBACH, Ibid., vol. vi. parts i. iii. 

HorrackeEr, in Heidelberger klinischen Annalen, vol. iv. p. 149. 
RicHERAND, Nosographie Chirurgicale, vol. 1. 


Dierensacu, Chirurg. Erfahrungen tiber die Wiederherstellung Zerstorter Theile 
u. s. w., vol. i. part ii. p. 153. 


IJ.—OF PUNCTURED WOUNDS. 
( Vulnera puncta, Lat.; Stichwunden,Germ.; Plates par instrumens piquans, Fr.) 


825. Punctured wounds are those produced with a narrow, pointed in- 
strument, and in which such parts only are divided as are opposed to 
its point. The division by a puncture may be as clean and simple as that 
from a cut, if the instrument be flat, cutting on both edges, and not thick. 
In most cases, however, more or less dragging and tearing are produced by 
the penetration of the thick part of the instrument; thrust wounds are, 
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therefore, generally more dangerous than cut wounds; it is more difficult 
to examine them, they produce more active inflammation, higher fever, 
nervous symptoms, suppuration ; important parts are commonly wounded 
by the deep penetration of the instrument. Simple stabs, for instance, with 
a flat sharp-pointed blade, heal just as readily by quick union as cuts do ; 
but, if the parts have suffered from tearing and bruising, the track of the 
stab suppurates. 

326. The treatment of stabs must, in general, be quite simple. After 
the blood has been gently pressed out, and the wound cleansed, the open- 
ing is to be covered with sticking plaster, the parts brought into a proper 
position, and a graduated compress laid upon the track of the stab, which is 
to be moderately fastened with a bandage ; the patient is to be treated strictly 
on the antiphlogistic plan, and cold applications used to allay the inflam- 
mation. Under this treatment the wound often heals by quick union, with- 
out any particular occurrence. If active inflammation and swelling take 
place, we must employ, with the proper general antiphlogistic treatment and 
after general blood-letting, leeches in the neighbourhood of the wound, and 
softening poultices. "When suppuration takes place, the discharge of the 
pus must be promoted by the proper position of the part, by suitable pres- 
sure from the bottom of the track’ of the wound to its orifice. If the matter 
collect and burrow, the position of the part must be changed according to 
circumstances, the opening of the wound enlarged, a counter-opening made, 
the whole canal opened, and it must, especially, be treated according to 
the rules given for fistulous passages (par. 66.) 

327. If stabs penetrate parts of tough structure, or into those surrounded 
by unyielding aponeuroses, severe symptoms may be produced when swell- 
ing comes on, which can only be relieved or removed by suppuration of 
the wound. 

328. Punctures of tendons exhibit no particular symptoms; but in 
tendons enclosed in sheaths severe inflammation usually takes place. 

The injury of large nerves in stabs always causes severe symptoms. The 
nerves, for the most part, are only partially divided. A peculiar sensation 
of numbness occurs in the part to which the wounded nerve is distributed ; 
and along its course a severe pain and inflammatory redness extends above 
and below the wounded part; the fever is very high ; twitchings occur 
both in the wounded part and over the whole body ; the wound, also, may 
be so highly inflamed as to run into gangrene. 

The treatment must be strictly antiphlogistic ; general and local blood- 
lettings, softening applications, and antiphlogistic medicines, must be em- 
ployed in connexion with narcotics, especially calomel with opium. The 
last remedy, according to some, should be the division of the nerve (°). 

If vessels are wounded in stabs, and the bleeding cannot be stanched by 
suitable pressure, and by the application of cold water, the wound must be 
enlarged, the injured vessel laid bare and tied, or a ligature applied above 
and below the wounded part. 

Descor, P. S., Dissertation sur les Affections Locales des Nerfs. Paris, 1825. 8vo. 
Swan, J., A Treatise on Diseases and Injuries of the Nerves. 2nd Edit. London, 
1834. 8vo. 


Bru, G.; in the Edinburgh Journal of Medical Science. October 1826. 


_ 329. The enlargement of a punctured wound, which was formerly made 
in every case for the purpose of converting it into an open wound, the 
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cutting through half-divided parts, and so on, must only be undertaken 
(as it is evident from what has been said) for the removal of foreign bodies, 
or to effect the stanching of blood; or, in parts of an unyielding texture, 
to prevent the strangulation of deep-seated structures. And, in like man- 
ner, the introduction of a seton, which was formerly so common, is now re- 
stricted to those cases where the walls of the fistulous passage are become 
_ callous. 

Compare sec. 66. 


IlI—OF TORN OR LACERATED, AND BRUISED OR CONTUSED 
WOUNDS. 


( Vulnera lacerata et contusa, Lat.; G'erissene und Gequetschte Wunden, Germ. ; Plates 
contuses et déchirées, Fr.) 

330. Torn Wounds are those in which parts are subjected to the 
greatest degree of stretching before they actually separate; Bruised 
Wounds such as are produced by blunt instruments. 

331. These wounds agree with each other in the disturbance effected 
in the vitality of the divided parts, by severe bruising, stretching, and 
tearing. Their form and surface is always irregular ; their edges are uneven 
and hang down in flaps; whole pieces may be torn off the body. In con- 
sequence of the bruising and stretching the parts lose their sensibility and 
irritability ; therefore, at first these wounds smart little, and their edges do 
not retract. ‘They are accompanied with little and frequently with no 
bleeding, even when large vessels are injured ; but much swelling, pain, in- 
flammation and fever soon take place after these injuries. Very frequently 
they are accompanied with severe shock, which will be presently con- 
sidered in Gun-shot Wounds. The inflammation may quickly run into 
gangrene, which spreads the more speedily in proportion as the surrounding 
parts have suffered more severely from the shock. Nervous symptoms 
commonly take place in these wounds, but especially in those which are 
torn. The suppuration may become exhausting. 

332. Only in wounds without much bruising or tearing can union be 
attempted ; the edges of the wound are then to be brought together with 
sticking plaster, but without using any force for that purpose. Generally 
only the bottom of the wound will partially hold together, and the rest 
unites by suppuration and granulation. Severely bruised and torn wounds, 
which heal only by suppuration, must be lightly covered with charpie, 
confined with strips.of sticking plaster, or with a loosely applied bandage. 

The other treatment, both general and local, must be strictly antiphlo- 
gistic. From the first, cold fomentations must be constantly employed ; 
and general bleeding, with the repeated application of leeches if the 
inflammation be great. If much swelling and tension occur, warm, 
softening poultices should be employed, and when suppuration comes on, 
the wound must be treated according to the previous rules. 

The removal of foreign bodies, with which these wounds are frequently 
complicated, requires especial attention. 

As to the needfulness of enlarging the wound, as to its complication 
with broken bones, and the necessity for amputation, what is said in refer- 
ence to these points in gun-shot wounds will apply here. 


{ When, as occasionally happens, large pieces of skin are torn or stripped down from 
the parts beneath, it becomes an anxious point with the surgeon to satisfy himself as to 
what may be the expected result. 
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From frequent observation I think I may say that torn wounds of the scalp more often 
do well than those of other parts. I have several times seen large flaps torn down, 
and in more than two or three instances nearly half the scalp torn down, which 
have united without difficulty, with or without any abscess forming here and there 
during the progress of the cure, even in cases where the cellular tissue has been so 
daubed with mud or sand that it has been sponged off with the greatest difficulty. 
Such cases are, however, to be much dreaded from cellular inflammation and sloughs, 
which commonly ensue, and from the participation of the membranes of the brain with 
the external injury. 

When large portions of skin are stripped down from the limbs, there is the greatest 
danger of the whole piece sloughing, for the vessels of the parts beneath being all torn 
through are incapable of effecting adhesive union, and the skin itself is not sufficiently 
vascular for its own support, except close to its remaining attachments. The result of 
this is a large destruction of the skin and a large sloughy surface beneath, for the 
throwing off of which greater calls are made upon the constitution than it can answer 
to; and the patient either dies in a few hours of the shock, or is cut off after a few 
days with typhoid symptoms. In such cases, in adult persons, my observation both in 
my own practice and that of others, induces me to recommend amputation as a general 
rule. Ouly in very young persons does it seem to me to admit of a moment’s hesita- 
tion; but as regards them, every possible chance of their being able to struggle through 
the consequences of the injury should be well considered, for daily experience shows how 
great are the powers of Nature in youth to repairing injuries which would assuredly 
destroy adults.—J. F. S.] 


333. Bruises without producing separation of the skin may injure the 
underlying parts severely, and tear the cellular tissue and blood-vessels, 
by which outpouring of blood into the cellular tissue may ensue. Such 
extravasation of blood, even if accompanied with fluctuation and pulsation, 
is often quickly resolved ; but if not, the swelling bursts, blood mixed with 
pus is discharged, and healing by granulation ensues. 

These bruises are at first to be treated antiphlogistically, and cold appli- 
cations used. When the inflammation and swelling diminishes, volatile 
lotions of camphorated spirit, soap spirit, aqua vulneraria, water and sal 
volatile, or poultices of aromatic herbs, may be used. Ifa large artery be 
wounded, it may be necessary to expose and take it up. If the swelling do 
not disperse, but goes on to suppuration, it must be treated as an abscess. 


The effusion of blood from severe bruising is frequently great and so rapid as to 
lead often to the supposition of an artery being torn. The patient’s condition, however, 
+5 the best means of solving the difficulty; if the swelling be large, but after the first 
shock the pulse continue little disturbed, and the countenance not pallid, and after a 
few hours the swelling cease to increase, it may be presumed that the extravasation is 
merely from the small arterial branches and veins. The quantity of serum in these 
cases generally far exceeds the mass of the clot, and the consequence is that very dis- 
tinct fluctuation, like water in a bladder, often pervades the greater part of the swelling 
and continues for some days in proportion to its size. Suppuration occasionally happens 
in these cases, but it is not of frequent occurrence. If an artery of any material size 
be torn, the swelling continues gradually increasing, and is generally much more firm, 
and little fluctuating, except in the immediate neighbourhood of the injured vessel, the 
effusion in this case being entirely blood, and coagulating soon after it has been poured 
out. If left alone the continued distension will cause gangrene. 

In the ordinary run of severe bruises, even with much effusion, I prefer a warm 
linseed-meal poultice, or hot moist flannel, to cold applications, as the warmth and 
moisture are generally most agreeable to the patient's feelings, by suppling the skin and 
exciting perspiration on the surface. If the tension be very great leeches should be 
applied freely, and repeated if necessary. If alarge artery be injured it must either be 
tied or the limb amputated ; but, in either case, the patient is in some jeopardy of gan- 
grene, from the distension of the soft parts, which has occurred.—J. F. 8.] 


—— 


— 


GUN-SHOT WOUNDS. 335 


IV.—OF GUN-SHOT WOUNDS. 
( Vulnera sclopetaria, Lat.; Schusswunden, Germ.; Plaies par armes a feu, Fr.) 
Pare, A., Maniére de traiter les Plaies faites par arquebuses, fléches, etc. Paris, 1551. 
8vo. 


Gaz, THomas, An excellent Treatise of Wounds made with Gunshot, in which is 
confuted both the grose error of Jerome of Brunswicke, &c., in that they make the 
_ wound venomous, which cometh through the common powder and shotte. And also, 
there is set out a perfect and true Methode of Curinge those Woundes. London, 1563. 
8vo. 

Crowes, WiL1am, Aprooved Practise for all young Chirurgions concerning Burn- 
ings with Gunpowder and Woundes made with Gunshot, Sword, &c. London, 1588. Ato. 

WIsEMAN, Ricuarp, A Treatise of Gunshot Wounds; in his Eight Chirurgical 
Treatises. London, 1676. folio. 4th Edit., 1705, here used. 

Brown, Joun, A Compleat Discourse of Wounds, both in general and particular. As 
also a Treatise of Gunshot Wounds in general, London, 1678. 4to. 

Le Dray, Traité, ou Réflexions tirées de la pratique sur les Plaies d’Armesa& feu. Pa- 
ris, 1740. 4to. Amsterdam, 1741. 8vo., here used. 


Louts, A., Cours de Chirurgie pratique sur les Plaies d’Armes feu. Paris, 1746. 4to. 

Ravarton, Chirurgien d’armée, ou Traité des Plaies d’Armes 2 feu et d’Armes blanches. 
Paris, 1768. 8vo. 

Scumipt, Preissschrift von der Behandlung der Schusswunden. Wien, 1788. 


Percy, Manuel de Chirurgien d’armée, ou Instruction de Chirurgie Militaire sur le 
Traitement de Plaies, et spécialement de celles d’ Armes 2 feu : avec la méthode d’extraire 
de ces plaies les corps étrangers, et la description d’un nouvel instrument propre & cet 
usage. Paris, 1792. 


Hunter, Joun, A Treatise on the Blood, Inflammation, and Gun-shot Wounds. Edited 
by E. Home. London, 1794. 4to. 


Duravart, Analyse des Blessures d’Armes & feu, et de leur Traitement. Paris, 1801. 
8vo. 


LomBarp, Clinique Chirurgicale des Plaies faites par Armes’ feu. Strasbourg, 1804. 
8vo. 

Gurarig, G. J., On Gun-shot Wounds of the Extremities requiring the different Oper- 
ations of Amputation ; with their After-treatment. London, 1815. 8vo. 3rd Edit. 1827. 


Tuomson, Dr. Joun, Report of Observations made in the British Military Hospitals 
in Belgium, after the battle of Waterloo, with some Remarks on Amputation. 8vo. 
Edinburgh, 1816. 


HENNEN, JOHN, Observations on some important points in the Practice of Military 
Surgery, and the arrangement and police of Hospitals. Edinburgh, 1818. 8vo. 2nd 
Edit. 1820. 


Dupvytren, Des Blessures par Armes 2 feu ; in his Lecons orales de Clinique Chirur- 
gicale, vol. ii. p. 417. 

Besides these the treatises of BoucHer, BorpENavE, DE LA MaRTINIERE, and Faure, 
in the Mémoires de Académie de Chirurgie, and the greater number of the writers on 
Wounds in general, already quoted. 

334. Gun-shot Wounds are those produced by hard, usually metallic 
bodies, as balls of various size, pieces of lead and so on, projected by 
the explosion of gunpowder. They are therefore, in the highest degree 
bruised wounds. The violence with which the body causing the division, 
of organic parts acts, is so great that, as a consequence of the immense 
bruising and tearing, it is always accompanied with disorgzaniation, that 
is, with a slough. 

[“ Wounds of this kind,” says Hunter, “ vary from one another, which will happen, 


according to circumstances. These variations will be in general according to the kind 
of body projected, the velocity of the body, with the nature and peculiarities of the parts 
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injured. The kind of body projected, I have observed, is principally musket-balls, some- - 
times cannon-balls, sometimes pieces of broken shells, and very often, on board of ship, 
splinters of wood. Indeed, the effects of cannon-balls on different parts of the ship, 
either the containing parts, as the hull of the ship itself, or the contained, are the prin- 
cipal causes of wounds in the sailor; for a cannon-ball must go through the timbers of 
the ship before it can do more execution than simply as a ball, (which makes it a spent 
ball,) and which splinters the inside of the ship very considerably, and moves other bodies 
in the ship, neither of which it would do if moving with sufficient velocity : musket or 
cannon-balls seldom do any immediate injury to those of that profession.” (p. 523.) 

DupuyTREn observes :—“The effects of gun-shot depend on two principal circumstances ; 
the manner in which the gun has been charged, and the distance at which it has been 
fired. Ifa gun be loaded with powder only, without being rammed down, its discharge 
makes little noise, but is quite sufficient to bruise the skin severely, if its contents be re- 
ceived at a short distance. Ifthe gun, though loaded only with powder, have been more 
or less tightly rammed, its effects vary according to the degree of resistance, and the dis- 
tance of the body struck ; of which I witnessed the following example :—Two persons 
quarrelled, one of the two, excited by rage, discharged a gun loaded with powder only 
into the belly of the other, who dropped dead on the spot ; the distance between them 
being only one or two feet. On examining, to ascertain the cause of death, we found the 
clothes torn, the wall of the belly pierced with a hole about an inch in diameter, and the 
intestine opened; the gun-wadding was in the middle of the belly, and there was not any 
other opening: it was ascertained that the gun contained only powder. I have known 
many other similar instances. Very often suicides, in the trouble and agitation by which 
they are possessed, forget to put the bullet into the pistol. The different parts of the 
wails of the mouth are violently distended by the rarefaction of the air. Sometimes the 
wadding passes through the palate. Ifthe shot pass backwards, the vertebral column is 
certainly not damaged, but the soft palate is torn, and sometimes even the lower jaw is 
broken. * * * Small shot of different sizes act in two ways, either as they strike en 
masse, and, as it is said, make a bullet, which depends on the quality of the gun and the 
little distance of its aperture, or whether the shot spread and fall singly. In the former 
case its effect is very violent, and produces upon the living body results more serious 
even than a bullet. In this way the son of Marshal Moncey was accidentally killed ; 
and every sporting season adds fresh victims, either of imprudence or awkwardness. Very 
frequently a single bullet will pass through the lung without producing death, whilst a 
charge of shot tears the organ to pieces, and infallibly destroys the party. In the second 
case, that is if the shot are received at a distance, it is very rare that any serious conse- 
quences ensue, unless the part hit be of great importance. An eye, struck by a single 
shot, is almost always lost without remedy. Ifthe heart, stomach, or intestines, be struck, 
serious mischief may ensue; but these projectiles rarely penetrate farther than the sub- 
cutaneous cellular tissue.” (p. 419-422.) 

[have had two cases under my own care, in which the former kind of accident occurred. 
In the one, a man received the whole charge of common small shot from a fowling-piece, 
at the distanee of a very few yards, on the upper outer part of the thigh, near the great 
trochanter, by which a single round hole, about an inch in diameter, was produced, with 
but little bruising. The accident had occurred about two hours before he came to the 
hospital, having been brought from a distance of three miles. He was in astate of col- 
lapse when he arrived, and died very shortly after his admission. On examination, the 
upper part of the thigh-bone was found broken to pieces, and the muscles in shreds; the 
femoral vessels (if I recollect, for I cannot find any note of the case) were torn asunder. 
The hemorrhage had been free. The second case was under my care last year :—A lad, 
in whose pocket a pistol discharged and shot him in the fore and inner part of the thigh, 
about the middle, producing a wound about the size of a halfpenny. The pistol was 
loaded with shot, and he said he had a sixpence in his pocket, which it was thought 
might have entered the wound. Suppuration commenced on the third day, the slough 
separated on the eighth, and suppuration was free. Ontheninth day two shots were dis- 
charged, and on the day following a large piece of wadding, which left open a long sinus 
extending nearly to the knee. On the eleventh day another piece of wadding was dis- 
charged; and on the twentieth, after some pain along the thigh up to the groin, a second 
large mass of wad cameaway. By the thirty-second day the discharge of pus had ceased, 
and the wound had healed to the size of a sixpence; but a week after it became irritable, 
and pain extended up the thigh. The sore became more irritable and spread to the size 
of a crown-piece, and he seemed running fast into a hectic state ; but on the forty-third 
day two more shot were discharged. Immediately he began to improve, and in the course 
of five weeks he was perfectly well. I have several times seen persons peppered with 


CHARACTER OF. 337 


shot, as it is called, from a fowling-piece discharged at a distance, which, as DupuyTREN 
States, lodged in the subcutaneous tissue, and were of little consequence ; some being dis- 


charged by suppuration, or removed by hand, whilst others remained quiet where they 
were lodged.—J. F. S.] 


335. Gunshot wounds, like bruised and torn wounds, are at first accom- 
panied with slight pain (1). They bleed little, or not all ; but the bleeding 
differs according to the way in which the artery is divided. If a large 

artery be very quickly divided by a bullet, the bleeding is severe ; but, on the 
contrary, scanty, if the artery be more bruised and torn by the diminished 
speed of the bullet (2). From the same circumstances the form of the shot- 
wound varies: with a quick ball it often rather resembles a cut or stab ; 
but a weak ball causes greater bruising, tearing, ecchymosis, and so on. 
Most commonly a greater or less degree of shock of the wounded part, or 
of the whole body, is connected with gun-shot wounds, especially if the 
ball strike above, or if the injury be in the neighbourhood of any impor- 
tant viscus. The shock consists in a diminished sensibility, or complete 
numbness of the injured part, or of the whole body ; in faintness, trem- 
bling, cold sweats, vomiting, giddiness, small pulse, and so on (3). The 
symptoms which come on at a later period in shot-wounds are active in- 
flammation and swelling, fever, gangrene, nervous symptoms, and copious 
suppuration (4). 

[C1) “It has been supposed,” says Gururte, “that gun-shot wounds are not painful at 
the moment of infliction. This, as a general principle, is erroneous, although in many 
the pain is but trifling, whilst in others it is severe, and in some few rare instances the 
patient has been unconscious of the injury. (p. 3.) I am induced to conclude, from 
many considerations, that the greater the velocity with which the projectile is impelled, 
the rounder and smaller the size, and the less the resistance opposed, the less will be the 
sensation of pain produced in the sufferer. Buteven this opinion must be received with 
considerable latitude ; and a cannon-ball will sometimes completely destroy the internal 
texture and life of a part, without tearing the skin or causing much pain, and yet the 
shot causing such injury have usually lost the greater part of the velocity with which it 
was originally propelled. A musket-ball merely impinging against a soft part, without 
rupturing the skin, invariably causes much more inability, than if it had actually entered 
or passed through it.” (p. 5.) 

(2) “ According to theory,” says GuTurir, “a gun-shot wound being a contused 
wound, ought not to bleed, in the first instance, because the parts are dead or deadened ; 
and, if it should bleed, some great blood-vessel must be injured ; whilst according to the 
same authority, secondary hemorrhage was to be expected and dreaded at the moment 
of the separation of the sloughs. * * * Facts are often opposed to theory, and in no- 
thing more than on this point; for although some gun-shot wounds bleed but little at 
the moment of infliction, there is in the greater number more or less loss of blood, and 
occasionally in considerable quantity, although there be no vessels of importance injured. 
In wounds of the face and neck, the quantity lost is often considerable, and the clothes 
are generally covered with it. If the ball inflicting the injury should have come in 
contact with any solid substance, previously to its touching the human body, it may 
have become of an angular, irregular, and even flattened form; the wound will be, in 
consequence of this change in the ball, more lacerated than contused, and the loss of 
blood in all probability greater. * * * The bleeding from a simple flesh wound soon 

ceases, and does not return except some violence be done to the part; whilst in a case 
of a wounded artery, it sometimes continues until the patient dies, which is frequently 
the case when a large artery is partially divided. If the artery be completely divided, 
a considerable quantity of blood is quickly lost, and the patient may also die; but, in 
general, syncope or a state nearly allied to it supervenes, and the hemorrhage ceases 
spontaneously. ‘The same thing occurs when a limb is carried away by a cannon-shot, 
and proves the safe-guard of the patient’s life; for serious and destructive bleeding has 
ceased, in most cases, before a tourniquet can be applied: and indeed, in the greater 
number of cases, they are of no use whatever, for after the hemorrhage has been spon- 
taneously suppressed, it does not in general return; and whenever it does return, the 
patient's life will certainly be lost, unless proper and effective assistance be at hand.” 
(pp. 6, 7.) 
VOL. I. Z 
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(3) With regard to the shock, GUTHRIE makes the following very interesting obser- 
vations :—“ When an organ of importance has been injured, and the blow severe, as by 
a cannon or grape shot, or shell, or from the fracture of a bone, and even from the 
attention being directed to the receipt of an injury from the situation in which the soldier 
may be placed, a peculiar constitutional alarm ensues, in a much greater degree than 
would follow an injury of equal magnitude precisely in the same spot from any other 
cause. It affects alike, although not in an equal manner, the coward and the brave, the 
man of learning and the unlettered soldier. * * * On the receipt of a wound which has 
the appearance of being fatal, or if circumstances of situation can give rise to such an 
idea in the patient’s mind, the constitutional affection is often as manifest at first as when 
some vital organ has been injured; but it subsides much sooner, and offers us, in doubt- 
ful cases, a diagnostic symptom of the greatest value and certainty. * * * The continu- 
ance of the constitutional alarm or shock ought to excite great suspicion of serious 
injury ; and when wounds have been received in such situations, or bear such appear- 
ances as render it doubtful whether any parts of vital importance have been injured or 
not, the surgeon may sometimes make up his mind as to the fact from it alone, when 
other symptoms more indicative of the injury are wanting ; and under all such circum- 
stances he ought to be particularly guarded in the prognosis or opinion given to the patient 
or his friends, although every other appearance should even lead him to suppose the 
injury to be less serious.” (pp. 10, 11.) HENNEN remarks, that “some men will have a 
limb carried off or shattered to pieces by a cannon-ball, without exhibiting the slightest 
symptoms of mental or corporeal agitation ; nay, even without being conscious of the 
occurrence; and when they are, they will coolly argue on the probable result of the 
injury ; while a deadly paleness, constant vomiting, profuse perspiration, and universal 
tremor, will seize on another on the receipt of a slight flesh-wound. This tremor, which 
has been so much talked of, and which, to an inexperienced eye, is really terrifying, is 
soon relieved by a mouthful of wine or spirits, or by an opiate, but above all by the 
tenderness and sympathising manner of the surgeon, and his assurances of his patient’s 
safety.” (p. 33.) 

(4) “Gun-shot wounds, from whatever cause,” observes HunTER, “are in general 
contused wounds, from which contusion there is most commonly a part of the solids 
surrounding the wound deadened, as the projecting body forced its way through these 
solids, which is afterwards thrown off in form of a slough, and which prevents such 
wounds from healing by the first intention or by means of the adhesive inflammation, 
from which circumstance most of them must be allowed to suppurate. This does not 
always take place equally in every gun-shot wound, nor in every part of the same 
wound ; and the difference commonly arises from the variety in the velocity of the body 
projected ; for we find in many cases where the ball has passed with little velocity, 
which is often the case with balls even at their entrance, but most commonly at the part 
last wounded by the ball, that the wounds are often healed by the first intention. Gun- 
shot wounds, from the circumstance of commonly having a part killed, in general do not 
inflame so readily as those from other accidents ; this backwardness to inflame will be 
in the proportion that the quantity of deadened parts bear to the extent of the wound ; 
from which circumstance the inflammation is later in coming on, more especially when 
a ball passes through a fleshy part with great velocity, because there will be a great deal 
deadened in proportion to the size of the wound. * * * On the other hand, where the 
ball has fractured some bone, which fracture in the bone has done considerable mischief 
to the soft parts independent of the bali, then there will be nearly as quick inflammation 
as in a compound fracture of the same bone, because the deadened parts bear no pro- 
portion to the laceration or wound in general.”* (pp. 523, 24.) 

Instances, however, do now and then occur, in which the wounds made by gun-shot are 
perfectly regular and, more or less, like those made by a cutting instrument. Several such 
have been mentioned by H. Larrey (a) ; and in one case, a fragment of shell carried 
away a piece of the skin of the chest, leaving a regular elliptical wound, resembling 
that produced by amputation of the breast. The edges were brought together without 


sutures, and was quickly cured. (p. 138.)] 

336. The direction of the shot-wound varies extraordinarily, and 
depends on the speed of the ball, on the different thickness and resistance 
of the parts which the ball strikes. Its course is usually indicated ex- 
ternally by a dark streak, or a certain emphysematous crackling may be 
observed by feeling along the shot track. Experience has proved that 


(a) Hist. Chir. du Siege de la Citadelle d’Anvers. S8vo. 
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balls can travel not merely round the convex surface of the walls of the 


different cavities of our body, but even completely around their concave 
surface. 


337. The following general kinds of injury from shot wounds may be 
distinguished :— 

1. The ball may not penetrate, but injure deep-lying parts in various 
_ Ways, so that muscles and other soft parts may be bruised, and bones even 
crushed, without the skin being injured. ( Wounds by wind of the ball, or 
by rebound of shot.) This occurs, either because the ball has not sufficient 
power to penetrate, or because it strikes the body very obliquely (1). 

2. The ball penetrates, but remains lodged, and the shot passage has 
but one opening (2). 

3. The ball passes through: the shot passage has two apertures, the 
one by which the ball has entered, pressed in, as large or even smaller than 
the ball, and the circumference of the other larger, outspreading, irre- 
gularly torn, and little bruised (3). 

4. The ball has taken off the greater part or the whole of the limb. 

Shot-wounds are also further distinguished into simple and complicated, 
according as merely soft parts of minor importance, or vessels, nerves, 
and bone are injured. | 


(1) The opinion that the so-called wounds from the wind of bails is produced by the 
compression of the air, by the electric condition of the ball during its passage through 
_the cannon or through the air has been long known as incorrect. Recently Rust (a) 

and Buscu (6) have again taken up wounds by the wind of balls, but have not ascribed 
their operation to the pressure of the air, but to the vacuum momentarily produced by the 
passage of a ball of large calibre, by which a turgescence in the part takes place exter- 
nally towards the vacuum. This opinion, however, does not seem to me agreeable to 
the laws of physics. 

[“ It very often happens,” says HENNEN, “that while all is smooth and sound to the 
eye, or there is perhaps only a slight erosion of the skin, a very serious injury has been 
done to the subjacent soft parts.” If the vitality of the part be entirely destroyed, “a 
circumscribed tumour, soft and pulpy to the feel, forms on the spot; the skin, at first of 
a natural colour, gradually assumes a dusky shining hue, and either sloughs off, leaving 
beneath a dark glossy, flabby, muscular mass, discharging tenacious bloody sanies, or 
else a chain of ill-conditioned abscesses forms, which soon run into one another, and 
burrow deep beneath the disorganized mass of skin and muscle, if not prevented by 
timely evacuation.” (pp. 91, 2.) 

(2) “ These appearances,” according to GuTHRIE, “are by no means constant, or 
so strongly marked. If the ball impinge with violence against a surface capable of 
offering considerable resistance, the entrance will be well-marked. If the resistance 
offered be nearly equal to the momentum, the ball will lodge or pass through with a 
well-marked exit; but if the velocity and impulse be greatly superior to the resistance, 
the exit, although not a depression, will often partake in the appearances of the entrance, 
the velocity with which the ball passes through the part overcoming so instantaneously 
the resistance, that the laceration, which would otherwise take place in the passage of 
the ball from the dense medium of the body to the rarer one of the air, does not occur.” 
(p. 18.) 

Dr. THomson says :—“ It is no uncommon thing for a ball in striking against the sharp 
edge of a bone to be split into two pieces, each of which takes a different direction. 
Sometimes it happens that one of the pieces remains in the place which it struck, while 
the other continues its course through the body. Of a ball split by the edge of the 
patella, I have known one half pass through at the moment of the injury, and the other 
remain in the joint for months without its presence there being suspected. In the same 
manner I have known a ball divided by striking against the spine of the scapula, and 
one portion of it pass directly through the chest, from the point of impulse, whilst the 
other moved along the integuments, till it reached the elbow.” (p.37.) Similar to this 
is the case, mentioned by DupuyTreEn, of “a man who received a shot, and the ball 
entering the lower part of the right leg was split into two upon the sharp edge of the 


(a) Rust’s Magazin, vol. vii. part iii. p. 344. (5) Ibid, vol. x. part iii. p. 372. 
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shin-bone. Both halves passed the calf of the leg a little apart, and lodged in the thick- 
ness of the other leg, which was behind. Such cases are not rare.” (p. 429.) 

(3) Upon this point GuTarre observes :—“ If there be but one opening to be seen, it is 
usual to suppose the ball has lodged ; but this does not always follow, although the finger 
may pass into the wound for some distance * * * It sometimes happens in injuries of the 
head, that the ball drives a piece of bone nearly of its own size into the substance of 
the brain, although it does not actually penetrate with it, but falls to the ground. A 
ball will often be turned, as’ is well known, bya slight resistance which is not directly 
opposed to it; but if the resistance be greater than the momentum, and offered by an 
elastic body, the ball may retrace the passage it has made ; as, for instance, when op- 
posed by the cartilages of the ribs, or any strong tendon.” (p. 19.) 

338. Shot-wounds are most generally complicated with the presence of 
foreign bodies in the cavity of the wound. These may be, the ball itself, 
the wadding, pieces of clothes, splinters of bone, and so on. Slow balls 
usually drive a larger piece of the clothes into the canal of the wound, 
than balls which still move quickly, and where usually but a single tear, 
corresponding to the size of the ball, is found. 

339. The prognosis of gun-shot wounds is the more serious as the 
wound is less simple; the greater the destruction, which the ball has 
produced by its size and swiftness, the more sensitive the wounded person 
is, and the more important is the injured part. The degree of the shock, 
the severity of the inflammatory symptoms, mortification, and copious 
suppuration, are in shot-wounds generally to be dreaded ; and these evils 
are increased by the condition in which the wounded are commonly found, 
their crowding together in hospitals, the prevalence of contagious disease, 
the danger of hospital gangrene, of tetanus, and so on. 

340. If the injury in shot-wound be not such as at once to require 
the amputation of the limb, or the stanching of a severe bleeding, the 
first indication is to examine the wound carefully, in order to ascertain its 
course and the presence of any foreign body: all which has been men- 
tioned (pars. 275 and 306) in regard to the examination of wounds and the 
extraction of foreign bodies applies here. 

The enlargement of the shot-wound, in former times generally prac- 
tised, may, besides in the cases where the discovery and extraction of 
foreign bodies render it feasible, be necessary for the following reasons :— 
1. In shot-wounds of parts covered with a tough aponeurosis ; for instance, 
on the back of the neck and spine, on the shoulder, fore-arm, hand, on 
the upper and outer part of the thigh, on the leg, and on the sole of the 
foot. In these cases the aponeurosis must be always more extensively cut 
into, than the underlying parts, whereby the dreaded strangulation of the 
parts, in the ensuing swelling, can, simply and alone, be prevented. 2. In 
shot-wounds in very yielding parts, where a great outpouring of blood 
always takes place, as in the scrotum. 3. When fibrous parts and nerves 
are only half divided, and much bruised. 4. In bleedings for the purpose 
of laying bare and tying the vessel. 5. When a bullet is lodged in a 
joint, and the wounded person resists amputation. 6. In wounds pene- 
trating cavities, for the purpose of emptying the extravasated blood. 

Enlargement of the wound may also be necessary at a subsequent period, 
in order to furnish a proper outlet for pus, or for the removal of loose 
splinters of bone or other foreign bodies. In making the enlargement a 
button-ended bistoury is to be introduced upon the forefinger of the left 
hand, or upon a hollow director, and the wound enlarged in such direc- 


tion and extent as the position of the part and the individual case may 
require. 
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_ When it has been ascertained, by examining the wound, that no large vessel is 
injured, the most certain remedy to stanch the bleeding is. suitable compression. 
When it is impossible, by enlarging the wound, to take up a large vessel in the wound 
itself, the artery must be laid bare and tied above the wounded part. 

[If the ball has passed through the fleshy part of the arm, thigh, or buttock, we do 
no more,” says HENNEN, “than sponge the part clean, place a small bit of folded lint 
on each orifice, which we retain by two cross slips of adhesive plaster, and lay over 
_ two or three turns of a roller. The ball will frequently have passed nearly through the 
limb, and be retained only by the elasticity of the common integuments; these we cut 
upon and extract it at once; and we should lay it down as arule not to be deviated 
from, to extract on the spot every extraneous body that we possibly can, either by the 
forceps alone or with a bistoury” (pp. 33, 4.) 


341. The remaining treatment of gunshot wounds does not differ from 
that of bruised wounds. The orifice is to be covered with a mass of soft 
charpie, which is to be slightly fastened with a bandage, resolving appli- 
cations of cold water, solution of muriate of ammonia, and so on, are to be 
laid over the neighbourhood of the wound. The general treatment must 
be strictly antiphlogistic, according to the state of the constitution and the 
inflammatory symptoms present. But when the shock is severe, stimu- 
lating and reviving remedies must be employed in the first instance. 

342. If active inflammation and swelling exist, instead of cold applica- 
tions, warm, softening poultices should be employed to further suppura- 
tion. When this takes place, the slough in the shot-passage separates, and 
the vessels, which had been closed in many instances begin to bleed. The 
direction of the shot-passage must draw the attention of the surgeon to 
the possibility of this occurrence. The patient should at this time be 
surrounded with clever assistants, and, if bleeding take place, it must be 
stopped by pressure, or by tying the vessel. If the bleeding be connected 
with inflammatory congestion, cold applications and blood-letting must be 
employed. 

_[GurTnrte says :—“ On the separation of the sloughs a little blood may occasionally 
be lost, but it is generally caused by the impatience of the surgeon, or the irregularity of 
the patient, and seldom requires attention. Sometimes at this period, that is, from’ the 
eighth to the twentieth day, a large artery will give way from sloughing or ulceration ; 
but the proportion of cases requiring the ligature of arteries will not be greater than 
three or four in a thousand taken indiscriminately, exclusive of hemorrhage caused 
by hospital gangrene, &c., which, as they may almost always be avoided by proper care 
and management, cannot with propriety be considered as legitimate causes.” (p. 8.) 
SAMUEL CoopeEr’s statement, in regard to bleeding from arteries on the separation of 
sloughs, differs materially from that of Gurarie. He says (a) :—“ In the beginning there 
may even be little hemorrhage, though a considerable artery be so hurt that it after- 
wards sloughs, and a dangerous or fatal bleeding arises. Thus, in one of my own 
patients, who had received a musket-ball through the ham, the popliteal artery gave 
way about ten days after the injury and compelled me to take up the femoral artery ; 
and, in the Elizabeth Hospital at Brussels, amongst the patients under the care of my 
friend Mr. Cottier and myself, about a week after the battle of Waterloo, the cases of 
hemorrhage, on the loosening of the sloughs, were numerous.” (p. 632.) 

DupuyTREn states, that consecutive hemorrhage “ occurs under two different circum- 
stances, either the artery has been completely or in part only divided. In the first case, 
the scar produced by the shot and the clot of blood which forms in its cavity, up to the 
first collateral branch, obliterates and suspends the circulation throughout its whole 
extent. But it often happens that, under the influence of certain causes, the circulation 
speedily resumes considerable activity, the clot is pushed off, the scar overcome and 
hemorrhage takes place. In the other case, the obstacles which prevent the bleeding 
resist till the very moment when the whole internal surface of the wound, and conse- 
quently the torn and disorganized parts of the artery are detached and thrown off by the 
suppuration. But at this time, if the end of the artery be obliterated only to a short 


(a) Surgical Dictionary. Seventh Edition. 
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distance, if its adhesions be not sufficiently firm, if the careless movements of the patient 
destroy this union and so on, the artery is opened and the patient exposed to more or less 
imminent danger. These consecutive bleedings usually occur about the tenth, fifteenth, 
and even twentieth day, without any premonitory symptoms, except sometimes a sero- 
sanguinolent oozing from the wound.” (pp. 465, 66.) ] 


343. The local and general treatment during suppuration must be 
always proportioned to the vital disposition and the powers of the wound. 
Particular care must be had for pure air, and for the function of the 
bowels. Often during suppuration inflammation recurs, the suppuration 
is bad, or perfectly suppressed ; the wound, when almost entirely closed, 
breaks out again repeatedly. In such cases foreign bodies, especially 
splinters of bone, are usually retained which must be removed as soon as 
possible. If this cannot be effected in the usual way, the introduction of 
a seton is the most preferable means to obtain a proper outlet for the pus, 
and to promote the escape of the splinters of bone. 

[“ In cases where the separated pieces (of bone) lie loose, and cannot easily be got 
at by the forceps, setons have been employed with some advantage, for the purpose of 
bringing them away ; and when judiciously applied, and not carried to such a length as 
to affect sound pieces of bone with caries, and thus produce what they meant to remove, 
they may often be usefully had recourse to. Staff-Surgeon Boccir showed me,” says 
HENNEN, “some cases at Brussels in which he had employed the seton with success, and 
an account of a case in which he adopted the plan is published in the 7th volume of the 
Medico-Chirurgical Transactions. Dr. ARTHUR, Surgeon to the forces, has also success- 
fully used them in some old cases at the General Hospital, Chatham. But to the indis- 
criminate introduction of setons in gun-shot injuries, either of the bones or soft parts, I 
cannot help entertaining strong objections: They are at best but a clumsy and unma- 
nageable substitute for the knife, and in numerous instances much more painful and 
irritating.” (pp. 131, 82.)] 


344, If the shot-wound be connected with fracture of bones, and im- 
mediate amputation be not indicated, the treatment is always very tedious 
and difficult. When the wound is enlarged, according to circumstances, 
for the extraction of loose pieces of bone, and the arrangement in their 
place of the pieces still attached, we may proceed to put up the frac- 
ture, and the application of a contentive bandage by means of ScuL- 
reTus’s bandage and a large wooden splint, if there be not any great 
swelling by contraction of the muscles; but, if this be the case, or 
if the wounded person have yet to be moved, in which case this bandage 
cannot prevent the displacement of the ends of the bone, the limb should 
be put in the half-bent position, in which the muscles are for the most 

rt relaxed; it must be wrapped up in Scutretus’s bandage, and the 
ends of the bone protected against much displacement. As soon as the 
inflammatory symptoms are diminished by the general and local treatment, 
attention must be paid to the management of the fracture. Actual exten- 
sion of the limb with Dxssauxv’s splint, with the machines of BoYER, 
SauTER, and others, may be employed with much advantage ; but must be 
used with great caution. The causes which here especially delay the 
union of the ends of the bone are, too copious suppuration, improper ar- 
rangement of the fracture, foreign bodies, death of the bone (1). If the 
suppuration be so great that the powers of the patient fail, amputation 
must be prescribed at the proper time. 

[The disposition to necrosis in gun-shot injuries of the bones, a circumstance of 


daily occurrence in military hospitals, is,” says HENNEN, “ always tedious, highly trou- 
plesome, and frequently dangerous. The precise time of its commencement is not easily 


ascertained : I have detected it on the twenty-first day from an injury; but it is more 
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frequently a disease of the advanced periods. It is most frequent in bones covered by 
their soft parts, while caries takes place more readily when they are exposed to the air, 
Where the periosteum is removed for any extent by a gun-shot or lacerated wound, or 
suffers disorganization afterwards from any cause, whether inflammation, ulceration or 
erosion; or where the medulla is injured or destroyed, it becomes a never failing occa- 
sion of the death of that part of the bone in the immediate vicinity of the injury.” 
(pp. 124, 25.)] 

345. In long-continued suppuration, bleeding often occurs from the 
whole surface of the wound, which commonly retards and very much 
weakens the patient. , These bleedings depend on a weakness of the vessels, 
and upon astate of thinness of the blood. Local, and general strengthening 
remedies must be employed; decoction of bark with the mineral acids ; 
care must be taken for pure air and good food; and the wound filled with 
charpie soaked in a vinous decoction of elm bark with alum and so on. If 
these means be not beneficial, and sinking be feared, the application of the 
actual cautery, or tying the principal arterial trunk of the limb, is the only 
remedy which can be tried, previous to amputation. 

346. The decision upon those circumstances in wounds, especially those 
from gun-shot, which render amputation necessary, belongs to the most 
difficult part of surgery. Not only must the importance of the injury 
itself be well considered ; but also, as these cases for the most part occur 
in war, in so far as the transport of the wounded, the want of proper care 
and nursing, overfilled hospitals, and the danger connected with a long 
sojourn in the hospital, render possible or not the preservation of the 
wounded limb; and whether perhaps the limb can be preserved only in 
such a crippled state that it is more inconvenient than useful, and the life 
of the wounded person is put in the greatest danger by the attempt to 
preserve the limb. 

347. When the condition of the wound is favourable for amputation, it 
should be performed as soon as possible, at least in the first twelve or 
twenty-four hours before the secondary symptoms have come on. Experience 
is against putting off amputation to a later period, as practised by the 
earlier surgeons. 

348. The following are those cases which require amputation on the spot : 

1. When a limb is entirely torn off by a ball; as in such an injury, 
especially when the ball has lost its power, the splitting of the bone com- 
monly extends into the neighbouring joint, the limb must be removed high 
above the place of injury, or above the next joint (1). 

_ 2. If both the soft and hard parts of a limb are so bruised and smashed 
that gangrene will certainly occur. 

3. If, without injury of the bone, the soft parts of a limb, the largest 
vessels and nerves are mostly destroyed. 

4. When the soft parts and bones of a limb, with the largest nerves, 
are smashed and torn although the principal arterial trunk is not injured. 

5. Splitting of the large bones, with tearing of the vessels and bruising 
of the deep-lying parts, without injury of the external skin (2). Before pro- 
ceeding to amputation, we must cut down to ascertain the extent of the 
destruction of the parts. 

6. Smashing of joints, especially of the knee and foot-joints, when 
the capsular ligament is very much torn and the bone split, or when the 
ball is lodged in the joint and cannot be removed. If the head of the 
bone be completely separated from its body in the shoulder-joint, the head 
of that bone may be removed. 
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[(1) Hennen says :—“ If, however, the bone is splintered to the very joint, or so close 
as to excite our fears as to future consequences, we operate beyond it on the upper part 
of thelimb. If the head of the humerus itself is injured, or the shaft splintered, with 
much destruction of the soft parts, or if the head of the bone alone is left in the glenoid 
cavity, the rest being carried off, we forthwith take it out of the socket; an operation as 
simple, if properly planned, as any in surgery ; and one which, on all occasions where 
the bone is injured, is infinitely preferable to amputation lower down. It not unfre- 
quently occurs, that the arm is carried completely out of the socket; and, in this case, 
very little more remains for the surgeon than to pass a ligature round the arteries, even 
though they do not bleed, as often happens, and to cut short the leash of nerves, which in 
this case usually hangs far out of the wound, to bring the lips towards each other by 
adhesive straps, and to support them by proper compress and bandage.” (pp. 38, 9.) 

(2) HENNEN mentions “a species of the comminuted compound Gun-shot Fracture, 
which, although at first of but little consequence in appearance, is of most serious im- 
portance in its results. ‘This occurs where a musket-ball has perforated a cylindrical 
bone without totally destroying its continuity, and consequently without producing any 
distortion of the limb, or other symptoms which characterize a fracture. The founda- 
tion of infinite mischief is, however, laid; for not only is the shaft of the bone injured, 
but fragments are carried into and lodged in the medullary canal ; and if the limb has 
been in an oblique position, or the ball has taken an oblique course, these fragments are 
often driven in to a great distance, and fairly impacted in its cavity, there keeping up a 
constant and uncontrolable irritation, and destroying both the medulla and its mem- 
brane, together with the cancelli, which naturally support it. I have repeatedly seen 
this separated portion of bone lying in the medullary canal, at the distance of from four 
lines to an inch and a half from the circular hole formed by the passage of the ball, re- 
taining its shape, its colour, its solidity, while all the surrounding osseous parts were 
diseased, and formed a spongy discoloured mass of bony granulations around it, the 
periosteum, for some way, both above and below the wound, being entirely separated 
from the bone. To attempt to save such a limb is imposing a task upon the powers of 
nature, which, nineteen times in twenty, she is unable to effect, even under the most 
favourable circumstances. If a ball has passed through without carrying in any frag- 
ments of bone, a case which sometimes happens in the thigh, when the man is standing 
erect, and the ball has struck the bone fairly and directly, the case is more favourable, 
than when the wound is oblique as in the arm, which is so often thrown into a variety 
of postures; and consequently, where there is a greater chance that the channel of the 
ball should be formed obliquely, and the spicular fragments forced up into the me- 
dullary cavity. But even of this favourable variety I have seen only two cases cured, 
both of persons struck on the centre of the femur, the wound admitting a finger to be 
passed into the bony ring or perforation, and there to find a clear, unembarrassed, and 
comparatively simple loss of parts. By far the most frequent result is the loss of the 
limb sooner or later, after a very tedious and distressing train of symptoms, exhausting 
to the patient and baffling every endeavour of his attendants.” (pp. 133, 34.) 

(3) “ Balls often pass through or along the bones of the hand or foot, and, except in 
very severe cases attended with great loss of substance, amputation,” says HENNEN “is 
not immediately necessary. The strength of the fasciz covering those parts, and the 
number of minute bones composing them, will, however, render extensive openings pe- 
culiarly requisite. These bones never suffer from necrosis, nor do they ever become re- 
generated as far as my experience goes; butif the aid of an appropriate supporting splint, 
assisted by proper bandages, is had recourse to, their loss is soon supplied by a new forma- 
tion of soft parts, approaching to a cartilaginous nature ; and by the approximation of 
the sound bones to each other. However desirable it may be to save a hand or foot, yet, 
in severe lacerations, the frequency of tetanic affections should at once lead us to adopt 
immediate amputation. Gun-shot injuries of the joint of the great toe are always ex- 
tremely troublesome, and accompanied with excruciating pain, often giving rise to 
severe nervous affections, and often terminating in tetanus. Amputation of the toe will 
therefore be the safest mode of treatment, and it should be a general rule to amputate all 
lacerated toes and fingers, in preference to attempting their preservation.” (pp. 154, 55.) | 


349. The earlier in these cases amputation is had recourse, to the more 
successful is the result; but in very severe general shock, or in complete 
numbing from cold, the wounded person must be first revived with stimu- 
lants. When the secondary symptoms have once set in, before amputation 
is performed, it must be delayed, till after proper treatment the patient 
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is in a quiet condition at the period of suppuration, at which time amputa- 
tion should be immediately performed. 


[Immediate amputation after severe gun-shot injuries has long been the practice of 
English army and navy Surgeons, for it would seem in the way it is spoken of by WIsE- 
MAN that even in his time it was a settled proceeding. He says :—“ Experience judgeth 
it commendable, if it be necessary ; and in such shattered limbs where there is no hope 
of preserving the patient’s life otherwise. And then it must be done in its proper time, 
that is to say, suddenly upon the receipt of the wound, before the patient’s spirits be 
overheated, either with pain, fever, &c. * * * But amongst us aboard, in that (the naval) 
Service, it was counted a great shame to the chirurgeon if that operation was left to be 
done the next day, when symptoms were upon the patient and he spent with watchings, 
&c. Therefore you are to consider well the members, and if you have no probable hope 
of sanation, cut it off quickly, while the soldier is heated and in mettle. Butif there be 
hopes of cure, proceed rationally to a right and methodical healing of such wound anit 
being more for your credit to save one member than to cut off many.” (p. 396.) 
The celebrated French surgeon, Le Dran, who published on gun-shot wounds a few 
years after WisEMAN, also advocated the early amputation, and lays it down as a rule, 
“ that when the amputation of a limb is indispensably necessary, in the case of a gun-shot 
wound, it ought to be done without delay.” (p. 163.) 

Ransy, (a) who was serjeant-surgeon to GEoRGE the SEconpD, and whom he accompanied 
in the wars in Flanders, adhered to WisemAn’s practice, and says :—“If a wound be of 
such a desperate nature as to require amputation, (which is always the case when it 
happens in any principal joint,) it would certainly be of consequence could the operation 
be performed on the spot, even in the field of battle ; lest, by deferring it, an inflam- 
mation may come on, which one may very reasonably expect should obstruct a work 
that ought rarely to be entered upon during the continuance of so calamitous a circum- 
stance. The neglecting this critical juncture of taking off a limb, frequently reduces 
the patient to so low a state, and subjects the blood and juices to such an alteration, as 
must unavoidably render the subsequent operation, if not entirely unsuccessful, at least 
exceedingly dubious.” (p. 29.) 

It is probable that about this time some dispute had occurred as to the propriety of 
this practice ; for, in 1756, the French Academy of Surgery proposed it as the subject for 
the prize essay in that year, and in consequence of the paper of Faur®, an army Surgeon, 
to which they assigned the reward, they decided in favour of delaying the operation 
wherever practicable, although from the first it were absolutely necessary. Soon after, 
this, Bricusr, Surgeon-general to the Prussian army, wrote against amputation in gene- 
ral, and permitted no amputation in that service. But although his statements were 
“much applauded, and in some countries held up as doctrines to be followed,” yet, from 
carefully sifting them, and from his own practical experience, GUTHRIE says, that 
“ BILGUER on this subject ought never to be quoted as an authority for modern times.” 

. 205. 

Sk ae the recommendation of the French Academy nor BrtcuEr’s anathema 
seem to have had much influence on the medical officers of the British service, for 
Hunter says :—“ In general, surgeons have not endeavoured to delay it (amputation) till 
the patient has been housed and put in the way of cure; and therefore it has been a 
common practice to amputate on the field of battle.” But to primary amputation HunTER 
was decidedly averse, for he proceeds :— 

“Nothing can be more improper than this practice, for the following reasons. In 
such a situation it is almost impossible for a surgeon, in many instances to make himself 
sufficiently master of the case, so as to perform so capital an operation with propriety ; 
and it admits of dispute, whether at any time and in any place amputation should be 
performed before the first inflammation is over. When a case is so violent as not to ad- 
mit of a cure in any situation, it is a chance if the patient will be able to bear the con- 
sequent inflammation, therefore, in such a case it might appear, at first sight, that the 
best practice would be to amputate at the very first; but if the patient is not able to 
support the inflammation arising from the accident, it is more than probable that he 
would not be able to support the amputation and its consequences; on the other hand, 
if the case is such as will admit of its being brought through the first inflammation, 


(a) The Method of treating Gunshot Wounds. from their connexion with the barbers, and esta- 
8vo. London, 1774. To Rawsy the profession of  blished as a distinct corporation, of which he was 
Surgery in this country is much indebted, asitis the first master, although not a member of the old 
believed that mainly by his interest and exertions court, and probably not even a member of the 
the Surgeons were in 1745 (18 Geo. II.) separated | Company of Barbers and Surgeons, 
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although not curable, we should certainly allow of it, for we may be assured that the 
patient will be better able to bear the second. If the chances are so even, where com- 
mon circumstances in life favour the amputation, how must it be where they do not? 
how must it be with a man whose mind is in the height of agitation, arising from 
fatigue, fear, distress, &c.? These circumstances must add greatly to the consequent 
mischief, and cast the balance much in favour of forbearance. If it should be said that, 
agreeable to my argument, the same circumstances of agitation will render the accident 
itself more dangerous ; I answer that the amputation is a violence superadded to injury ; 
therefore heightens the danger, and when the injury alone proves fatal, it is by slower 
means. In the first case it is only inflammation; in the second, it is inflammation, loss 
of substance, and most probably loss of more blood, as it is to be supposed that a good 
deal has been lost from the accident, not to mention the awkward manner in which it 
must be done. The only thing that can be said in favour of amputation on the field of 
battle is, that the patient may be moved with more ease without a limb than with a 
shattered one.” Huwnrsr, however, doubts any advantage being obtained even on that 
point. He admits, “it is of less consequence whichsoever way it is treated if the part 
to be amputated is an upper extremity.” And he even goes on to say, “If the parts are 
very much torn, so that the limb only hangs by a small connexion, then the circumstance 
of the loss of so much substance to the constitution cannot be an objection, as it takes 
place from the accident, and indeed every thing that can possibly attend an amputation ; 
therefore, in many cases, it may be more convenient to remove the whole. In many 
cases it may be necessary to perform the operation to get at blood vessels, which may 
be bleeding too freely; for the searching after them may do more mischief than the 
operation.” (pp. 561, 63.) 

Hunrer’s objections to primary amputation do not, however, appear to have had much 
weight, at least with the army surgeons of his own or the immediately subsequent 
period, for HENNEN states, on the authority of Dr. Prrcarn, who served in the expe~ 
dition to Egypt, “ that whenever the surgeons could operate on the field in that country 
they did so; and for himself, he only lamented that he could not remove more limbs in 
that situation, having never had a doubt upon the point, and being still more confirmed 
in the justice of his opinion by the results of the deferred operations.” To this HENNEN 
adds :-—“ On the first landing of our troops in Portugal, the propriety of the practice 
was impressed upon the surgeons, as I have been informed, by Mr. GUNNING, then senior 
Surgeon upon the staff, and subsequently Surgeon-in-chief of the Peninsular army ; the 
practice was constantly followed, and the precept orally delivered from surgeon to sur- 
geon, during the whole period that I served in that country.” (p. 43.) 

Gururte has ably advocated the practice of early amputation after gun-shot injuries, 
and makes the following judicious observations, which equally apply to this operation 
when required by any other accident, and which should never be lost sight of. “The 
anxiety (shown by the soldiers) to have these operations executed with as little delay 
as possible, has sometimes been prejudicial ; for as much attention must be paid, in my 
opinion, to avoid operating too soon as too late, and perhaps for a reason quite contrary 
to that usually received as legitimate for not operating, viz., that the sufferer may have 
time to recover from the shock of the injury, and approach as near as possible to a state 
of health; and the farther he is from this state, the greater the chance of a fatal termi- 
nation. Ifa soldier at the end of two, four, or six hours after the injury, has recovered 
from the general constitutional alarm occasioned by the blow, his pulse becomes regular 
and good, his stomach easy, he is less agitated, his countenance revives, and he begins 
to feel pain, stiffness, and uneasiness in the part; he will now undergo the operation with 
the greatest advantage; and if he bears it well, of which there will be but little doubt, 
he will recover in the proportion of nine cases out of ten in any operation on the upper 
extremity, or below the middle of the thigh, without any of the bad consequences usually 
mentioned by authors as following such amputation. If, on the contrary, the operation 
be performed before the constitution has recovered itself, to a certain degree, from the 
alarm it has sustained, the additional injury will most probably be more than he can 
bear, and he will gradually sink under it and die.” (p. 216.) 

Upon the same point HENNEN also observes :—‘ The propriety of amputation on the 
field being admitted, the question naturally suggests itself, what is the proper period? 
instantly on the receipt of the wound, or consecutively? The practical reply is, with 
as little delay as possible.” But when “an army surgeon finds a patient with a feeble- 
ness and concentration of the pulse, fainting, mortal agony, loss of reason, convulsions, 


hiccup, vomiting, irregular chills, stiffening of the whole body, universal feeling of cold . 


and numbness, sense of weight, change of colour, and other symptoms of collapse, so 
well described by Lz Conve, he waits patiently for a return towards life: he administers 
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wine, warmth, volatiles ; he soothes and he encourages ; and when due reaction is esta- 
blished, he performs that humane operation, the utility and necessity of which are now 
confirmed beyond the possibility of doubt or the influence of cavil.” (pp. 45, 6.) 

“ Inflammation in the seat of the injury,” GuTurie further observes, “ comes on at 
an indeterminate period, varying in different people. When the injury is high in the 
thigh, it commences sooner than in the leg or arm, and the symptomatic fever accom- 
panying it is proportionally severe. If, then, after an injury where the alarm has been 
very great, and the powers of life considerably diminished, so as to have prevented an 
operation shortly after the accident, some little reaction should take place, the patient 
should become restless, the pulse quickened, the parts injured painful, the operation 
should be no longer delayed ; for the removal of the diseased parts can only moderate 
this nervous commotion and prevent delirium and death, * * * If the operation be 
delayed beyond the first twenty-four hours in some persons, and in others thirty-six 
hours, pain, heat, tumefaction, and the other constituents of inflammation come on 
rapidly, attended by increased arterial action, severe nervous twitchings, thirst, heat of 
skin, general restlessness, delirium, and the patient is soon carried oft if the injury has 
been extensive. Many very severe wounds do not terminate so quickly ; the symptoms 
exist in a less degree, and may be moderated by the antiphlogistic treatment until sup- 
puration is established, and the primary high excitement reduced within the limits of 
hectic fever depending upon the irritation of incurable parts. 

“In any period from the time inflammation has commenced in the seat of injury, and 
symptomatic fever is established, amputation is performed under very different circum- 
stances than when it has been done prior to their supervention ; the parts to be divided 
are no longer in a healthy state; they have taken on inflammatory action tending to 
suppuration, and will not unite by adhesive inflammation, as they would have done if 
they had been divided forty-eight hours sooner. The operation, instead of relieving the 
symptomatic fever, greatly increases it. It is now really a violence superadded to the 
injury; and the patient dies, unless very active means are employed for his relief, and 
even under the most vigorous and attentive treatment it frequently proves fatal, although 
his life may be prolonged for some days.” (pp. 219, 20.)] 


350. If amputation be not indicated by the nature of the wound, it is 
impossible to determine whether and by what consecutive symptoms it 
may be at a later period required. ‘These symptoms may be: 1. Mortifica- 
tion of the limb.—2. Nervous symptoms, convulsions of the stump, te- 
'tanus, when the cause remains in the wound, and cannot in any way be 
removed.—3. Exhausting suppuration.—4. Bleeding from the whole sur- 
face of the wound, which cannot be stanched. 


As to the indications for amputation after shot-wounds, and the time at which it 
should be performed, the following writers are to be especially compared :— 

BixeveER, Dissert. de membrorum amputatione rarissimé administranda aut quasi 
abroganda. Halle, 1761. 4to. . 

The Treatises of Faure, Leconte and GrILLIon upon the question, L’amputation 
étant absolument nécessaire dans les plaies compliquées de fracas des os, et principale- 
ment celles qui sont faites par armes a feu, déterminer le cas ot il faut faire l’amputa- 
tion sur le champ, et ceux ov il convient de le différer, et en donner les raisons; in the 
Prix de Académie de Chirurgie. 


Larrey, Mémoire sur les Amputations; in Mém. de Chirurg. Milit., vol. ii. p. 451. 
Scunerper, Ueber die Amputation grésser Glieder nach Schusswunden. Leipz., 1807. 
8vo. 


Wacner, Versuch einer nabern Bestimmung der Indicationen zur Amputation der 
grésseren Gliedmassen, besonders nach Schusswunden, in VoN GRAEFE und WALTHER’s 
Journal fiir Chirurgie und Augenbeilkunde, vol. i. p. 139. 


Hurcutson, CopELAND, Some further Observations on the subject of the proper period 
of amputating in Gunshot Wounds. London, 1818. 


Ibid. Practical Observations in Surgery. 2nd Edit. London, 1826. 
Rust, Ueber die Amputation grésserer Gliedmassen ; in his Magazin, vol. vii. p. 337. 
Gururis, G. J., A Treatise on Gunshot Wounds, etc., quoted at head of Article. 
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V.—ON POISONED WOUNDS. 


Rawsy, Joun, The Anatomy of the Poisonous Apparatus of the Rattlesnake ; together 
with an account of the quick Effects of its Poisons. Phil. Trans., vol. xxxv. p. 377. 
1726. 


Hatt, Caprary, Experiments on the effects of the Poison of the Rattlesnake; in 
Phil. Trans., vol. xxxv. p. 309. 1727. 

Porvat, LE Baron A., Observations sur la Nature et le Traitement de la Rage; 
suivies @’un Précis historique et critique des divers remédes qui ont été employés jus- 
qu’ici contre cette Maladie. Paris, 1779. 8vo. 


Leroux, L. C. P., Observations sur la Rage suivies de Réflexions sur les Spécifiques 
de cette Maladie, couronnées par l’Académie de Dijon. 1780. 8vo. 


Fontana, F., Traité sur le Vénin de la Vipére, sur les Poisons Amé€ricains, sur la 
Laurier-Cérise, et sur quelques autres Poisons végétaux. On y a joint des Observations 
sur la Structure primitive du Corps animal différentes Expériences sur la Réproduction 
des Nerfs, et la Description d’un nouveau Canal de VQil. 2 vols. Florence, 1781. 4to. 

ForHercti, Joun, M.D., A case of Hydrophobia, and additional Directions for the 
Treatment of Persons bit by Mad Dogs; in the Complete Collection of his Medical and 
Philosophical Works, by Joan Exxiot, M.D. London, 1781. 

MepERER, Syntagma de rabie caninaé. Friburg, 1783. 8vo. 

Kruse, W., (Roucemont,) Dissert. de Vulneribus que virus habent. Bonne, 1784. 8vo. 

Eneavx, Méthode de traiter les Morsures des Animaux Enragés et de la Vipere ; suivie 
d’un précis sur la Pustule Maligne. Dijon, 1785. 8vo. 

Hamitron, Ropert, M.D., Remarks on the means of obviating the fatal effects of the 
Bite of a Mad Dog or other rabid animal, and on the mode of cure when Hydrophobia 
occurs, ete. Ipswich, 1785. 8vo. 

Mosezty, BenJ., Dr., Treatise on Tropical Diseases, and on the Climate of the West 
Indies: in which are included the Treatment of the Stings of Scorpions, and of the 
Stings and Bites of other Poisonous Insects; of the Bites of deadly Venomous Ser- 
pents; of the Bites of Mad Dogs; of the Dysentery; of the Yellow Fever; of the Te- 
tanus or Lock-jaw, &c. London, 1788. 8vo. 

Barton Beng. Smrru, M.D., An Account of the most effectual means of preventing 
the deleterious consequences of the Bite of the Crotalus horridus, or Rattlesnake ; in the 
Transactions of the American Society, vol. ili. p. 100. 1793. 


Anprey, C. L. F., Recherches sur la Rage. Paris, 1779. 8vo. 


Barpstey, 8.A., M.D., An Enquiry into the Origin of Canine Madness, &c.; in 
Memoirs of the Literary and Philosophical Society of Manchester, vol. iv. 1795; and 
also in Medical Reports. London, 1807. 8vo. 


Benepict, Ideen zur Begriindung einer rationalen Heilmethode der Hundswuth ; 
nebst einer Vorrede von RosENMULLER. Leipzig, 1808. 8vo. 


Home, Everarp, The case of a man who died in consequence of the Bite of a Rattle- 
snake; with an account of the effects produced by the Poison; in Phil. Trans., vol. c. 
p: 75,0810 


TrotuiET, Nouveau Traité de la Rage; observations cliniques, recherches d’anato- 
mie pathologique et doctrine de cette maladie. Lyons et Paris, 1820. 8vo. 


Barpstey, J. L., M.D., article Hydrophobia ; in Cyclopedia of Practical Medicine. 
London. royal 8vo. 1833. 


von LenHossEK, M., die Wuthkrankheit, nach bisherigen Beobachtungen und neue- 
ren Erfahrungen dargestellt. Pesth und Leipzig, 1837. 


Youatr, Wii1i1amM, On Rabies; in his work, The Dog.. London, 1845. 8vo. 

Rust, Aufsitze und Abhandlungen aus dem Gebiete der Medicen, Chirurgie, und 
Staatsarzneikunde, vol. ii. p. 805. 

351. In poisoned wounds, not merely is the connexion of the part di- 
vided, but at the same time a peculiar matter is introduced into it, which 
gives rise to special symptoms. Here belong the stings of bees and wasps, 
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the bite of the viper, and of rabid beasts. The poisoning of wounds re- 
ceived in dissection by putrid matter may be also here included. 

352. Wounds in dissection do not always cause the same symptoms ; 
much in this respect depends on the constitution of the wounded person, 
on the constitution of the atmosphere, and on the condition of the subject. 
Cuts are not so dangerous as punctures, and the latter are less dangerous on 
the front than on the back of the hand. Often merely an active inflammation 
takes place at the wounded part, with severe pain and swelling of the lymph- 
atic vessels. With these local symptoms (which mostly occur after from ten 
to sixteen hours) symptoms of nervous fever are often connected. In 
these injuries the wound must be carefully cleansed, allowed to bleed suffi- 
ciently, washed with water, sucked, covered with sticking plaster, and pro- 
tected, so that it cannot come anew into contact with putrid matter. I 
have constantly found it very advantageous to wrap up the finger from its 
tip onwards with a closely applied bandage. If severe inflammation take 
place, leeches must be applied, warm narcotic remedies used, and when 
abscesses have formed they are to be opened early. When the symptoms of 
nervous fever come on, the usual mode of treatment is to be employed. 


Many believe that the symptoms after injuries in dissection do not depend on the ab- 
sorption of putrid matter, but on the constitution of the injured person, wherefore they 
reject all escharotics. Whether this opinion be well founded or not, I however agree 
with them in regard to the application of caustic; as thereby irritation and inflammation 
of the wound, with its consequences, which otherwise would not have happened, would 
be only too easily produced (a). 

Suaw, J. (5), distinguishes those which occur in dissection, into such as arise from the 
examination, a short time after death, of subjects which have died from inflammation of 
the serous membranes, and those from bodies already putrid; the latter of which are 
least dangerous. He recommends, after sufficient bleeding from the wound, fomenta- 
tions of GouLaRD-water and laudanum, then a smart dose of calomel and antimony, and 
two hours after a large dose of opium. If the pain still continue the whole arm is to be 
bathed with lukewarm GouLarp-water and opium ; some ammonia to be given and hot 
drinks allowed. He considers leeches and venesection improper. 

Basepow (c) considers that the wounds produced by poisoning in dissection agree 
with Malignant Pustule. 

A careful collection of the various opinions on the nature and treatment of these in- 
juries is given by M. Lro-Wo tr (d). 

[The question of absorption of poisonous matter into wounds received in dissection, 
has been much disputed. But I must confess, that, after nearly twenty years constant 
employment in the dissecting-room, I almost entirely agree with the opinions held by 
LAWRENCE on this subject. “It seems to be very doubtful,” says he, “in those cases 
whether anything actually venomous or virulent is introduced, or whether the results 
of these injuries must be said to arise from such wounds, considered merely as me- 
chanical wounds. If these be poisonous wounds, the poison certainly follows other 
laws than those we observe in cases in which we are more intimately acquainted with 
the poison * * * If they arise from a poison, then it is one of a very uncertain, and, 
almost you might say, capricious kind. In the first place, in the great majority of in- 
stances of wounds received in dissection, no injurious effect is produced. There are 
hundreds and hundreds of such wounds always occurring without any injurious conse- 
quences. It is really only in a very small proportion out of the whole number of 
wounds that are received, that any prejudicial effects are produced in the human frame. 
We can perhaps quite as well explain the occurrence of these effects when they do take 
piace, by a reference to the particular state of health of the individual in whom they 
occur, as by any particular virulent property that might be applied to the wound. Now 
it happened to myself, when I was employed in dissection, to cut myself hundreds of 
times in dissecting bodies that have died under every variety of disease, and I never 


(a) Cooper, AstLEy, Lectures on the Prin- during Dissection; in London Med. and Phys. 
ciples and Practice of Surgery; with additional Journal, vol. liii. p. 369. 1825. 
notes and cases, by F. TyrrELL. London, 1824, (ce) Ueber dieSchwarze Blatter; in von GRatre 
vol. i. p. 19-21. und WALTHER’S Journal, vol. xii. p. 185. 

(6) On the Treatment of Wounds received (d) Diss. de morbo qui lesione; in cadaveribus 


dissecandis haud raro sequi solet. Heid., 1832, 
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experienced any ill effect but once, and then I was not in very good health. I had an 
inflammation of the finger, with swelling up the hand and arm, and subsequently 
swelling of the glands in the axilla, with suppuration. There are cases, however, in 
which important local effects are produced, and in which very serious and even dan- 
gerous symptoms occur. * * * We cannot point out any particular state of a dead 
body, nor any condition of previous disease, that will certainly give rise to any set of 
symptoms in these cases: indeed, we shall observe, an individual receive a prick or a 
cut in dissection of a certain subject, and suffer certain inconveniences from it; while 
others, who have dissected the same subject, suffer no injurious consequences at all from 
a similar injury. In the majority of instances the effects that are produced seem to be 
nearly such as would arise from the infliction of the wounds considered in themselves, 
without any reference to the state of decomposition of the dissected bodies in which 
they occur.” (pp. 651, 2.) “There are some other cases,” continues the same writer, “in 
which the local and general symptoms have been rather different, and it is in those par- 
ticularly that the agency of poison has been regarded as the true cause.” And he then 
mentions the case of Dr. Perr (a), who pricked himself at eight o’clock in the morning 
of the 28th of December without being aware of it, in sewing up the body of a female 
who had died of puerperal peritonitis. On the evening of the same day, feeling some 
heat and uneasiness, he carefully examined his fingers, and at the tip of one observed a 
blush, with a very minute opening in it. This he touched with nitrate of silver and 
nitric acid, without, however, causing pain; but as the uneasiness continued he again 
applied the nitrate of silver later in the evening, till he felt it sensibly, and then the 
pain became agonizing, On the morning of the 29th, after having passed a very rest- 
less night and had shiverings, the eschar was noticed as large as a split pea, and at 
1, p.m., the finger had become swollen, had a livid appearance, and was very painful. 
‘An incision was then made down to the bone, which gave no pain, nor did any blood 
flow, and the last two joints were gangrenous: red lines extended along the fore arm to 
the elbow, and pain up to the axilla; complete prostration of strength ; irregularity of 
breathing and considerable torpor came on; and, during the rest of the day, he had 
much heavy sleep, occasionally disturbed by severe attacks of pain: the pulse soft and 
between 90 and 100. ‘The hand and arm continued swelling, the absorbents inflamed, 
as also the axillary glands, accompanied with an erysipelatous blush, which extended 
over the side of the chest, and the torpor and difficulty of breathing increased, Punc- 
tures were made, but without giving vent to any pus, and he died at 6, A.M., on the Ist 
of January. 

The most certainly dangerous punctures, as far as my observation goes, are those 
which have happened in the examination of cases of peritonitis, either of the common 
or puerperal form ; which certainly would lead to the presumption that, in such instances, 
there is an absorption of poison. But, on the other hand, I am sure that almost if not 
quite as severe symptoms have occurred when the wound has been received in examin- 
ing a body recently dead and quite fresh. With regard to putrid subjects, or those just 
beginning to be so, my experience proves that wounds from them are almost invariably 
the least formidable kind. How these facts are to be explained other than by the 
assumption of a peculiarity in the constitution at the time of receiving the wound, I do 
not presume to say; but certainly, as regards the affections from peritoneal disease, 
there does appear to be a very strong presumption of poisonous matter having been ab- 
sorbed. 

In wounds received in dissecting I believe the mischief is often very considerably 
increased, if indeed it be not excited, by the very improper application of escharotics, 
either nitrate of silver, nitric acid, or caustic potash. All that I ever thought of doing 
for myself, or recommending to be done, was to wash the hand carefully, and then suck 
the wound for ten minutes or so, and afterwards to apply a poultice. If the matter did 
not rest there, but inflammation with swelling and great pain came on, leading to the be- 
lief of the sheath of one or other tendon, or of the palmar fascia, (according to the situa- 
tion of the puncture,) or of the cellular tissue having inflamed, then free leeching was re- 
sorted to,and more or less deep incisions to relieve the tension and permit the escape of 
any pus that might have formed, which in an irritable constitution will happen in a few 
hours. As a general rule, whenever pus in these cases is found, it must be evacuated 
immediately, as the longer it is left the more it increases the constitutional excitement. 

It not unfrequently happens after wounds received in dissection have passed through 
the more aggravated symptoms, that the scar remains red, angry, tender, swollen, 
elevated and spread, so that, that which was primarily a mere pin-hole wound becomes 


as large or larger than a sixpence, and is covered with a soft scaly cuticle, beneath 


(a) For full particulars of this case, see TRAVERS On Constitutional Irritation, p. 292-306. 


WASPS, SCORPIONS, ETC. 351 


which an ichorous exudation is continually produced, and has somewhat the appear- 
ance of an inflamed soft wart. This often continues for months, and resists all kinds 
of treatment, till change of air is made, soon after which it commonly subsides without 
any further assistance. Another consequence, after every other symptom has subsided 
and all trace of the original injury has disappeared, is, a creeping erythema, first be- 
ginning about the injured part, and then travelling about the hand and arm. I have 
frequently seen it run up one side of the finger to its tip, and down again to the 
knuckle, then pass to the next finger, up and down it and on again to the next, and 
having made the circuit of all the fingers, repeat its course. Positive pain in these 
cases there is none, but itching is plentiful and the annoyance scarcely creditable. 
Simple spirit wash, or camphorated spirit wash, or lead wash, or grease of any kind 
are alike useless. And the only remedy I have seen at all efficacious is change of air, 
whe even as often for a long while fails of getting rid of this troublesome companion. 
—J.F.S. 


353. The stings of bees and wasps are the slightest kinds of poisoned 
wounds. Anacrid fluid is introduced with the sting into the wound, which 
usually produces very severe pain, and speedily much swelling. The early 
application of cold water, or camphorated vinegar, averts or diminishes these 
symptoms. Ifthe pain continue, bathing with warm oil, and narcotics, may 
be employed. Ifthe sting be in the wound it must be withdrawn. 


[The stings of bees and wasps sometimes produce very serious consequences. Dr. 
GIBSON mentions (a) a lady sixty-nine years of age, who died in fifteen minutes after 
receiving the sting of a yellow wasp, whilst engaged in drying apples. And he also 
states, that “occasionally death has followed from swallowing a wasp or bee, in conse- 
quence of the gullet being wounded by the sting of the animal, while passing to the 
stomach. In this way a young woman in Jersey, U. S., lost her life, a bee having been 
enclosed in a piece of honeycomb which she swallowed. Lawrence refers (b) to the case 
“of a gentleman in France, who was walking in his garden, in his morning-gown, 
with his breast open. A large beehive was upset, and he ran to put it right again; 
the bees fixed upon him and stung him about the throat and chest; he immediately ran 
into the house, and the persons around him endeavoured to liberate him from the in- 
sects as soon as they could, but he said he felt himself sinking or dying. The action 
of the heart became very much enfeebled, the pulse sunk, the breathing interrupted, 
anxiety, agitation, and alarm arose, and he died very speedily, in fact in about ten 
minutes.” (p. 622). 

Scorpion Sting.—The following is the account of one of these accidents given by Dr. 
MosEty (c):—Mrs. P. at Kingston in Jamaica, in January, 1781, was stung by a 
scorpion in the foot, above the little toe. The part became instantly red and painful, 
and soon after livid. The pain increased to great severity. Some rum was applied to 
the wound, on which the pain immediately left the foot, and passed up to the groin with 
great agony. The pain still passed upwards, and diffused itself about the pit of the 
stomach, neck and throat, attended with tremors, cold sweats, and languors. As the 
pain passed the abdomen it occasioned a violent purging and fainting, which ceased 
on its advancing higher. I was called to her and gave her the following medicine :— 
RB. sal. succin. Dij. camph. gr. xij. cinnab. antim. gr. x. conf. card. q. s. ut fiant boli sex, omni 
hord sumend. cum cochl. quat. mist. seq. viz., aq. menth, Zvij., elix. pareg. 3ij., syr. croct 
Siv. misce ; a few doses of which removed every symptom. She had been extremely 
ill for thirty-six hours.” (p. 28.) Atian (d) says that “the wound caused by the 
scorpion was always followed by a violent and extensive inflammation, considerable 
swelling, and great pain; but I never observed any violent constitutional symptoms 
succeed to the local.” (p. 370.) A few years ago a man stung by a scorpion was ad- 
mitted into the London Hospital : some inflammation and swelling of the hand and arm 
ensued, with a good deal of nervous depression; but my friend Cur.ine tells me it soon 
subsided and he did well. Krrpy and SPencE (e), however, say that “the sting of cer- 
tain kinds common in South America, causes fevers, numbness in various parts of the 
body, tumours in the tongue and dimness of sight, which symptoms last from twenty- 
four to forty-eight hours. The only means of saving the lives of our soldiers who 


(a) Institutes and Practice of Surgery, vol. i. (d) System of Pathological and Operative Sur- 


Philadelphia, 2nd Edit., 1827. 8vo. gery, vol.i. 
(b) Lectures on Surgery. (e) Introduction to Entomology, vol. i.3rd Edi- 


(c) A Treatise on Tropical Diseases, &e,,3rd Edit, tion. London, 1818. 8vo. 
London, 1795. 
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were stung by them in Egypt was amputation. One species is said to occasion madness ; 
and the black scorpion both of South America and Ceylon frequently inflicts a mortal 
wound.” (p. 125.) 

Our common gnat and the mosquito (Culex pipiens) are among those insects which, 
though unprovided with a special sting, yet, according to Kirpy and SPENCE, “ instil 
into the wound, made with their mouth, a poison, the principal use of which is to 
render the blood more fluid and fitter for suction.” (p. 113.) Every one is unfor- 
tunately too well acquainted with the smarting pain and swelling produced by the gnat, 
and Mosrty says of the bites of the mosquito, that they are “ sometimes scratched 
into painful acrid ulcers, particularly in the legs.” (p. 24.) Fleas and bugs are also 
very irritating, and the bites of the latter especially will often produce considerable 
swelling of an cedematous character, when they have been made on the eyelids or 
cheeks of delicate children. 

The harvest bug (Acarus autumnalis, SHAw) annoys us considerably. It is “a hexa- 
pod so minute,” say Krrpy and SPENCE, “that were it not for the uncommon brilliancy 
of its colour, which is the most vivid crimson that can be conceived, it would be quite 

invisible * * * It attacks the legs of labourers employed in the harvest, in the flesh of 
' which it buries itself at the root of the hairs, producing intolerable itching, attended. 
by inflammation and censiderable tumours, and sometimes even occasioning fevers.” 
(p. 105.) Of this abominable plague I had personal experience many years ago whilst 
in Sussex, during harvest-time. Both legs were attacked, and the itching was so intense 
that I could not refrain from constant clawing (scratching will not express what I 
mean); the irritation continued for between a week and a fortnight, and the result was 
many troublesome and some not shallow sores which did not become quiet and heal for 
many weeks. 

The writers just quoted mention other acari, whose operations are very troublesome, 
and, among them, one “ common in Martinique, and called there béte rouge. When 
our soldiers in camp were attacked by this animal, dangerous ulcers succeeded the 
symptoms just mentioned, which in several cases became so bad, that the limb affected 
was obliged to be taken off.” * * * But the worst of all the tick tribe is the American, 
(A. Americanus, Lin.,) described by Professor Kaun. This insect, which is related to 
the dog-tick, is found in the woods of North America, and is equally an enemy to man 
and beast. They are there so infinitely numerous, that, if you sit down upon the ground, 
or upon the trunk of a tree, or walk with naked feet or legs, they will cover you, and 
plunge their serrated rostrum into the bare places of the body, begin to suck your 
blood, going deeper and deeper till they are half buried in the flesh, though at first they 
occasion no uneasiness. When they have thus made good their settlement, they pro- 
duce an intolerable itching, followed by acute pain and large tumours. It is now ex- 
tremely difficult to extract them, the animal rather suffering itself to be pulled to pieces 
than let go its hold; so that the rostrum and head being left in the wound produce an 
inflammation and suppuration which render it deep and dangerous. These ticks are at 
first very small, sometimes scarcely visible, but by suction will swell themselves out till 
they are as big as the end of one’s finger, when they often fall to the ground of them- 
selves.” (p. 106.) ! 

Other insects become sources of annoyance, not from the irritation of any poison, 
but simply by burying themselves beneath the skin to deposit their eggs. Of this kind 
is the great West Indian plague, the chigoe (Pulex penetrans.) MOosELY in speaking 
of them says:—“ Another tropical insect frequently attacks the feet and toes of new 
comers, and surprises them with an unusual sensation of itching. * * * They are about 
the size of a cheese-mite ; they lance the skin imperceptibly in the soles of the feet, or 
about the toe-nails, and insinuate themselves, where they deposit their eggs, including 
their eggs and themselves in a little round vesicle, which increases to the size of a small 
pea, sometimes before it is noticed. It then acquires a bluish appearance, from the 
colour of the chigoe itself, which isin the midst of an innumerable quantity of ant- 
malcula, each of which is capable of creating a new disturbance, if, in taking out the 
bag it be broken, and any remain behind in the flesh. Some people have had great in- 
flammations from them, and some have had their toes mortified. The negroes often let 
them collect and remain in their feet until their toes rot off. The common method of 
taking out the bag is with the point of a needle, without piercing it by separating it from 
the skin quite round and drawing it out; then filling up the hole, and rubbing the part 
with tobacco ashes.” (pp. 25, 6.)] 


354. The severity of the symptoms after the bite of a viper depends on 
various circumstances; for example, whether more or less fluid has been 
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poured from the poison bag into the wound ; whether the viper was excited 
or not at the moment when it bit. In winter the poison is less active than 
in summer ; but very rarely is the bite fatal. Immediately after the bite 
a severe burning in the wound occurs, the bitten part inflames and swells, 
and the inflammation spreads over the whole limb; the lymphatic vessels 
are red and swollen to the next glands; the glands themselves swell ; high 
fever comes on, delirium, small pulse, vomiting, pain in the region of the 
heart, and often in that of the throat ; not unfrequently convulsions, jaun- 
dice, anxiety of mind, fainting, also are noticed. 

The best mode of destroying the poison in the wound, and for preventing 
its absorption is, after cutting upon it, to cauterize it with strong liquor am- 
monic, or with butyr of antimony ; the compression of the limb above the 
bitten part by means of a cord, and the application of a cupping-glass (a). 
The neighbourhood of the wound is to be rubbed with oil ; the part may be 
touched with oil in which caustic ammonia has been mixed. Fluid vola- 
tile alkalies are to be given internally, and the patient kept in bed, in order 
to keep up properly the accompanying perspiration. 


Cupping-glasses and ligatures have only momentary effect if all of the poison be not 
removed from the wound (6). It appears from PENNOcK’s observations (c) that the 
application of the cupping-glass operates partially by the pressure of its edge numbing 
the nerves of the part, partly by the removal of the atmospheric pressure preventing the 
_ absorption of the poison. It is therefore always necessary before removing the cupping- 
glass to lay the wound open. Ropriqus (d) is of the same opinion, but he still advises 
the application of the ligature by which the absorption is also diminished. 

[Fontana did not consider that the bite of a common viper would be fatal to an 
adult, and observes that of a dozen cases he had known, and of fifty more he had heard 
of, only two terminated fatally. He could not obtain any history of one of these cases, 
but in the other gangrene commenced three days after the accident, although the wound 
had been freely cut into, almost immediately after the bite had been received, and the 
person died in twenty days. A case is, however, mentioned (e), of a woman, aged 
sixty-four, who died in thirty-seven hours after having been bitten on the thigh by a 
viper, notwithstanding the wound had been enlarged and cauterized with liquor am- 
moni, which was also administered interually. 

An instance of death after a viper-bite occurred some years ago at St. Bartholomew’s 
Hospital, in a young man about eighteen years of age, who was under my friend Vin- 
CENT’S care. He was very weakly, had considerable pain and swelling of the arm and 
side bitten, followed by extensive erysipelas and sloughing ; no generous diet, &c., could 
keep up his powers, and after several weeks he sunk. I have seen a few cases of viper- 
bites in spring and summer, at which periods the animal is in strong health and pro- 
portionally virulent, but I have never seen the severe symptoms above described, nor 
has it been necessary to employ any other than very simple treatment, the means for 
which may in general be immediately procured. The pain is always very severe, and 
swelling in the immediate neighbourhood at once commences, which spreads rapidly up 
the limb, without the least resemblance of inflammation, but like an edema of long 
continuance, and the skin is stretched almost to bursting in the course of three or four 
hours. An extreme sensation of depression, bordering upon faintness, soon sets in, 
accompanied with frequent vomiting ; but I have never seen the constitutional affection 
proceeding further. The wound has sometimes assumed a gangrenous appearance, but 
generally has been scarcely distinguishable. The treatment I have employed is exceed- 
ingly simple,—continued smearing for two or three hours of the whole limb, so far as 
it was swollen, with olive oil, and the administration of brandy again and again till 
the symptoms of depression have disappeared. The oiling is to be repeated less fre- 
quently afterwards, but sufficiently to keep the parts well soaked in oil. The pain soon 
subsides after the application of the oil, but the swelling and uneasiness from the dis- 


(a) Prorry, Considérations physiologiques sur (c) American Journal of the Medical Sciences, 
la Morsure d’une Vipére, traité avec succes parlap- May, 1828. 
plication de Ventouses; in Révue Médicale, Oct., (d) Ibid, August, 1828. ‘ ; 
1826, p. 63. (e) Annales du Cercle Médicale, vol. i. p. 44. 
(b) Annales des Sciences d’Observations. Paris, 1820. 
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tension of the skin is more enduring, and does not begin to subside till eighteen or 
twenty-four hours have elapsed, but then both disappear gradually, and after four or 
five days no traces of the injury remain, excepting that the patient is a little languid. 
In the cases under my own care I have never applied any caustic, and in those where 
nitrate of silver has been applied, I do not believe it has been of any real use ; for, unless 
a wound be very large, it will rarely penetrate much below the surface. I do not, there- 
fore, think it useful. How oiling the part acts Ido not pretend to explain ; but although 
Dr. Mave and the French Academy deny its efficacy, it is a fact beyond doubt that 
grease does very speedily relieve the pain and remove all the symptoms. Hence the 
vulgar practice of killing the viper, if it can be caught, and rubbing its fat over the 
bitten and swollen part, of which MEapE was well aware, for he says (a) :—“ Though 
they (the viper-catchers) keep it as a great secret, I have, however, upon strict inquiry 
found it out to be no other than the Axungia viperina presently rubbed into the 
wound, And to convince myself of its good effects 1 enraged a viper to bite a young 
dog in the nose: both the teeth were struck deep in; he howled bitterly, and the part 
began to swell. I diligently applied some of the axungia I had ready at hand, and he 
was very well the next day.” (pp. 45, 6.) 

The practice of applying a ligature above the wound from a venomous bite is at 
least as old and probably much older than CExsus, who says :—“Tgitur in primis supra 
vulnus id membrum deligandum est; non tamen nimium vehementer, ne torpeat.”—lib. 
v. cap. xxvii. ASTLEY CooPER recommended this practice, and, indeed, himself had re- 
course to it when bitten by a viper, which recovered itself after having been frozen, as he 
carelessly held it in his hand, whilst lecturing. Home also says :—* The only rational 
local treatment, to prevent the secondary mischief, is applying ligatures above the tume- 
fied part, to compress the cellular membrane, and set bounds to the swelling, which only 
spreads in the loose parts under the skin, and scarifying freely the parts already swollen, 
that the effused serum may escape, and the matter be discharged as soon as it is formed. 

The practice of sucking venomous bites was well known to the ancients. A people of 
Africa, called Psylli, were celebrated for their cure of serpent-bites, which they effected 
by applying their mouth to the wound, and sucking out the poison. The Italian Marsi 
also pretended to the same power. CELSUS observes, with regard to this practice :—“ Ne- 
que hercul® scientiam precipuam habent hi, qui Psylli nominantur, sed audaciam usu 
ipso confirmatam. Nam venenum serpentis, ut quedam etiam venatoria venena, quibus 
Gallis precipue utuntur, non gustu, sed in vulnere nocent. Ergo quisquis exemplum 
Psylli secutus, id vulnus exsuxerit, et ipse tutus erit, et tutum hominem preestabit.’—hb. 
vy. cap. xxvii. The truth of the observation, that the poison is not hurtful in the mouth 
but in the wound, has since been fully proved by Russet. But it may be presumed. 
from CExLsus’s concluding observation, that practice was not very general even in his 
time, though he vouched for its safety. MEsDE thought this mode of cure ought to be re- 
vived, the following remarkable case having occurred a few years before he wrote, which 
confirmed his opinion :—* A man was bit on one of his fingers by a rattlesnake just then 
brought over from Virginia. He immediately put his finger into his mouth and sucked 
the wound. His underlip and tongue were presently swelled to a great degree ; he 
faltered in his speech, and in some measure lost his senses. He then drank a large quan- 
tity of oil, and warm water upon it, by which he vomited plentifully. A live pigeon 
was cut in two and applied to the finger. Two hours after this, the flesh about the 
wound was cut out, and the part burnt with a hot iron, and the arm embrocated with 
warm oil. He then recovered his speech and his senses. His arm continued swelled 
the next day ; but by common applications soon grew easy, and the patient suffered no 
farther mischief. As the poison of this snake is more quick and deadly than any other 
that we know, a remedy for this will most certainly prove effectual against that of 
smaller vipers, and all other creatures of this kind.” (pp. 40, 41). The Doctor does 
not think that, excepting the vomit, any of the other applications were of use, and 
“ embrocating the arm with oil only abated the swelling ;” which view of the case he 
held confirmed by the physicians of the Academy of Paris, who, after making experi- 
ments with oil, “pronounced it ineffectual.” He, therefore, recommends that “the 
first thing to be done upon the bite of a viper of any kind is that the patient should 
immediately suck the wound if he can come at it; if he cannot, another person should 
do this good office for him. Whoever does it, ought (to prevent any inflammation of 
the lips and tongue from the heat of the poison) to wash his mouth well beforehand 
with warm oil, and hold some of this in the mouth while the suction is performing. 
After this is over, it will be proper to give a vomit. A dose of rad. ipecac., encour- 
aged in the working with oil and warm water, may be sufficient. The good effect of 


(a) A Mechanical Account of Poisons, London. 8vo. First Edit., 1702. Fourth Edit. 1747. 
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this is [risum teneatis ?| owing to the shake, which the action of vomiting gives to the 
nerves, whereby the irregular spasms, into which their whole system might be drawn, 
is prevented.” (pp. 42, 43.) I suspect that the sucker in the case mentioned by the 
Doctor not only neglected this precaution, but probably had some abrasion of the lining 
membrane of his mouth, or he would have escaped the swelling of his underlip and 
tongue. 

As a modification of the sucking practice, Sir Davrp Barry (a) proposed the use of 
the cupping-glass over the snake-bite, and made numerous experiments on brutes, from 
whence he inferred jirst, that neither sound nor wounded parts of the surface of a 
living animal can absorb when placed undera vacuum; secondly, that the application 
of the vacuum, by means of a piston cupping-glass placed over the points of contact 
of the absorbing surface and the poison which is in the act of being absorbed, arrests 
or mitigates the symptoms caused by the poison ; thirdly, that the application of a cup- 
ping-glass for half-an-hour deprives the vessels of the part, over which it is applied, of 
their absorbent faculty, for an hour or two, after the removal of the glass; Sourthly, 
that the pressure of the air forces into the vacuum, even through the skin, a portion of 
matter introduced into the cellular tissue by injection, that is, if the skin of the animal 
be not too dense, as in the dog. He objects to scarifications, because if beyond the cup- 
ping-glass, the contents of the divided vessels will cease to be influenced by it. But he 
does not object to excision, if the cupping-glass be applied previously for an hour, by 
which he supposes the contents of all the vessels will have acquired a retrograde direc- 
tion, and, after excision, the cupping is to be again resorted to. 

MEADE took some pains to ascertain the nature of viper-poison. Having obtained 
some by irritating the animal, till it bit upon something solid, so as to void its poison, 
he put it under a microscope, and at first “ could discover nothing but a parcel of small 
salts nimbly floating in the liquor; but, ina very short time, the appearance changed, and 
these saline particles were now shot out as it were into crystals of an incredible tenacity 
and sharpness, with something like knots here and there, from which they seemed to 
proceed, so that the whole texture did in a manner represent a spider’s web, though in- 
finitely finer and more minute.” (p. 15.) On the application of chemical tests the 
poison did not exhibit either acid or alkaline properties. After sundry other experi- 
ments, “we resolved,” says the doctor, “to end our poison enquiries by tasting the 
venomous liquor. Accordingly, having diluted a quantity of it with a very little warm 
water, several of us ventured to put some of it upon the tip of our tongues. We all 
agreed that it tasted very sharp and fiery, as if the tongue had been struck through with 
something scalding or burning. This sensation went not off in two or three hours ; 
and one gentleman, who would not be satisfied without trying a large drop undiluted, 
found his tongue swelled with a little inflammation, and the soreness lasted two days. 
But neither his nor our boldness was attended with any ill consequence.” (p. 22.)] 


355. The bite of snakes in hot countries produces the same symptoms as 
those from the viper, but so quickly and so violent that death soon follows, 
especially if any considerable blood-vessel be injured. ‘The remedies re- 
commended in these wounds, besides the cutting out or destruction of 
the bitten part with the simultaneous application of the cupping-glass and 


ligature, are, senega root, fluid alkalies, and especially arsenic in large 
doses (6). 


The poison of the more venomous snakes does not always act alike, as will be pre- 
sently seen by comparing the symptoms enumerated by Dr. B. S. Barron as produced 
by the rattlesnake, with those resulting from the cobra de capello mentioned by Dr. 
Patrick Russety. But, though rarely, they are sometimes fatal either immediately, 
within a few hours, or by the more remotely consequent sloughing of the cellular tissue 
of the limb which the constitution cannot overcome. Barron (c) observes, that “ in'those 
cases where the poison is applied near to the orifice of an absorbing vessel, we have reason 
to suppose that it will be conveyed into the mass of blood with great celerity.” (p. 106.) 
“ But, unfortunately, cases sometimes occur in which this active matter is thrown imme- 
diately into a vein or artery. When this happens, the effects of the poison will be more 


(a) Researches on the Influence of Atmospheric (e) An Account of the most Effectual Means of 
Pressure upon the Blood in the Veins. London, Preventing the Deleterious Consequences of the 
1826. 8vo. Bite of the Crotalus horridus; in Trans. of the 


(6) InELanp, Some Account of the Effects of | American Philosophical Society, vol. iii. Phila- 
Arsenic in counteracting the Poison of Serpents; delphia, 1793. 
in Med.-Chir. Trans., vol. ii. p. 398. 
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readily propagated to the remotest parts of the system.” (p. 107.) And subsequently 
he asks, “ Does not this very sudden appearance of the nausea and vomiting seem to 
render it probable that the poison of the rattlesnake exerts considerable effects on the 
nervous matter of animals.” (note, p. 110.) That it does sometimes so act upon the nervous 
system cannot be doubted, for in some of the cases mentioned by RussExx the bitten person 
died in a few minutes, and in one almost instantaneously, so that there could not have 
been time either for the absorption of the poison into the blood or its diffusion through 
the body by the blood-vessels. 

The following are the symptoms given by Barron as following a rattlesnake’s bite. 
“When the poison of the rattlesnake has actually been introduced into the general mass 
of blood it begins to exert its most alarming and characteristic effects. A considerable 
degree of nausea is a very early symptom. (Vote. It is remarkable that a nausea, and 
sometimes a vomiting, is induced in many cases in a few minutes after the poison has 
been thrown into a muscular part, and long before it can possibly have entered the blood- 
vessels, through the medium of the absorbent lymphatics; or, admitting that it has 
been introduced directly into a blood-vessel, before this active poison can have effected 
in the general mass any change whatever. Does not this sudden appearance of the 
nausea and vomiting seem to render it probable that the poison of the rattlesnake exerts 
considerable effects on the nervous matter of animals?) We now discover an evident 
alteration in the pulse; it becomes full, strong, and greatly agitated. The whole body 
begins to swell: the eyes become so entirely suffused, that it is difficult to discover the 
smallest portion of the adnata that is not painted with blood. In many instances there 
is an hemorrhagy of blood from the eyes, and likewise from the nose and ears; and so 
great is the change induced in the mass of blood, that large quantities of it are sometimes 
thrown out on the surface of the body in the form of sweat; the teeth vacillate in their 
sockets, whilst the pain and groans of the unhappy sufferer too plainly inform us that 
the extinction of life is at hand. In this stage of its action, and even before it has 
induced the most alarming of the symptoms which I have mentioned, the powers of 
medicine can do little to check the rapid and violent progress of this poison.” (p. 110.) 

Professor Owxn informs me, that in 1840 he saw in the military hospital near Ply- 
mouth, a soldier, who having in a piece of bravado put a viper’s head in his mouth, was, 
as might have been expected, bitten in the tongue, which soon swelled so much that 
respiration was almost entirely prevented, and also the introduction of any medicine 
into the stomach by the mouth. He did not see the termination of the case, nor is he 
aware of the treatment; but he believes the man recovered. This is the only instance 

f rattlesnake-bite in this country with which I am acquainted, except the following 
case which came under Home’s care some years since in St. George’s Hospital, and is an 
instance of death resulting from slough of the cellular tissue of the limb (a). 

A spare man, aged twenty-six years, in attempting to take his rule from a rattlesnake’s 
cage, into which he had dropped it whilst attempting to irritate the animal, was bitten twice, 

Oct. 17, 1829, half past 2, P.M., receiving two wounds on the back of the first joint 
of the thumb, and two on the second joint of the fore finger. He went to a chemist in 
the neighbourhood, who, considering him in a state of intoxication, (which, however, did 
not appear to have been the case,) gave him a dose of jalap and applied some slight 
remedy to the bites. No swelling in the hand had then appeared ; but it speedily com- 
menced, and when he reached St. George’s Hospital, half-an-hour after, the swelling 
had extended half way up the fore arm; the skin on the back of the hand was very 
tense, and the part very painful. In an hour after the swelling had reached half way 
up the arm, and the pain had extended into the arm-pit. The skin was cold; pulse, 100 ; 
and he complained of sickness. Aq. ammon. pur. 1xx. spir. ether. vitriol. 11xxx. 
mist. camph. 3}. were given but rejected. The wounds were bathed with aq. ammon. pur., 
and the whole limb with camphorated spirit. At 5, p.m., he took spir. ammon. camph. 
3ij. ether. 1Xxx. mist. camph. 3}., which was retained. An hour and a half after, his 
pulse having become very feeble, @ther. et aq. ammon. pur. a8. }){XXX. ex aqud were 
given and repeated at the next hour. At 9, p.M., he felt greatly depressed, his skin was 
cold, pulse 80, and weak ; the dose of both medicines was increased to fifty drops, and 
repeated. In rather more than an hour after, the pain had become very violent in the 
arm; and, though his pulse was stronger, he was attacked with fainting every fifteen 
minutes, but the pulse was not visibly depressed. At half-past 11 the swelling involved 
the whole arm up to the arm-pit; the arm was quite cold, and the surface generally 
unusually cold, and no pulse could be felt in any part of it. He was then perfectly 
collected ; but, ar hour and a half after, talked indistinctly. . 


(a) The Case of a Man who died in consequence the Effects produced by the Poison 3 in Phil. Trans. 
of the Bite of a Rattlesnake; with an Account of 1830, p. 75. 
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Oct. 18. 8, a.m. Pulse 132, and very feeble. The swelling had not extended; but 
there was a fulness down the side, and ‘blood extravasated under the skin, as low as the 
loins, producing a mottled appearance. The arm and hand cold, painful when pressed, 
very tense vesications near the elbow, and under each of these a red spot in the cutis 
as large as a crown-piece. The general surface had become warm ; but he was low 
and depressed ; the faintings had continued recurring every quarter of an hour, and 
there was a tremulous motion of the limbs. The medicine had been continued during 
the night, but the last dose was rejected ; some warm wine, however, was retained. 
Fomentations were applied to the arm. Noon. Some broth which he had taken was 
rejected; and, in addition to the previous Symptoms, there was starting of the limbs. 
“The skin of the whole arm had a livid appearance, similar to what is met with in a 
dead body, when putrefaction has begun to take place, unlike anything which I (Home) 
had ever seen in so large a portion of the living body. An obscure fluctuation was felt 
under the skin of the outside of the wrist and fore arm, which induced me to make a 
puncture with a lancet, but only a small portion of a serous fluid was discharged.” The 
internal use of the volatile alkali was continued, to rouse the action of the stomach, not 
as a specific; but as neither it nor small quantities of brandy were retained, it was 
omitted. At 11, P.m., two grains of opium were given, and repeated every four hours. 
The vesications and red spots had increased in size. 

Oct. 19, 3, p.m. Was drowsy, probably from the opium and brandy taken ; was more 
depressed, and spoke only in whispers, but the faintings were less frequent. The vesi- 
cations had increased, but the arm had diminished in size, and he had sensation down to 
the fingers. At 11, p.m. The pulse 130, and low. The opium was left off; a motion 
obtained by clyster; and he was ordered camphor mixture, wine, and brandy, as often 
as he would take them. 

Oct. 20. Had dozed during the night; his spirits were better, and his extremities 
were warmer; he had taken some coffee at breakfast, but rejected fish at dinner ; 
brandy and coffee a table-spoonful occasionally were given, as more could not be 
retained. 

Oct. 21. Had slept at intervals during the night, and was occasionally delirious ; 
pulse 120. The size of the arm was diminished, but the skin was extremely tender, 
Brandy and jelly only staid on his stomach. 

Oct. 22. The right side of the back down to the loins was inflamed, painful, and had 
a very mottled appearance from the extravasated blood under the skin. As this even- 
ing his pulse had become full, he was ordered wine instead of brandy. 

Oct. 23. The vesications had burst, and the exposed cutis was dressed with white 
ointment; but the arm was still very painful, though reduced in size. Porter was 
ordered instead of wine; and both yesterday and to-day he has had veal for dinner. A 
saline draught with antimonial wine was ordered in the evening. 

Oct. 27. The swelling and inflammation of the arm have increased ; he attempted to 
sit up, but the weight and pain forbade it. The arm was bathed with spir. vin. rect. et 
liq. ammon. acet. 4a part. eq. The pulse is now very frequent, and the tongue furred. 

Oct. 28. Had a rigor last night; a slough has began to separate on the inside of the 
arm below the axilla. Purging having come on, chalk mixture with laudanum was 
ordered. . 

Oct. 29. The purging is abated ; but the pulse is 100, and feeble. A large abscess on 
the outside of the elbow was opened, and half a pint of reddish brown matter with some 
cellular sloughs discharged; but the upper part of the arm was still tense. A poultice 
to it; and the fore arm strapped with soap cerate. Ordered wine and porter and bark. 

Oct. 30. The purging having returned, the bark was left off 3 chalk mixture and 
laudanum given, and an opiate clyster administered. 

Oct. 31. The purging continued ; pulse 120; and at night he had a rigor. 

Nov. 1. Delirious at intervals ; voice feeble ; no appetite. 

Nov. 2. Pulse very weak ; countenance depressed ; tongue brown; the stomach rejects 
every thing but porter ; delirium last night; mortification extending more towards the 
axilla. 

Nov. 3. The purging continues ; the mortification has spread considerably ; the fore 
finger, which had become gangrenous, was removed at the second joint. And on the 
following afternoon at four o’clock he died. 

Autopsy sixteen hours after death.—The fang wounds were healed, but the puncture 
on the back of the wrist was still open. The whole of the cellular tissue of the arm was © 
sloughy, the skin separated from the muscles, and dark coloured offensively smelling 
fluid between them. The other morbid appearances detailed are of no consequence. 

The symptoms which follow the bite of the cobra di capello, (Naja,) as mentioned by 
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Dr. Pa‘rrick RussEu (a), differ from those produced by the rattlesnake. In one case, 
‘a Malabar woman who had been bitten in the small of the leg, after ten hours had lost 
her senses of seeing and feeling, and deglutition was so much impeded that hardly any 
thing could be got to pass into the stomach. No other parts were visibly affected by 
spasms ; but a torpor and listlessness pervaded the whole system, and from the moment 
of the bite had continually increased.” She recovered in the course of ten days, after 
dilating the wound, and dressing it with mercurial ointment, under the use of the Tan- 
jore pill. (p. 78.) Inanother case, “a Dubash was bitten in the toe; a few drops of blood 
issued from the part, and he was immediately sensible of pain. In half-an-hour the pain 
had extended up to the knee; and ten minutes after up to the top of the thigh, and much 
more severe. He then complained of severe pain in the belly, which was tense, and much 
swollen. A sense of tightness spread towards the chest, and respiration became very 
laborious. Soon after deglutition became impeded, and the stricture in the esophagus 
increased so much that nothing could be forced down his throat; he foamed at the 
mouth; his eyes stood staring and fixed; his pulse and respiration became hardly per- 
ceptible, and, in short, every vital motion seemed ata stand.” He recovered from the 
immediate effects of the poison, with the use of Madeira wine and the Tanjore pills, in 
the course of a few hours, but was weakly for some days. (p. 79.) The following case is 
remarkable on account of the sloughing which ensued, as in Homr’s case, but the man 
recovered. “A Gentoo man, about forty years of age, was bitten in the fleshy part between 
the thumb and fore-finger ; he instantly felt a sharp pain in the part bitten, which soon 
spread on the palm and upwards on the arm. He was sensible also of sickness at the 
stomach, but did not vomit. In less than an hour the hand and wrist were considerably 
swelled, the pain extending nearer the shoulder ; he was sensible of a confusion in his 
head, and had a strong disposition to doze. He at times showed much inquietude, with- 
out making any specific complaint; at other times he lay moaning and dozing. Towards 
midnight his disorder increased, startings about his throat were observed, his breathing 
became laborious, he could not speak articulately, and seemed not to perceive objects 
though his eyes were open. A poultice of herbs was applied, and a secret internal anti- 
dote administered. When seen next morning by the surgeon, his hand and arm were 
monstrously swollen, and the punctures were presumed to be livid, although this might 
have been from the stain of the poultice which could not be got off. He had recovered 
his senses, was free from fever, and complained only of confusion in the head, of langour, 
and of pain in the arm. Bark was ordered, but a few doses only were taken. The 
parts about the puncture mortified first; the gangrene then spread over the back and 
palm of the hand, and part of the wrist, laying the tendons bare, and forming an ulcer 
of considerable extent, which, however, healed favourably under the usual treatment. 
He recovered his health in eight or ten days; but it was several months before he re- 
covered the use of his hand.” (p. 82.) 

Russe~t also mentions three fatal cases of snake-bites, but without stationing what 
kind of snake. The first was that of “a Havildar, who was bitten at one o’clock in the 
morning, in the little toe of the right foot. He was not at the moment sensible of much 
more pain than that occasioned by the bite of a large ant, and lay down to sleep. At 
day-light he was found almost stiff, yet still retained the power of speech, and declared 
he should inevitably die in consequence of the bite. He complained very little of pain, 
but seemed to suffer a general stupor; he had totally lost his sight, and expired before 
seven in the morning. * * * The second was a Gentoo boy, who, thrusting his hand into 
a hole in the wall, was bitten in the hand. He exclaimed loudly, and his master, running 
to know what had happened, found the boy hardly able to give an account of what had 
befallen him, and in not more than ten minutes after crying out, he expired. * * * The 
third was a very stout Arab porter, who was bitten by a small snake, and expired almost 
instantaneously. The snake was that called by the Portuguese cobra de morte, from six 
to nine inches long, as thick as a tobacco-pipe; the head black, with white marks, bear- 
ing some resemblance to a skull and two cross bones; the body alternately black and 
white, in joints, the whole length.” The first case, which expired within six hours after 
the bite, Russe. observes, “agreed nearly, as to time, with the few fatal accidents he 
heard of while in India.” (p. 78-81.) 

Barton, speaking of the mode in which rattlesnake bites were treated in Pennsyl- 
vania in his time, says :—“ In general the first thing that was attended to, after a person 
had been bitten by the rattlesnake, was to throw a tight ligature above the part into which 
the poison had been introduced; at least this was the practice wherever the situation of 
the wounded part admitted of such an application. The wound was next scarified, and 


(a) Account of Indian Serpents collected on the = and Remarks on their several Poisons. London, 
Coromandel Coast, &c., together with Experiments 1796. Fol. 
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a mixture of salt and gunpowder, sometimes either of these articles separately, was laid 
upon the part. Over the whole was applied a piece of the bark of the white walnut. 
At the same time some one, frequently more than one, of the vegetables which were 
mentioned to me, were given internally, either in decoction or infusion, along with large 
quantities of milk.” (p. 102.) 

The treatment of these cases in India, during RussE11’s time, was the celebrated 
Tanjore pill, of which the following is the composition, as given by Durrin :—White 
arsenic, roots of vellinavi, kernels of nervalam, pepper, quicksilver, of each an equal 
part; the quicksilver is to be rubbed with the juice of the wild cotton (Asclepias gigan- 
tea) till the globules become invisible. The arsenic being first levigated, and the other 
ingredients reduced to a powder, are then added, and the whole is beaten up together, 
with the juice of the wild cotton, to a consistence fit to be divided into pills. Ifa person 
is bit by a cobra de capello, mix one of the pills with a little warm water and give it 
to the patient. After waiting a quarter of an hour, should the symptoms of infection 
increase, give two pills more; should these not sufficiently counteract the poison, another 
pill must be given an hour after. Thisis generally found sufficient. The wound should 
be dilated, and the warm liver of a fowl applied to the part. * * * For the bite of less 
poisonous snakes, one pill every morning for three days is sufficient. The patient ought 
to keep a regimen for six days, eating only congee (rice water) and rice, or milk and 
rice. He should abstain from salt, and his drink may be warm water. Sleep is to be 
prevented for the first twenty-four hours. The pills generally occasion a nausea and 
purging, but seldom in a violent degree.” (pp. 74, 5.) 

The favourable report on the use of the Tanjore pill, of which arsenic is the principal 
remedy, led IRELAND (a) to employ FowLer’s solution, which contains half a grain of 
arsenic in a drachm of the solution, in cases which had been bitten by the great lance- 
headed viper of Martinique, ( Trigonocephalus lanceolatus, OpPEL.) Persons previously 
bitten had died, without using this medicine, between six and twelve hours after receiv- 
ing the wound. This practice was successful in four or five cases. 

RussELL says, that “the poisons of all the venomous serpents he has examined are in 
colour and consistence very much alike at the moment of emission through the fangs. 
They differ somewhat in colour from each other, but not more than the poison of each 
individual is found occasionally to differ from itself. The poison is somewhat muci- 
laginous when first emitted, but becomes quickly more so when exposed to the air; 
while its colour, from pale yellowish white, changes to yellowish; and when. dry, it 
resembles a yellow flaky resin. This resin, when long kept, grows much darker in colour, 
and is not easily soluble; but when recent or in the intermediate degrees of harden- 
ing, it mixes readily enough with water or with spirits.” Russe applied less than 
one drop of the poison of the cobra de capello (Vaya tripudians, Mrrr.) to his tongue, 
but after remaining ten minutes, it was insipid and inert like pure water. He was neither 
sensible at first of any saline taste, nor, though strictly attentive, could he perceive any 
subsequent effect whatever on the tongue. This experiment was repeated more than 
once, at different times, invariably with the same result. The poison of the katuka 
retula poda ( Vipera elegans, MERR.) was tried, with precisely the same success. Of a 
quantity which was emitted through the fangs, he rubbed almost two drops, perfectly 
recent, on his tongue and palate; but was neither sensible of pungency, nor of any con- 
sequence from it, more than from the poison of the cobra de capello.” ‘The recent poison 
of snakes applied to the eyes of chickens caused no visible irritation, nor was it followed 
by inflammation. The recent poisons of the cobra de capello and katuka rekula poda, 
under the usual trials, gave no indication of possessing either an acid or alkaline quality.” 
(pp. 86, 7. 

Bahr ions the following very curious observation, which is well worthy re- 
membrance :—“ It often happens that the poison of the rattlesnake, like that of the mad 
dog, being merely thrown into muscular, tendinous, ligamentous, or cellular parts, is 
deposited there some time without being absorbed into the mass of blood. In these 
cases the success of the plan which I have described will, probably, be very great. 
Whatever preference may be given to the use of the knife or of the caustic over that of 
scarification, the application of the blister, &c., I think there can be very little doubt of 
the propriety of employing the ligature. I am convinced, indeed, that on the use of 
this simple application the success of our cure, or to speak more properly, of our preven- 
tion, will in a great measure depend.” (p. 107.) 

Upon the bite of the rattlesnake, compare Révue Médicale, May, 1827, p. 298-321. 


356. The bite of a rabid beast, specially of a dog, wolf, fox, cat, some- 
times even of some others, poison the wound with a peculiar contagion, 
(a) Above quoted. 
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which, by its operation on the organism, produces hydrophobia, Lat. ; die 
Wasserscheue, Germ.; Hydrophobie, Fr.; and dog-madness (Rabies 
canina, Lat.; die Wuth, Germ,; la Rage, Fr.) | 

From numerous and careful observations, it cannot be doubted that the bite of beasts 
much excited, or when disturbed during copulation, may produce canine madness. 

[ Neither ourselves nor the French have any vernacular title for this dreadful disease 
in the human subject, both therefore use the Greek compound, the French, however, 
giving it their national terminal ; whilst the Germans have translated it. On the other 
hand, as regards the disease in the dog, there is a special title for it both in German and 
French ; but we have none, and therefore indiscriminately apply the term hydrophobia 
to the disease in the dog, of which, as will be presently shown, neither the dread of water, 
nor incapability of swallowing it are to be properly considered as symptoms, whilst in 
man they are the most marked and characteristic. The Greeks had a special term for 
dog-madness, aveoa or Av’era, which is used by Homer, in the 9th book, 239th line of 
the Iliad ; and Dr. Goon has, in his Nosology, proposed the reintroduction of this title, 
calling the disease in the human subject Entasia lyssa. As, however, the disease is well 
known and understood by the term in common acceptation, it is better to leave it alone, 
than to produce confusion by idle pedantry.—J. F..S.] 


357. Dog-madness develops itself, either of it own accord, (spontaneous 
madness, ) or from the transference of the poison. A high degree of heat, 
sudden changes of heat and cold, bad food, want of water, and unsatisfied 
sexual desires, are assumed as causes of the spontaneous development of this 
madness. ‘The spontaneous occurrence of hydrophobia in man is denied 
by many, as the principal symptom, to wit, the fear of water, belongs 
also to several other diseases. Some observations have, however, put the 
possibility of the spontaneous development of canine madness in man 
beyond doubt (a). 

ZIEGLER (b) fixes the origin of madness in the want of the instinctive degree of nou- 
rishment from blood and flesh, and therefore call the disease Blut-durst (Bloodthirstiness) 
or Fleischgier (Flesh-craving. ) 

358. The signs of incipient madness in the dog are generally very doubt- 
ful, and are the more to be. noticed, as numerous and careful observations 
have proved that the dread of water is by no means a decided sign of mad- 
ness in the dog, as generally stated (c). According to Hertwie’s (d) 


_ frequent observations, the most important symptoms of the raving madness 


in dogs are, change of their usual manner, uneasiness, and prevailing dis- 
position to be continually changing and running away from their place of re- 
sidence and bed (1); great disposition to lick cold substances ; loss of appe- 
tite, especially for firm solid food, (some few dogs, however, make an excep- 
tion to this, taking from time to time some mouthfuls of better food,) and 
great disposition to use those things which cannot assist in their nourishment, 
as wood, leather, straw, wool, and so on; they lick up not only their own and 
other dogs’ urine, but sometimes also eat their own dung. Obstinate cos- 
tiveness, disposition to bite, especially when they are excited by anger, or 
if the dog be of a biting and passionate temper, with many snaps in the air, 
as if they would catch flies or other insects (2). And, most especially, a 
peculiar change in the voice and in the kind of bark, the former is harsh, 
hoarse, peevish, and uneasy-sounding, and the bark is always accompanied 
with a short peculiar howl (3). In no dog does consciousness cease till 
shortly before death. All mad dogs can look at, lick up, and drink water 


(a) Maneor; in Act. Soc. Reg. Hafn., vol. ii. c) Rust, loc. cit., p. 328. 
obs. xxxii. p. 408. New York Medical Repository d) In Hureuany’s Journal, supplementary 
of Original Essays, by Mircuexu, Pasca is, and volume, 1828.—Beitrage zur néiberen Kenntniss 
AKERLY, vol. v. der Wuthkrankheit oder Tollheit der Hunde. 


(6) Salzb. Med. Chir. Zeit., 1821, vol. iii-p.190. Berlin, 1829. 
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and other fluids (4) ; generally they do not exhibit any increased disposition 
to sexual congress (5). Their external appearance at the very beginning 
of the disease is little or not at all changed ; about the second or third day 
the eyes usually become reddened, and in most instances are occasionally 
closed for a few seconds; at the same time the skin on the forehead and 
above the eyes is drawn into little folds or wrinkles, in consequence of which 
the animal has a sleepy, surly, fretful appearance. Subsequently the eyes 
become dull and languid, but never fiery and lively, as at first ; most have 
arough, rugged appearance, and all in a short time become remarkably 
wasted. ‘The mouth is in most cases rather dry than moist, and therefore 
generally without foam or spittle; but when the pharynx is decidedly 
affected, and the descent of the spittle probably hindered by its swelling, 
then is there an exception (6). So long as the dog has: power, and so long 
as it is not pursued, it carries its tail as usual, wagging it cheerfully, 
as it may fancy ; but as weakness comes on the tail hangs down loosely, 
though never more drawn beneath the body than usual. The gait is not 
altered at the beginning of the disease; they do not proceed, as com- 
monly believed, only straight forward and in the same course, but if 
undisturbed run about in various directions and wanderings, trot very ac- 
tively along the road, and only when a paroxysm seizes them spring aside, 
in order to bite (7). Many dogs, however, which run away in a be- 
wildered state, and the greater number at a later period of the disease, when 
they have become confused, run straight forward in one direction, till they 
drop down worn out, or are driven to change their course from some acci- 
dental circumstance. 

In dumb madness the animal also changes its manner, becomes less lively 
and watchful, more quiet, restful, and melancholy ; the lower jaw drops, 
as if paralysed; the spittle flows down to the ground, and everything, 
even fluid, which the animal wishes to swallow, drops from its mouth (3). 
it can, therefore, bite but little, as the inclination to bite, to run, and even 
to restlessness, is diminished. All the other symptoms resemble those of 
raving madness. ‘The course of the disease is in both forms very various 
and entirely indefinite. In all cases it runs on to death, and generally by 
gradual, but daily, visible wasting of the living powers, in from six to 
eight days after the first attack ; sometimes death occurs earlier, and the 
animal dies suddenly, as if from apoplexy (9). 

[The following important additions are from Youarr’s recent and very excellent 
work, The Dog :— 

(1) “The early symptoms of rabies in the dog are occasionally very obscure. In 
the greater number of cases, these are sullenness, fidgettiness, and continual shifting of 
posture. Where I have had opportunity, I have generally found these circumstances in 
regular succession. For several consecutive hours, perhaps, he retreats to his basket or 
his bed. He shows no disposition to bite, and he answers the call upon him laggardly. 
He is curled up, and his face is buried between his paws and his breast. At length he 
begins to be fidgetty ; he searches out new resting-places, but he very soon changes them 
for others. He takes again to his own bed, but he is continually shifting his posture. 
He begins to gaze strangely about him as he lies on his bed. His countenance is clouded 
and suspicious. He comes to one and another of the family, and he fixes on them a 
steadfast gaze, as if he would read their very thoughts. <I feel strangely ill,’ he seems 
to say, ‘have you any thing to do with it? or you? or you?” Has not a dog mind enough 
for this? If we have observed a rabid dog at the commencement of the disease, we have 
seen this to the very life. * * * A peculiar delirium is an early symptom, and one that 
will never deceive. A young man had been bitten by one of his dogs, I was requested 
to meet a medical gentleman on the subject. I was a little behind my time. As I en- 
tered the room I found the dog eagerly devouring a pan of sopped bread. ‘There is no 
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madness here,’ said the gentlemen. He had scarcely spoke, when in a moment the dog 
quitted the sop, and with a furious bark sprung against the wall, as if he would seize 
some imaginary object that he fancied was there. ‘Did you see that?’ was my reply; 
“What do you think of it?’ ‘I see nothing in it,’ was his retort; ‘the dog heard some 
noise on the other side of the wall.’ At my serious urging, however, he consented to 
excise the part. I procured a poor worthless cur, and got him bitten by this dog, and 
carried the disease from this dog to the third victim. They all became rabid the one 
after the other, and there my experiment ended. * * * I have again and again seen 
the rabid dog start up after a momentary quietude, with unmingled ferocity depicted on 
his countenance, and plunge with a savage howl to the end of his chain. At other 
times, he would stop and watch the nails in the partition of the stable in which he was 
confined, and fancying them to move, he would dart at them, and occasionally sadly 
bruise and injure himself, from being no longer able to measure the distance of the 
object.” From this: state, however, “one word recalls him in a moment. Dispersed 
by the magic influence of his master’s voice, every object of terror disappears, and he 
crawls towards him with the same peculiar expression of attachment that used to charac- 
terise him. Then comes amoment’s pause—a moment of actual vacuity ; the eye slowly 
closes, the head droops, and he seems as if his fore feet were giving way and he would 
fall; but he springs up again, every object of terror once more surrounds him, he gazes 
wildly around, he snaps, he barks, and he rushes to the extent of his chain prepared to 
meet his imaginary foe.” (pp. 131, 2.) 

(2) “It is not every dog that, in the most aggravated state of the disease, shows a 
disposition to bite ;” and mentions the case of a Newfoundland dog, the details of which 
are of the deepest interest. “On the other hand,” he says, “there are rabid dogs whose 
ferocity knows no bounds. If they are threatened with a stick, they fly at, and seize it, 
and furiously shake it. They are incessantly employed in darting to the end of their 
chain, and attempting to crush it with their teeth, and tearing to pieces their kennel, or 
the wood work that is within their reach. They are regardless of pain. The canine 
teeth, the incisor teeth are torn away; yet, unwearied and insensible to suffering, they 
continue their efforts to escape. A dog was chained near a kitchen-fire. He was inces- 
sant in his endeavours to escape, and when he found that he could not effect it, he seized, 
in his impotent rage, the burning coals as they fell, and crushed them with his teeth. 


If by chance a dog in this state effects his escape, he wanders over the country bent on 


destruction. He attacks both the quadruped and the biped. He seeks the village street 
or the more crowded one of the town, and he suffers no dog to escape him. The horse 
is his frequent prey, and the human being is not always safe from his attack.” (p. 140.) 

(3) “In almost every case in which the dog utters any sound during the disease, 
there is a manifest change of voice. In the dog labouring under ferocious madness it 
is perfectly characteristic. There is no other sound that it resembles. The animal is 
generally standing, or occasionally sitting, when the singular sound is heard. The 
muzzle is always elevated. ‘The commencement is that of a perfect bark ending abruptly 
and very singularly, in a howl a fifth, sixth, or eighth higher than at the commencement. 
Dogs are often enough heard howling, but in this case it is the perfect bark and the per- 
fect howl rapidly succeeding to the bark. 

“ Every sound uttered by the rabid dog is more or less changed. The huntsman, who 
knows the voice of every dog in his pack, occasionally hears a strange challenge. He 
immediately finds out that dog, and puts him as quickly as possible under confinement. 
Two or three days may pass over, and there is not another suspicious circumstance about 
the animal ; still he keeps him under quarantine, for long experience has taught him to 
listen to that warning. At length the disease is manifest in its most fearful form. 

“ There is another partial change of voice to which the ear of the practitioner will by 
degrees become habituated, and which will indicate a change in the state of the animal 
quite as dangerous as the dismal howl; I mean when there is a hoarse inward bark 
with a slight but characteristic elevation of the tone. In other cases, after two or three 
distinct barks will come the peculiar one mingled with the howl. Both of them will 
paler ae fatally, and in both of them the rabid howl cannot possibly be mistaken.” 

p. 138.) , . 

(4) The dog not only “ can look at, lick up, and drink water and other fluids,” as here 
described, but Youarr says, has “an insatiable thirst,” resulting from the altered cha- 
racter and diminished quantity of saliva presently noticed :—“ The dog that still has 
full power over the muscles of his jaws continues to lap. He knows not when to cease, 
while the poor fellow labouring under the dumb madness, presently to be described, and 
whose jaw and tongue are paralysed, plunges his muzzle into the water-dish to his ver 
eyes, In order that he may get one drop of water into the back part of his mouth to 
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moisten and to cool his dry and parched fauces. Hence, instead of this disease being 
always characterised by the dread of water in the dog, it is marked by a thirst often 
perfectly unquenchable.” (p. 136.) 

(5) “Some very important observations may be drawn from the appearance and 
character of the urine. The dog, and at particular times when he is more than usually 
salacious, may, and does diligently search the urining places; he may even, at those 
periods, be seen to lick the spot which another has just wetted; but if a peculiar eager- 
ness accompanies this strange employment, if, in the parlour, which is rarely disgraced 
' by this evacuation, every corner is perseveringly examined and licked with unwearied 
and unceasing industry, that dog cannot be too carefully watched, there is great danger 
about him; he may, without any other symptom, be pronounced to be decidedly rabid 
I never knew a single mistake about this.” (p. 135.) 

(6) This observation is corroborated by Youarr:—“ Much has been said of the pro- 
fuse discharge of saliva from the mouth of the rabid dog. It is an undoubted fact that 
in this disease, all the glands concerned in the secretion of saliva, become increased in 
bulk and vascularity. The sublingual glands wear an evident character of inflammation ; 
but it never equals the increased discharge that accompanies epilepsy, or nausea. The 
frothy spume at the corners of the mouth, is not for a moment to be compared with that 
which is evident enough in both of these affections. It is a symptom of short duration, 
and seldom lasts longer than twelve hours. The stories that are told of the mad dog 
covered with froth, are altogether fabulous. * * * The increased secretion of saliva 
soon passes away. It lessens in quantity, it becomes thicker, viscid, adhesive, and gluti- 
nous. It clings to the corners of the mouth, and probably more annoyingly so to the 
membrane of the fauces. * * * The dog furiously attempts to detach it with his paws. 
It is an early symptom in the dog, and it can scarcely be mistaken in him. When he is 
fighting with his paws at the corners of his mouth, let no one suppose that a bone is sticking 
between the poor fellow’s teeth ; nor should any useless nor dangerous effort be made to 
relieve him. If all this uneasiness arose from a bone in the mouth, the mouth would 
continue permanently open instead of closing when the animal for a moment discontinues 
his efforts. If after a while he loses his balance and tumbles over, there can be no 
longer any mistake. It is the saliva becoming more and more glutinous, irritating the 
fauces and threatening suffocation.” (pp. 135, 36.) 

(7) “In the great majority of cases of furious madness, and in almost every case of 
dumb madness, there is evident affection of the lumbar portion of the spinal cord. -There 
is a staggering gait, not indicative of general weakness, but referable to the hind quarters 
alone, and indicating an affection of the lumbar motor nerves. In a few cases it 
approaches more to a general paralytic affection.” (p. 139.) 

(8) “Inan early period of the disease in some dogs, and in others when the strength of 
the animal is nearly worn away, a peculiar paralysis of the muscles of the tongue and jaws 
is seen. The mouth is partially open, and the tongue protruding. In some cases the dog is 
able to close his mouth by a sudden and violent effort, and is as ferocious and as dangerous 
as one the muscles of whose face are unaffected. At other times the palsy is complete, 
and the animal is unable to close his mouth or retract his tongue. These latter cases, 
however, are rare. A dog must not be immediately condemned because he has this open 
mouth and fixed jaw. Bones constitute a frequent and a considerable portion of the food 
of dogs. In the eagerness with which these bones are crushed, spicula or large pieces 
of them become wedged between the molar teeth, and form an insuperable obstacle to 
the closing of the teeth. The tongue partially protrudes. There is a constant discharge 
of saliva from the mouth, far greater than when the true paralysis exists. The dog is 
continually fighting at the corners of his mouth, and the countenance is expressive of 
intense anxiety, although not of the same irritable character as in rabies.” (p. 141.) 

(9) “ Absence of pain in the bitten part is an almost invariable accompaniment of 
rabies. I have known a dog set to work, and gnaw and tear the flesh completely away 
from his legs and feet. At other times the penis is perfectly demolished from the very 
base. EL.is in his ‘Shepherd’s Sure Guide,’ asserts, that, however severely a mad dog 
is beaten, a cry is never forced from him. I am certain of the truth of this, for 1 have 
again and again failed in extracting that cry. E.uis tells that at the kennel at Goddes- 
den, some of the grooms heated a poker red hot, and holding it near the mad hound’s 
mouth, he most greedily seized it, and kept it until the mouth was most dreadfully 
burned.” (p. 139.) 

Youatr makes a most important observation in regard to the diagnosis, between the 
pain in the ear in canker and hydrophobia :—“ The dog appears to suffer a great deal of 
pain in the ear in common canker. He will be almost incessantly stratching it, crying 
piteously while thus employed. The ear is, oftener than any other part, bitten by the 
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rabid dog, and when a wound in the ear, inflicted by a rabid dog, begins to become 
painful, the agony appears to be of the intensest kind. The dog rubs his ear against 
every projecting body, he scratches it might and main, and tumbles over and over while 
he is thus employed. The young practitioner should be on his guard there. Is this 
dreadful itching a thing of yesterday, or, has the dog been subject to canker increasing 
for a considerable period? Canker both internal and external is a disease of slow 
growth, and must have been long neglected before it will torment the patient in the 
manner that I have described. The question as to the length of time that an animal 
has thus suffered will usually be a sufficient guide. The mode in which he expresses 
his torture will serve as another direction. He will often scratch violently enough when 
he has canker, but he will not roll over and over like a football except he is rabid. If 
there is very considerable inflammation of the lining membrane of the ear, and engorge- 
ment and ulceration of it, this is the effect of canker; but if there is only a slight redness 
of the membrane, or no redness at all, and yet the dog is incessantly and violently 
scratching himself, it is too likely that rabies is at hand.” (pp. 133, 4.) 

“In the dog I have never seen a case in which plain and palpable rabies occurred in 
less than fourteen days after the bite. The average time I should calculate at five or 
six weeks. In three months I should consider the animal as tolerably safe. I am, 
however, relating my own experience, and have known but two instances in which 
the period much exceeded three months. In one of these five months elapsed, and the 
other did not become affected until after the expiration of the seventh month. * * * 
The duration of the disease is different in different animals. In man it has run its 
course in twenty-four hours, and rarely exceeds seventy-two. In the horse from three 
to four days; in the sheep and ox from five to seven; and in the dog from four to six.” 


(p. 144.)] 


359. The spittle (but according to TRoLLIET, who found the salivary 
glands unchanged, the mucus secreted from the inflamed mucous membrane 
of the bronchi) is the vehicle of the mad poison, which has been proved be- 
yond all doubt by Herrwia’s experiments. This poison is of a definite 
character, can impregnate various substances, and retains its activity fora 
long while. It need not be applied directly to an open wound to manifest its 
effects ; it may be taken up on parts which have a very thin epidermis, 
even without a wound. ‘The poison seems to remain entirely inactive 
when applied to the uninjured mucous membrane of the digestive organs. 
The contagion is also held in the blood of the mad beast, as proved by 
HErTwia’s experiments with inoculation. Every bite of a mad beast does 
not produce madness ; perhaps a peculiar idiosyncrasy is necessary ; but the 
bite may be also where, the part being covered with clothes, the spittle is 
retained in them, and the wound is not poisoned. In beasts which have 
become mad from contagion, the contagion is developed, and can again 
propagate the disease. In reference to grass-feeding beasts, the experi- 
ments have a different result. The propagation of madness from the conta- 
gion of man to beasts, and especially to dogs, is proved by experiments, but 
no case is known in which it has been propagated from one man to another. 


[ Appearances on dissection.—As these are most important in enabling us to determine 
the actual nature of the disease with which the dog is affected, and consequently to de- 
cide upon the safety or danger of the person bitten, I have thought it desirable to give 
YouaTr’s observations on this subject. 

“In dumb madness,” says he, “ the unfailing accompanimentis, to a greater or less 
degree, paralysis of the muscles of the lower jaw, and the tongue is discoloured and 
swollen, and hanging from the mouth; more blood than usual also is deposited in the 
anterior and inferior portion of it. Its colour varies from a dark red to a dingy purple, 
or almost black. In ferocious madness it is usually torn and bruised, or it is discoloured 
by the dirt and filth with which it has been brought into contact, and, not unfrequently, 
its anterior portion is coated with some disgusting matter. The papille, or small pro- 
Jections on the back of the tongue, are elongated and widened, and their mucous cover- 
ing evidently reddened. The orifices of the glands of the tongue are frequently enlarged, 
particularly as they run their course along the frenum of the tongue. The fauces, 
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sitnated at the posterior part of the mouth, generally exhibit traces of inflammation. 
They appear in the majority of cases of ferocious madness, and they are never deficient 
after dumb madness. ‘They are usually most intense either towards the palatine arch 
or the larynx. Sometimes an inflammatory character is diffused through its whole 
extent, but occasionally it is more or less intense towards one or both of the terminations 
of the fauces, while the intermediate portion retains nearly its healthy hue. There is 
one circumstance of not unfrequent occurrence, which will at once decide the case—the 
_ presence of indigestible matter, probably small in quantity, in the back part of the mouth. 
This speaks volumes as to the depraved appetite of the patient, and the loss of power in 
the muscles of the pharynx. Little will depend onthe tonsils of the throat. They 
occasionally enlarge to more than double their usual size ; but this is more in quiet than 
in ferocious madness. The insatiable thirst of the rabid dog is perhaps connected with 
this condition of them. The epiglottis should be very carefully observed. It is more 
or less injected in every case of rabies. Numerous vessels increase in size and multiply 
round its edge, and there is considerable injection and thickening. Inflammation of 
the edges of the glottis, and particularly of the membrane which covers its margin, is 
often seen, and accounts for the harsh guttural breathing which frequently accompanies 
dumb madness. The inflammatory blush of the larynx, though often existing in a very 
slight degree, deserves considerable attention. The appearances in the trachea are very 
uncertain. There is occasionally the greatest intensity of inflammation through the 
whole of it; at other times there is not the slightest appearance of it. There is the 
same uncertainty with regard to the bronchial tubes and the lungs; but there is no 
characteristic symptom or lesion in the lungs. Great stress has been laid on the appear- 
ance of the heart; but, generally speaking, in nine cases out of ten, the heart of the rabid 
dog will exhibit no other symptoms of disease than an increased yet variable deepness 
of colour in the lining membrane of the ventricles. No dependence can be placed on 
any of the appearances of the cesophagus ; and, when they are at the worst, the inflam- 
mation occupies only a portion of that tube. With regard to the interior of the stomach, 
if the dog has been dead only a few hours the true inflammatory blush will remain. If 
four-and-twenty hours have elapsed, the bright red colour will have changed to a darker 
red, or a violet or a brownish hue. In a few hours after this, a process of corrosion will 
generally commence, and the mucous membrane will be softened and rendered thinner, 
and, to a certain extent, eaten through. The examiner, however, must not attribute 
that to disease which is the natural process of the cessation of life. Much attention 
should be paid to the appearance of the stomach and itscontents. If it containsa strange 
mingled mass of hair, and hay, and straw, and horse-dung, and earth, or portions of the 
bed on which the dog had lain, we should seldom err if we affirmed that he died rabid; 
for it is only under the influence of the depraved appetite of rabies that such substances 
are devoured. It is not the presence of every kind of extraneous substance that will 
be satisfactory: pieces of coal, or wood, or even the filthiest matter, will not justify us 
in pronouncing the animal to be rabid; it is that peculiarly mingled mass of straw, and 
hair, and filth of various kinds, that must indicate the existence of rabies. When there 
are no solid indigesta, but a fluid composed principally of vitiated bile or extravasated 
blood, there will be a strong indication of the presence of rabies. When, also, there are 
in the duodenum and jejunum small portions of indigesta, the detection of the least 
quantity will be decisive. The remainder has been ejected by vomit; and inquiry should 
be made of the nature of the matter that has been discharged. The inflammation of 
rabies is of a peculiar character in the stomach. It is generally confined to the summits 
of the folds of the stomach, or it is most intense there. On the summits of the rugee 
there are effusions of bloody matter, or spots of ecchymosis, presenting an appearance 
almost like crushed black currants. There may be only a few of them; but they are 
indications of the evil that has been effected. From appearances that present themselves 
in the intestines, the bladder, the blood-vessels, or the brain, no conclusion can be drawn ; 
they are simply indications of inflammation.” (p. 141-43.) 

The following observation of Youarr’s cannot be too constantly inculcated in all 
persons fond of dogs, nor too carefully remembered by practitioners in making their 
Inquiries, and coming to conclusions in cases where there is the slightest suspicion of 
hydrophobia. “In the early stages of rabies,” says he, “the attachment of the dog 
towards his owner seems to be rapidly increased, and the expression of that feeling. 
He is employed, almost without ceasing, licking the hands or face, or any part he can 
get at. Females, and men too, are occasionally apt to permit the dog, when in health, 
to indulge this filthy and very dangerous habit with regard to them. The virus, gene- 
rated under the influence of rabies, is occasionally deposited on a wounded or abraded 
surface, and in process of time produces a similar disease in the person that has been 
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so inoculated by it. Therefore it is that the surgeon so anxiously inquires of tue 
person that has been bitten, and of all those to whom the dog has had access, ‘Has he 
been accustomed to lick you? have you any sore places about you that can by possi- 
bility have been licked by him?’ If there are, the person is in fully as much danger 
as if he had been bitten, and it is quite as necessary to destroy the part with which the 
virus may have come in contact.” (p, 134.) “The Hon. Mrs. Durr,” says LAWRENCE, 
“had a French poodle, of which she was very fond, and which she was in the habit of 
allowing to lick her face. She had a small pimple on her chin, of which she had 
rubbed off the top, and, allowing the dog to indulge in his usual caresses, it licked this 
pimple, of which the surface was exposed, and thus she acquired hydrophobia, of which 
disease she died.” (p. 619.) 

With regard to the communication of hydrophobia from one human being to another, 
or from man to beasts, LAWRENCE observes, “ numerous experiments of this kind have 
been made on animals, that is, the saliva of a human being, labouring under hydro- 
phobia, has been inserted into the recent wounds of various animals; but these experi- 
ments have all failed, except in one instance, and that is mentioned by MaGEnpIE and 
BrescHetr. They took the saliva of a patient, labouring under hydrophobia in the 
Hotel Dieu, and applied it to the recent wounds of two dogs, on the 27thof June. On 
the 26th of July one of the two dogs thus inoculated went mad, and that dog bit two 
others, one of which died rabid on the 26th of August; so that if this experiment be 
correct, and the high reputation of those who are said to have made it, leads us to place 
credit on the statement, we must, I suppose, admit that the saliva of the human sub- 
ject has the power of communicating the disease. This, however, is the only instance 
or fact that I know of, which at all tends to establish the point,” (p. 618.)] 


360. The time of the outbreak of madness after the bite is very various, 
according to the constitution of the person bitten, the place of the wound, 
the time of the year, and the various corporal and mental influences. Often 
from seven to fourteen, usually from twenty to forty days elapse, some- 
times several months, or even still longer, before the madness breaks out. 
Frequently the wound is still open, but in most cases it has scarred, as it 
generally heals quickly, without any particular symptom. 


[Very incredible statements have been made as to the interval between the reception 
of the bite and the appearance of the disease. These appear to have principally ori- 
ginated from hearsay evidence, and been brought forward by the writers of the middle 
ages. GALEN says that he “knew one case, in which after the lapse of a year the 
person was attacked with the disease called hydrophobia (a).” MEavE says he “ remem- 
bered one after eleven months.” (p. 131.) And he was informed on undoubted autho- 
rity of “a gentlewoman in Yorkshire, of the age of thirty-five years, who was bit 
by a mad dog in the forefinger; about a month after she had a pain in that-part, 
which shot up to the shoulder, and was thought to be rheumatic. This pain re- 
turned every month, just a day before the new moon, lasting generally three days. 
After fifteen months she fell into the hydrophobia, and died the third day. Her 
friends then recollected the bite to have happened so long before.” (p. 152.) The me- 
lancholy death of the Duke of Ricumonp, in Canada in 1819, was attributed by his 
Grace to having hada cut on his chin, made in shaving, licked by a dog five years pre- 
vious to the appearance of the disease. But it is much more probable that he was in- 
fected by a tame fox, which bit him through the thumb six or seven weeks prior to his 
death. Hate THomson (6) mentions the case of a boy, aged seventeen years, who died 
of hydrophobia seven years after having been bitten. “He had been in prison twenty- 
five months, and had never been exposed during that period to the bite of any animal ; 
but he stated that he had been severely bitten by a dog seven years ago, and a scar re- 
mained on the right hip from that cause. During the twenty-five months of his con- 
finement he had always appeared sullen, gloomy, and reserved, and was never known 
to look the person in the face to whom he spoke. He had not complained of illness 
until three days previous to his death, when he became debilitated, and was removed 
into the infirmary of the prison. At first the case appeared to be that of a common 
cold, but symptoms were rapidly developed of the most alarming character, not unlike 
those of spasmodic cholera. The right hip, on which the bite had been inflicted, became 
excessively painful, and shooting spasmodic twitches pervaded the whole leg, the boy 
constantly imploring that the most violent frictions should be applied. Sixteen hours 


(a) Ets vo Irwroxpurous xpoppntixuy BiBrA. a. Tromynue B. (5) Lancet, vol.i. 1837-38. 
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previous to dissolution, the most decided symptoms of hydrophobia were manifested, 
and continued with short intermission, until convulsive delirium closed his life.” (p. 675.) 

Dr. Barps.ey (q@) relates the case of a weaver aged thirty-six years, who was brought 
to the Manchester Lunatic Asylum with an attack of hydrophobia, of which he died 
at half-past four on Saturday afternoon, the disease having made its first appearance 
during the Wednesday night previous; and, upon finding himself, when thirsty, unable 
to swallow balm tea, from a sense of pain and tightness about his throat, he was struck 
with the remembrance of having been bitten on the back of the leg, twelve years before, 
by a large dog apparently mad, which was flying from the pursuit of numerous persons. 
He had taken the Ormskirk medicine and the wound had healed kindly ; he had never 
suffered any pain nor complained of the slightest uneasiness in that or the neigbouring 
parts, since the wound healed. Nor at the period of attack of the disease was any al- 
teration in the colour of the skin perceptible. 

It must, however, be observed, that BarpsLEy thinks the case just mentioned as one 
of the instances which he has noticed which “ do most unequivocally exhibit the patho- 
gnomonic symptoms of rabies canina. * * * They who, therefore, deny that a train 
of symptoms, exactly corresponding to those of rabies canina, can arise in the human 
subject without the intervention of the canine poison, must attribute Linpsay’s disorder 
(the case above) to the injury he sustained twelve years ago, from a dog supposed to have 
been mad. But this opinion is not confirmed by other facts of a similar kind. * * * 
“ T am happy indeed to learn,” adds he, “ that several eminent practitioners have coin- 
cided with me in the belief of Linpsay’s disorder having had no connexion whatever 
with the bite of a supposed mad dog.” (pp. 304, 805.) He thinks his opinion is sup- 
ported by a case of Dr. M. Lister’s, in which the patient’s symptoms did not come on 
till six weeks after the bite, and he quotes the opinions of Drs. Darwin, Haycarrtu, 
and R. Pearson, who entertained the same views as himself. LisTEr’s case, however, 
really affords him no help; for, as Exu1orson (5) observes, “ the average time is from 
six weeks to three months ;” and, in a case of his own, the disease did not set in till three 
or four months after the bite. (p. 290.) That cases do occur which simulate hydro- 
phobia, and in which there is incapability of swallowing fluids, will be presently shown; 
but that these, when carefully looked into, will be distinguishable from this dreadful 
disease, cannot be doubted. By some physicians, the actual existence of any such disease 
as hydrophobia has been denied ; but no one who has once witnessed it, will, I think, 
be disposed to hold with that opinion.—J. F. s. 

Professor Dick’s views (c) in regard to hydrophobia are extremely interesting, though, 
as he says, “ not a little peculiar; but being the result of considerable observation, and 
leading, as we conceive, to most important and beneficial results, we will neither conceal 
nor compromise our decided convictions. We hold, then, that rabies is essentially an 
inflammatory affection, attacking peculiarly the mucous membrane of the nose, and 
extending thence through the cribriform plate of the ethmoid bones, to the anterior part 
of the brain, so giving rise to derangement of the nervous system, as a necessary conse- 
quence: this train of symptoms, we consider, constitutes mainly, if not wholly, the 
essence of an occasional epidemic, not unlike some forms of influenza or epizootie; and 
the bite of a rabid animal is not, to another so bitten, the exciting cause of the disease, 
but merely an accidental concomitant in the prevailing disorder ; and the disease, hydro- 
phobia, produced in man, is not the result of any poison introduced into his system, but 
merely the melancholy, and often fatal result of panic fear, and of the disordered state 
of the imagination, ‘Those who are acquainted with the effects of sympathy, and imita- 
tion, and panic, in the production of nervous disorders, will readily apprehend our 
meaning; and if our view be correct, the immense importance of disabusing the public 
mind on the subject is apparent. This is a task which we hope one day to accomplish. 
But in the mean while, considering the vast responsibility of promulgating these views, 
without the utmost certainty as to their truth, we shall not press them; nay, we shall, 
to any greater extent, withhold them at present, and shall now do all the justice our 
imits allow, to the elucidation of the prevailing, and what is generally considered, the 
established pathology and history of the complaint.” (p. 95.) ] 


361. Ifthe wound be still open, the outbreak of the madness is indicated 
by a change of its colour, and by the secretion of a thin pus, wherewith it 
itches and smarts, and these sensations spread over the whole limb. 

If the wound have already scarred, an itching painful sensation begins 

(a) Quoted at head of article. ee Manual of Veterinary Science. Edinburgh, 


(6) Clinical Lecture on Hydrophobia; in Lancet, 1. small 8vo. ; and in Encyclopedia Britan- 
1829-30, vol. ii. nica. 7th Edit. 
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in it, which spreads from the wounded spot over the whole part, towards 
the neck, and upon the entire side of the body. The scar inflames, swells, 
breaks, and discharges an ichorous, foul-smelling pus. The absorbents and 
neighbouring glands are slightly swollen ; the pain spreads rather in the 
course of the nerves. The parts often become paralysed, and slight con- 
vulsions take place in it. In some cases, however, no change occurs in 
the injured part. According to UrBan (6), besides the changes in the 
wound or scar already described, there should be always a circlet of small 
vesicles, from the size of a millet seed to that of a moderately large pea, 
containing a reddish or bluish fluid, and capable of propagating the same 
disease by inoculation. 

362. With these appearances occur also faintness, heaviness of the 
limbs, dizziness, deafness, dimness of sight, shunning the light, heaviness, 
and great sensitiveness. ‘The sleep is restless, broken by convulsive wakings 
and dreadful dreams ; the face is disfigured, pallid; the eyes are dull, full 
of water, often motionless and reddened; the spittle frequently collects 
in the mouth; the pulse is small, irregular; the breathing is oppressed, 
broken with sighs ; the voice hollow and trembling ; there is nausea, dispo- 
sition to vomit, actual vomiting of green bile, pain at the pit of the stomach ; 
costiveness, and pale urine. After these symptoms have continued for a 
longer or shorter time, a burning internal heat comes on, great thirst, and 
dryness of the throat, abhorrence of all drinks, so that every attempt to take 
any fluid (1), and subsequently the very sight of water, or of any glittering 
object, the least breath of air, and so on, excites the most severe contrac- 
tion of the throat, and convulsions (2). Spasm attacks the muscles of the 
neck especially, but often there is general tetanus. The patient can some- 
times swallow fluids if he do not see them. Often is there an uncontrollable 
disposition to bite (3). Symptoms of actual raving may occur, in which 
the patient can scarcely be restrained, and screams and rages extraordi- 
narily (4); but sometimes he is completely insensible till death. Clammy 
spittle flows from the mouth, or it is spit out, and collects like foam about 
the mouth (5). The patient can swallow solid food. Bilious vomiting fre- 
quently occurs. In mena disposition for connexion, and continued erection 
of the penis occurs. When the raving symptoms have passed by the patient 
feels exceedingly weak, the pulse is extremely small and frequent ; some of 
the limbs are often paralysed, and the notion of his dreadful condition often 
brings the patient to despair, and even to seek self-destruction. Death at 
last follows (6), the symptoms continuing to increase, on the second or third 
day, rarely later, from wearing out, or from inflammation of the internal 
organs, or from palsy and apoplexy (7). 


[(1) “ They willin the true disease,” as stated by Exx1oTson, “ generally make, too, 
the greatest possible efforts to overcome the difficulty of swallowing, and although they 
many times put the cup from their lips, their courage failing after they have promised 
to attempt to swallow, they will frequently at last, as in this case, by great effort, open 
the mouth, throw the head back, and gulp down considerable draughts of fluid in vio- 
lent haste, even in the midst of their greatest difficulty of swallowing.” (p. 289.) 

(2) “The most characteristic, indeed, the peculiar feature of the disease,” says Ex- 
LIoTsON, “that which is, perhaps, pathognomonic, is the effect produced on the dia- 
phragm, and muscles of the throat by the slightest draught of air, the smallest sudden 
drop of fluid, or even by the slightest sudden touch that may be made with the finger 
upon any part of the body. * * * The effect of the cold air, etc., even that of a fly 
settling suddenly upon the skin, of a sudden strong light, the least agitation of the bed 
or bed-clothes, very much resembles that produced on us all, upon stepping into a cold 
bath. A sudden and involuntary inspiration is made, followed by several shorter ones ; 
and, in a case of hydrophobia, the muscles of the throat are, at the same time, violently 
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contracted, so that the glottis violently closes and the attempts of the diaphragm to 
descend, and of the muscles of the chest to elevate the ribs, are frustrated from moment 
to moment. The closure of the glottis, however, is not continuous, but alternates with 
relaxation of the muscles, so that a succession of sobs takes place. These convulsive 
actions of the muscles of the glottis, and indeed of the throat in general, are dreadfully 
violent.” (pp. 288, 89.) 

Inflammation of the pharynx, or the apprehension of being affected with hydrophobia, 
may produce incapability of swallowing fluids, but the distinction consists in the ab- 
_ sence of the catching of the breath. Upon this important point ELLiorson remarks :— 
“From mere inflammation of the pharynx and surrounding parts, the muscles of de- 
glutition are sometimes thrown into violent spasms, and the suffering from this source. 
is so great, that even the offer of anything to be swallowed, (and of course it is fluids 
only which are offered, on account of their being more easy to swallow,) produces 
the same effects even ina mere nervous state of the system. From a groundless ap- 
prehension of the disease the same circumstances may occur. It is certain, indeed, that 
many cases of these two descriptions have been mistaken for hydrophobia’; but in the 
mere inflammation of the organs of deglutition, the other—the great symptom—the great 
sensibility of the surface to the sudden impression of air, etc., is of course not present. 
Nor is it present in mere nervous irritability of these organs. When the spurious hy- 
drophobia arises from mere apprehension of the disease, the fear of swallowing only is 
complained of, as it is this which is vulgarly known as the chief characteristic of the 
disease, and there is no morbid irritability of the surface to the impression of air. In- 
deed there is a mere inability to swallow, without that sudden catching of the breath 
which I have described.” (p. 289.) 

(3) I very much doubt the truth of the assertion here made by CHELIUs, as also by 
many other writers, of the patient’s disposition to bite. Dr. Powe 1, indeed, mentions 
that his patient (a woman) struck and threatened to bite, and afterwards bit one of the 
attendants ; and MacEnpIE (a) also states the same fact. I can only say, that I have 
never seen a Single instance in which any such attempt was made. _ But I recollect the 
younger CLINE, when lecturing on the subject of hydrophobia, mentioned it as a remark- 
able fact, that animals affected with this disease are invariably disposed to use their 
organs of offence ; that thus the dog bites, the horse bites and strikes with his feet, cattle 
and sheep butt with their horns, and man strikes with his fists. And he was accustomed. 
to refer to the case of a patient labouring under this dreadful malady, in St. Thomas’s 
Hospital, who, when some drops of water were thrown upon him by a bystander to 
notice what effects would result, instantaneously rushed out at the foot of his bed, bolt 
upright, in a paroxysm of fury, with his fists doubled and prepared to strike; but im- 
mediately recovering himself, asked pardon, and returned to bed. I have never been 
witness of such scenes, for unfortunately these cruel experiments (for they deserve no 
better name) have, in time past, been too frequently practised to doubt their issue, or to 
afford any apology for their repetition ; and, therefore, the most scrupulous attention is 
paid to free the patient from every thing which can in the least degree tend to excite or 
increase his dreadful irritability.—s. F. s. bie peeled 

(4) Exxiorson observes :—* There is also in this disease a general morbid irritability, 
so that the patient is, from time to time, in a violent passion bordering on frenzy ; he is 
perhaps abusive, aud even attempts to injure those about him; but in a moment again is 
calm, and apologises for his conduct. The degree of passion probably depends, in some 
measure, upon the natural temper.” (p. 289.) ‘This kind of delirium, says YOUATT, 
referring to that already observed in the dog, “is of frequent occurrence in the human 
patient. The account given by Dr. BarpsLey of one of his patients, is very appropriate 
to our present purpose :—‘ I observed,’ says he, ‘that he frequently fixed his eyes with 
horror and affright on some ideal object, and then, with a sudden and violent emotion, 
buried his head underneath the bed-clothes. The last time I saw him repeat this action, 
I was induced to inquire the cause of his terror. He eagerly asked if I had not heard 
howlings and scratchings ? On being answered in the negative, he suddenly threw him- 
self on his knees, extending his arms in a defensive posture, and forcibly throwing back 
his head and body. The muscles of the face were agitated by various spasmodic con- 
tortions; his eye-balls glared, and seemed ready to start from their sockets; and at 
that moment, when crying out in an agonizing tone, “Do you not see that black dog ? 
his countenance and attitude exhibited the most dreadful picture of complicated horror, 
distress, and rage that words can describe or imagination paint.’ ” (pp. 247,8.) “One of 
Mr. Bapineton’s patients thought that there was a cloud of flies about him. ‘Why do 
you not kill those flies ?? he would ery ; and then he would strike at them with his hand, 


(a) Journal de Physiologie Expérimentale, vol. i. 
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and shrink under the bed-clothes in the most dreadful fear.” (p. 132.) The first symp- 
tom noticed in the Duke of Ricumonp was “ early in the morning of the 25th of August, 
when his valet found him alarmed at the appearance of some trees, which were near a 
window of the room where he slept, and which he insisted were people looking in.” 

LAWRENCE notices a remarkable peculiarity in the delirium of hydrophobia :—“ The 
patient is pursued by a thousand phantoms that intrude themselves upon his mind; he 
holds conversations with imaginary persons; he fancies himself surrounded with diffi- 
culties, and in the greatest distress. These thoughts seem to pass through his mind with 
wonderful rapidity, and to keep him in a state of the greatest distress, unless he is 
quickly spoken to or addressed by his name, and then, in a moment, the charm is broken ; 
every phantom of imagination disappears, and at once he begins to talk as calmly and 
as connectedly as in perfect health.” (p. 620.) 

(5) The tenacity of the spittle observed in dogs, is generally observed in man ; and, more 
commonly than otherwise, he is spitting continually in every direction, as I have several 
times seen. Youatr justly observes, that the patient “is sadly distressed by it, forces 
it out with the greatest violence, and in his attempts so to do, utters the falsely supposed 
bark of a dog.” (p. 136.) 

(6) “'The duration of the disease,” says ELL1oTson, “ when distinctly formed, gene- - 
rally varies from rather less than twenty-four hours to six or seven days. I have had 
two patients with it, both little girls, and each died in less than twenty-four hours; the 
present patient died in rather less than six-and-thirty. The difference does not depend 
upon age; because two American cases are recorded, the one of a person under four, 
the other of a person seventy-three years old, who each lived six or seven days. The 
greater number, however, die on the second, third, or, at the latest, the fourth day. The 
suddenness of the present death was nothing more than has been frequently observed. 
Patients sink in general at last very rapidly, and often die before it is expected.” (p. 290.) 

(7) MEADE observes :—“ When the symptoms are maniacal, the strength of the muscles 
is prodigious; these acting, indeed, with a convulsive force so great that I have seen a 
case, in which a man tied down in bed with strong cords broke them all at once by one 
effort, and immediately died paralytic.” (p. 136.) I remember also a case some years 
since, in which a patient labouring under hydrophobia, rushed through his attendants, 
and ran out in his shirt, with the blood streaming from his arm, into the open air, a 
distance of a couple of hundred yards, before he could be overtaken, and died immedi- 
ately on being put to bed —J. F. s. 

ELLIOTSON makes a most important observation, as to the possibility of hydrophobia 
proceeding to a certain stage and then subsiding. “ Usually,” says he, “ I believe, there 
are symptoms of weariness, general indisposition, dizziness, chills, and flushes, sometimes 
a pain has been felt in the bitten part. I think it very possible, from an occurrence 
which happened in my own practice, that these symptoms may go no further; that the 
disease, if I may so speak, may go off. Two little girls, standing at their father’s door, 
were bitten by the same dog; a strange dog passing snapped at both of them, and bit 
them both in the face. She who was bitten the second, became hydrophobic and died. 
The other, at exactly the same time, experienced the same premonitory symptoms as 
her sister, heaviness and general indisposition; but they all went off.” (p. 290.) Does 
not this tend to confirm Mrapr’s observation :—“ Neither will it seem strange that a poison 
so different in its force, and so alterable by many circumstances, should in some subjects 
produce symptoms of the same convulsive kind, yet not to such a degree as to hinder 
deglutition, and these, too, only at particular times. A soldier ofa strong habit of body came 
to me not long since, who once a month was seized with a great anxiety, palpitation of 
the heart, and difficulty of breathing. He had been bitten by a mad dog about six weeks 
before he began to complain. By bleeding, cold bathing, the powder of lichen with 
pepper, and volatile medicines, during the oppression, the fits were every month less 
violent, and at last quite left him.” (p. 151.) ; 

Dr. J. L. Barpstey (a) divides hydrophobia into three periods, viz., the stage of 
delitescence, the stage of recrudescence, and the stage of spasm. In the delitescent stage 
“there are generally few symptoms to be observed, except such as are usually found to 
occur from the bite of the most healthy animal. * * * In most cases, however, pain 
has been felt in the cicatrix a considerable time after the accident; but such a feeling is 
so frequent in the seat of wounds recently healed, that its occasional presence after the 
bite of mad animals ought not perhaps to be considered as anything singular or charac- 
teristic. * * * In the period which intervenes between the healing of the wound and 
the second stage, little satisfactory has been observed.” (This stage is called by Youatr 
the stage of incubation). In the recrudescent stage, “at first a pain is perceived in the 


(a) Quoted at head of Article. 
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cicatrix, at times attended with itching, but in general resembling the aching of rheu- 
matism, which, in some cases, shoots to some distance along the limb affected, and in 
others degenerates into a species of torpor in the part itself. * * * Thescar becomes red, 
swollen, sometimes livid, and in one case (a) was surrounded by papulary eruption, and in 
the course of a short time it opens and discharges a peculiar ichor. Meanwhile flying 
convulsive pains are felt in various parts of the body. As the disease proceeds, the 
patient, according to Dr. Marcet, complains of pains shooting from the wound to the 
heart, and in general both he and BABINGTON, with Professor CALLISEN, have observed 
in different cases that these recrudescent pains seem always to follow the course of the 
nerves, and do certainly never inflame or irritate the lymphatic vessels and glands in 
the vicinity, though passing in a parallel course towards the trunk. * * * It is seldom 
that they occur longer than six days before the disease becomes marked, and the more 
general term of their appearance seems to be two or three days before hydrophobia su- 
pervenes.” The spasmodic stage presents the hydrophobic phenomena. 

“ The whole of the symptoms above expressed may establish themselves ina few hours 
after their commencement, though in general they can scarcely be said to become so 
fully developed before the second day, and death most usually happens in this and the 
third according to Hamuston’s table, although in a considerable number it has taken 
place after twenty, twenty-five, or thirty-six hours, and in others it does not happen before 
the fifth day, and in some few instances not before the eighth or ninth day.” (p. 491-95.) ] 


363, On examination of the corpse, the nerves and their sheaths, in the 
neighbourhood of the wound, have been found inflamed, and their medullary 
substance discoloured (4), inflammation of the neck, of the epiglottis, of 
the ganglions of the nerves of the neck, redness of the nervus vagus, sym- 
pathicus, and phrenicus; further, inflammation of the membranes of the 
brain, and watery extravasation between them; the mass of the brain drier 
than usual, and its vessels loaded with black blood; frequently, inflamma- 
tion of the heart, adhesion of it to the pericardium; the heart empty or 
loaded with coagulated blood ; the lungs inflamed, adherent to the pleura, 
often dry ; gangrenous inflammation in the stomach and other intestines. 
The salivary glands are not diseased. The corpse speedily becomes putrid ; 
the muscles are dusky red, even when much blood has been withdrawn, and 
the blood has a peculiar fluidity, by means of which it passes into the most 
minute vessels. In many cases, however, nothing unnatural is observed (ec). 
The scar of the bite often appears swelling with coagulated blood, especi- 


ally when during life it has been much inflamed. 

Locuer (d) has found in all mad dogs, upon the spleen, vesicles of different size and 
form, containing a pale yellowish lymphatic fluid, and covering the entire surface, to- 
gether with traces of inflammation in the spleen. j 

[In the examination of ELiiorson’s patient it appeared that “the medulla oblongata 
was rather softer than usual, and so were the corpora striata and the thalami nervorum 
opticorum, but the middle lobes were likewise softened. The phrenic nerve and the 
par vagum appeared perfectly healthy, as did the whole of the spinal marrow. The 
cardiac half of the stomach was redder than usual, but not redder than we continually 
see it after affections of the respiratory organs. The esophagus was quite healthy. The 
larynx and adjoining parts, and the whole of the lungs, were in a state of congestion, 
and the corpse was that of one who died after struggling. The hands were clenched, 
and the lips turgid and blue. The heart was strongly contracted. The spasmodic 
attacks which took place were quite sufficient to cause the congestion observed in these 
parts, though, were they not so, the congestion would not explain the peculiar symptoms.” 
(p. 292.)] 

364. As to the proximate cause of hydrophobia, it is probable that it 
consists in an active, quick-running inflammation of the nerves, specially 


of the ganglionic system, and thereby the diseased disturbance of the animal 


(a) Edinburgh Medical Journal. 1807. (c) Horn; in Archiv. fiir Medic. Erfahrung, 
(b) CHERARDINI; in Abhandlungen far prak- 1821, Jan. Feb., p. i. 
tische Aerzte, vol. xv. p.57. Mrtzaer (AUTEN- (d) Dissertatio exhibens magnum Lienis in 
RIETH), De hactenus pratervisa nervorum lustra- hydrophobia momentum, Goettinge. 
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instincts, as well as the similarity of the symptoms of hydrophobia, with 
those of tetanus and several other nervous affections, is accounted for. 

As to the different opinions on the nature of Hydrophobia, see Hare (a). 

HarpEr(b) proposes the question whether it be not possible, and even probable, that 
the poison brought in the course of absurption from the bite into the circulation, may not 
there remain for some time without exciting peculiar reaction; but when it is again 
deposited in the spot of the original inoculation, whether it do not excite the known 
symptoms preceding the outbreak of madness, and finally herewith produce, by inflam- 
mation of the nerves, by sympathy, or some other means, the symptoms of hydrophobia ? 
Applicable to this question is a case where the symptoms of hydrophobia, which had 
distinctly established themselves, disappeared speedily after the excision of the scar. 
They reappeared upon the growth of a spongy and acutely painful knot which sprouted 
from the wound, but after its removal and a suppuration of some considerable time the 
patient recovered. 

LANGENBECK (c) considers hydrophobia to depend on a qualitative alteration of the 
blood from the transport of the poison from the infected bite into the mass of the blood, 
in which nature, struggling to separate the poison, brings the salivary glands into play, 
which prepare a spittle containing the contagious matter. 

365. If the wound be impregnated with the poison, the prognosis is 
always extremely doubtful. Everything depends on destroying the poison in 
the wound, and preventing its operation on the general organism. If hydro- 
phobia have already broken out, art is but very seldom capable of render- 
ing assistance, and the less as the disease sets in more quickly or its 
symptoms are more severe. . 

366. The complete excision of the wound is the most certain for the 
removal of the poison, and for preventing its influence on the whole body ; 
or, when this cannot be done, the quick cleansing of the wound and its 
entire neighbourhood with water, salt water, water and vinegar, and so 
on, long continued ; in small wounds a longitudinal enlargment must be 
made, and the bleeding kept up by cupping-glasses or warm water. The 
whole wound must then be thoroughly cauterized with the actual cautery, 
butyr of antimony, caustic ammonia, caustic potash, or with gunpowder, 
which is to be inflamed. The slough is to be soon removed, and a free 
suppuration kept up for many months, by scattering powdered cantharides, 
and by irritating salves, and by rubbing in mercury about the whole cir- 
cumference of the wound till ptyalism is produced. The same mode of 
treatment must be employed if the wound already closed begins to smart 
and swell. 

The various remedies which have been just mentioned as especially efficient for cau- 
terization, owe this preference to their active operation, and the possibility of applying 
them in the different-shaped wounds; so that every part of the wound may be sufficiently 
deeply cauterized. In this respect butyr of antimony and caustic potash are most pre- 
ferable. 

[ YouarTr is no advocate for excision, and observes :—“ This operation demands greater 
skill and tact than is generally supposed. It requires a determination fully to accom- 
plish the desired object, for every portion of the wound with which the tooth could pos- 
sibly have come into contact must be removed. This is often exceedingly difficult to 
accomplish om account of the situation and direction of the wound. The knife must 
not enter the wound, or it will be likely to be itself empoisoned, and then the mischief 
and the danger will be increased instead of removed. Dr. Massey was convineed of 
the impropriety of this when he advised that ‘should the knife by chance enter the 
wound that had been made by the dog’s tooth, the operation should be recommenced 
with a clean knife, otherwise the sound parts will become inoculated.’ If the incision 
is made freely and properly round the wound, and does not penetrate into it, yet the 
blood will follow the knife, and a portion of it will enter into the wound caused by the 


(a) Ueber die Behandlung der Hundswuth, und der Heilkunst von einer Gesellschaft praktischer 
insbesondere iiber die Wirksamkeit der Datura- Aerzte zust. Petersburg. Petersburg, 1821. p. 173. 
Stramonium gegen deiselbe. Frankfurt, 1809. «to. (ec) Nosologie und Therapie der chirurgischen 

(b) Vermischte Abhandlungen aus dem Gebiete Krankheiten, vol. iii. p. 843. 
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dog, and will come into contact with the virus, and will probably be contaminated, and 
will then overflow the original wound, and will be received into the uew incision, and 
will carry with it the seeds of disease and death; therefore it is, that scarcely a year 
passes without some lamentable instances of the failure of incisions. It has occurred 
in the practice of the most eminent surgeons, and seems scarcely or not all to impeach 
the skill of the operator. Aware of this, there are very few human practitioners who 
do not use the caustic after the knife. Lvery portion of the new wound is submitted 
to its influence. They do not consider the patient to be safe without this second opera- 
tion. But has the question never occurred to them, that if the caustic is necessary to give 
security to the operation by incision, the knife might have been spared, and the caustic 
alone used ?” (pp. 146-7.) I do not, however, think his objections to the removal of the 
parts by the knife are sufficient, neither do I believe there isso much to be feared as he 
suspects of the contamination of the blood by the virus. I have no doubt that when the 
disease appears after excision has been performed, that it is because all the infected part 
has not been removed, the surgeon having cut neither sufficiently widely above nor 
below the wound. If the operation be not performed immediately, or within a very 
few hours, it is absolutely necessary that all the skin which has an inflamed appearance 
should be removed ; and, as the operation even in the best hands is frequently a niggling 
and tedious business, and the blood smeared over the skin tinges it so that the precise 
extent of the inflammatory blush is rendered indistinct, a part of the irritated or inflamed 
skin is easily left behind, and with it perhaps the seeds of the disease. To prevent this 
serious difficulty my esteemed master, Henry CLINE, was accustomed to give directions 
for the performance of this operation which seemed trivial and useless, but were far 
otherwise ; for in the treatment of the bite no attention, however minute, can be too 
great. He directed that to prevent the possibility of any reddened and inflamed skin 
being left behind, it should be encircled with a ring made with lunar caustic, the 
speedy blackening of which marked the whole part to be removed, and the incision to 
be made around and clear of such ring. To remove the very bottom of the wound 
a probe ora skewer was to be thrust down as far as possible, and then all the soft parts 
carefully cut round it, so that they might be brought out like a glove-finger upon the 
probe or skewer, without cutting into the wound. This plan is that which I have 
adopted in the opportunities which I have had in operating early on these cases, and I 
believe it to be the only safe proceeding, and the only way by which the whole of the 
infected part can be surely determined to have been removed. The subsequent free 
application of caustic potash is also advisable, as being the most sure means of de- 
stroying any small quantity of the poison which may have been smeared over the fresh 
wound during the operation, or which may have escaped the knife. I do not believe 
that there is any danger of “ the virus being suspended, or lying in the cuustic, potash, 
or nitric acid, (if that be used,) or of it being precipitated upon the living fibre beneath,” 
(p. 147,) as Youarr fears. The caustic of either kind must destroy the virus with which 
it comes in contact, as completely if not more so than the lunar caustic, the use of which 
Youatr advocates. And it fails, when it does fail, because it does not find its way 
into every crack and cranny into which the poison has found its way. — 


The knife is always to be used, where there is plenty to cut away, as in fleshy parts, 
but in wounds, or rather superficial scratches with the teeth upon the face, some sur- 
geons prefer using caustic potash. I would not even on the face, however, make an ex- 
ception to the use of the knife, for to do any real good, a scar, often a large one, must 
be made, and as it is of no consequence by what means this is produced, the knife is pre- 
ferable. If the lip were bitten, I should consider it right to remove its entire thickness by 
the same operation as for hare-lip; and if the cheek I should not hesitate as the safest and 
surest proceeding to cut the whole part through into the mouth, and then there would be 
neither difficulty nor danger in bringing the edges of the wound together with pins, 
and confining them with the twisted suture. If the finger, hand, or foot, were bitten 
through, I myself would readily submit to amputation of the injured part. No opera- 
tion can be considered unadvisable. or too severe, which will give a patient the slightest 
chance of security from this most dreadful disorder. Half measures on the part of the 
medical attendant are here actually criminal, and no surgeon who has once witnessed 
the awfully horrible and hopeless condition of a hydrophobic patient, will, I am sure, 
if he do his duty, neglect this the most sure remedy he can employ to ward off the 
possibility of the poison being retained in the system. : 

My friend Sams tells me, that he knew a young lady in India twenty years ago, who 
when a child, three years of age, was bitten in the neck, just above the insertion of the 
m. trapezius, by a mad pariah dog. The station where she lived was forty miles distant 
from a medical man; but before his arrival, her father, a civilian, with much presence 
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of mind, sliced out the bite wound with a razor, and then applied a heated table-knife 
over the bleeding wound to cauterize it; and he had the happiness of saving his child 
from this most dreadful disease. I mention this case, in hope that should this book 
fall into the hands of unprofessional persons, they may see how they may be able to help 
themselves, or those dear to them, when medical aid is not at hand. 

Another very important point to be borne in mind is, that the scar should be always 
removed, whenever the patient informs his medical attendant that he has been bitten by 
a suspicious animal. That the poison often remains quiet im the part beneath the scar 
for weeks and months, and that when the disease is about setting in, the scar and its 
immediate neighbourhood become irritable and inflamed, and that the scar opens and 
discharges, and speedily after the hydrophobic symptoms appear, has been so frequently 
observed as to be past all doubt. The scar should therefore be cut out, and as much of 
the surrounding and subjacent parts removed with it as the surgeon may judge neces- 
sary, at any time before it has begun to be irritable, or before the symptoms appear. 
Some persons, indeed, advise that it should be cut out even after the disease has com- 
menced. This practice may certainly be permitted, but I fear the probability of benefit 
from it is but little—J. F. S.] 


367. Besides this local treatment, many remedies are advised for internal 
use in order to prevent the outbreak of the hydrophobia. Hereto belong 
a diaphoretic condition, the internal use of cantharides, of belladonna, of 
mercury to salivation, of camphor, of oil beetles, (meloe proscarabeus,) of 
liquor ammonia, free rubbing in olive oil andsoon. ‘The use of mercury to 
salivation seems most to be relied on (a), and of cantharides or belladonna 
from one or more grains, gradually increasing the dose till traces of their 
narcotic effect are produced (6). 


WENDT (c) recommends especially the following mode of treatment proposed by Dr. 
Krutrce; wash the wound with a sponge soaked in lukewarm water, fill it entirely 
with powdered cantharides, and over this a plaster of the same extending half an 
inch beyond the wound; half a grain to a grain of calomel every four hours and also 
at night; rubbing in mercurial ointment to a scruple or half a drachm morning and even- 
ing, the first time upon the wound, afterwards upon the other limbs. The vesications 
produced by the blister-plaster are to be cut away with scissors, the foul powder to be 
removed, and whether the wound be superficial or deep, the powder is to be strewed on 
it afresh or the part deprived of its cuticle bound up in emp. canthar.; this is to be 
continued six weeks, attention being paid to the irritability of the patient. The calomel 
and rubbing in are to be continued till salivation and swelling of the gums are produced, 
and the daily loss of a pint of spittle; then no more ointment is to be rubbed in, and 
enough calomel only is to be given to keep up a sufficient salivation. After six weeks 
a pea issue is to be established. Of 184 persons bitten only two died some weeks after 
of hydrophobia. 

The root of the belladonna has been of late especially recommended by Brera and 
VON SCHALLEIN. Brera (d) employs the belladonna in the largest doses of three drachms 
every twenty-four hours; and every patient uses about eight ounces and sometimes 
more; at the same time calomel or sublimate are employed internally, and mer- 
curial friction externally. Won ScHALLEIN (e) chooses scarification of the wound, 
bleeding, deep burning with actual cautery, and binding up with an ointment composed 
of twelve grains of camphor, two scruples of oil of turpentine, two ounces of basilicon 
ointment, eight grains of red precipitate, and four scruples of powdered cantharides. 
If the actual cautery cannot be perfectly applied, the wound, after having been scarified 
and let bleed, must be burnt with butyr of antimony, which is to be repeated after two 
hours, and then bound up with ointment, which must be repeated morning and evening 
to the fourteenth day. ‘The same treatment must be employed if the wound be only 
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bruised to blue redness. At the same time a dose, proportional to his age, of belladonna 
root, calomel, cajeput oil, and sugar must be given to the bitten person. And fora 
drink, RK herb. et flor. anagall. arvens. 3iij., rad. bardan., saponar. ana 3jss., liquirit. 
Siij. stip. dulcam. 3vj., sem. anis. 3j.: misce. Of this three heaped up table-spoonfuls 
are to be well boiled in two and a half quarts of water. The belladonna is to be in- 
creased every day according to the age and constitution of the patient, about a quarter 
to half a grain, or even to a whole grain, till it produce incipient double vision and 
giddiness. When these symptoms have come on sharply, the belladonna is not to be 
increased, but the same dose to be continued to the fourteenth day. If the symptoms 
be diminished previous to the fourteenth day, the dose of the belladonna must be again 
increased, in similar proportions, till it again resumes its full power, and to be con- 
tinued to the fourteenth day. The dose of the calomel and cajeput oil is not to be 
changed. From the fifteenth day the belladonna is to be again diminished, as it has 
been increased, till the dose have returned to that with which it was commenced; and 
this is to be continued to the twenty-eighth day. From the fifteenth day the wound 
is to be dressed only once with the above ointment; from the twenty-eighth day to 
its complete cure, with an ointment of three drachms of ung. basilic. and five of ung. 
althee. The drink is to be made fresh every day, and drank daily in sufficient quan- 
tity till the wound is healed. 

368. According to the observations of Marocuerrt (a) and others, 
little bladders and knots should form, on both sides, beneath the tongue, 
upon the ducts of the sub-maxillary glands, upon the third, fifth, seventh, 
and ninth day, and even later, on the twenty-first, and even to the thirty- 
fourth day after the bite of a mad beast. These little bladders appear on 
the sides of the fraenum, one or more often on the side corresponding to 
the bite; sometimes they occur upon the upper surface of the tongue. 
They are small, round, or oblong pustules, which project, are irregu- 
larly large as linseed, or even as a pea; are generally transparent and 
fluctuating, but often opaque: of a brownish white colour, and more or 
less knotty. At their commencement they exhibit no very diseased ap- 
pearance ; they soon subside, often after thirty hours, or at least lose their 
fulness, their crystalline and fluid form, and then the other symptoms 
set in simultaneously. If these vesicles be not opened within the first 
twenty-four hours after their appearance, the poison is absorbed, and the 
patient lost. We should therefore look beneath the tongue of the bitten 
person twice a-day for six weeks, during which time he must take daily 
a pint and a half of strong decoction of the tops and flowers of genista 
lutea tinctoria, or, four times daily, a drachm of pulvis geniste. If vesicles 
do not appear during this period hydrophobia is not to be dreaded; but, if 
they appear, they must be opened with a lancet, burnt with the actual 
cautery, and the patient may gargle with the decoct. geniste. These very 
important observations, the correctness of which have been frequently and 
by myself confirmed in a sufficient number of cases which have come under 
my observation, must not, however, by any means restrict the local treat- 
ment of the bite (0). 
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[Watson’s opinion of MarocuHertr’s theory is, I apprehend, more correct than Cur- 
L1us’s, and his mode of explaining the appearances fully borne out. He says, “ This 
was a very pretty theory, and took mightily in the medical world. But it has turned 
out a sort of hoax. I do not mean a wilful hoax on the part of Dr. MarocHerTt, for 
I have no doubt that he contrived to hoax himself. These pustules have been looked 
for again and again; but they have never been discovered in Englishmen affected with 
hydrophobia, nor in English mad dogs. The truth seems to be, that the mucous follicles 
of the mouth generally, and those at the base of the tongue, and those beneath the 
tongue in particular, are commonly enlarged and exaggerated in the dog, and in the 
human animal, labouring under the disease; and these enlarged and altered follicles 
were regarded by the Russian physician as a specific eruption, which furnished the 
virus and pabulum of the complaint.” (pp. 605, 6.)] 

369. In addition to the above-named remedies, opium, musk, and many 
other anti-spasmodic substances, stramonium (a), cantharides, fluid alkalies, 
large bleedings, cold plunging-baths at the onset, and a number of secret 
and vulgar remedies have been recommended after the breaking out of the 
hydrophobia. Experience speaks most in favour of bleeding at the onset 
of the disease, even to faintness, and its repetition at every fresh outbreak, 
as well also as for the simultaneous use of mercury to salivation, of bella- 
donna and of laurel water in very large doses (6). The wound or scar 
should always be treated in the way heretofore laid down. 

There still remain to be proved the use of chlorine (c), the injection of warm water 
into the veins after bleeding (d), the internal use of lead in large doses (e), and the em- 
ployment of a Russian vapour bath of 50° of heat for an hour (f). 
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370. The Tetanus following wounds ( Tetanus traumaticus, Lat., Starr- 
krampfe, Germ., Tétanos traumatique, Fr.) is one of the most dangerous 


(a) Hares, tiber die Behandlung der Hunds- _ ischen Literatur. 1822, July, August. 


wuth, und inbesondere tiber die Wirksamkeit der (d) Magenp1k, Journal de Physiologie, vol. iv. 
LM ane dec geger dieselbe, Frankfort, p- 132. 
- Ato. 


(6) von Scuaniem, loc. cit., p. 160. Sept., p. 232. 
(c) JuLius und Gerson, Magazin der ausliind- (f) FroriEP’s Notizen, vol. xi. p. 224. 


(e) FaverMann; in Annals of Philosophy, 1824, 
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complications to which wounds are subjected. It presents itself in various 
forms, either as cramp, attacking all the muscles, or only the flexing and 
extending muscles. There are, therefore, distinguished, 1. Tetanus, in 
which there is simultaneous spasm of the whole body, and the patient 
stretched straight out lies perfectly immovable; 2. Emprosthotonos, in 
which the bending muscles of the trunk are affected with cramp, and the 
body is brought together forward in a half circle; 8. Opisthotonos, where 
the trunk is curved backwards; and, 4. Pleurosthotonos, in which, by the 
spasmodic contraction of the muscles on one side, the body is curved to 
that side. Zetanus is most frequent; Lmprosthotonos more tare than 
Opisthotonos, and Pleurosthotonos least common of all. 

[The traumatic tetanus,” says Travers, “ is a more severe disease than the idiopa- 
thic tetanus. It has a mild and slow, and a severe and rapid form ; the former gradual 
in approach, often partial, or partially diffused, unattended by fever or even quickened 
circulation in the intervals of the paroxysms, losing much of its danger after four days’ 
duration. and disposed to become chronic and curable by support ; the latter universal, 
with shorter intervals of spasm, attended with greatly accelerated circulation, in almost 
all cases resisting remedy, and speedily even suddenly destructive. The period of ac- 
cession after injury varies from an hour to ten days ora fortnight. In some rare in- 
stances it is almostimmediate. The case of a negro is recorded by Dr. Ropison, in 
which the spasms commenced in a quarter of an hour after the infliction of a punc- 
ture with a fragment of chinaware; and some years ago a man was brought into St. 
Thomas’s Hospital for a recent fracture, in a state of universal tetanus of tremendous 
violence, which proved fatal in a few hours. The fracture was an oblique one of the 
thigh-bone, which, penetrating the rectus muscle, was continually playing through its 
belly in a see-saw. (p. 292.) In flesh wounds the period of commencing cicatrization, 
after the mundifying process is completed, seems to be most liable to the attack of spasm ; 
not unfrequently the punctured wound, as from a nail, wears the aspect of being healed, 
and is almost forgotten when the spasms set in.” (p. 294.) Brop1E (a) mentions the 
seventeenth day, as the latest period after the accident, in which he had known tetanus 
come on. Sir James M‘Gricor (6) notices a case twenty-two days after, and BLANE (c) 
speaks of it as happening within a month. | 

371. The course of tetanus is sometimes more quick, sometimes more 
tedious, usually three stages may be distinguished. 

In the first stage spasmodic contraction of the muscles of the larynx 
and of the neck appears ; the voice is altered, swallowing prevented, without 
apparent inflammation of the gullet, the muscles of the face are drawn, and 
subsequently there is a continued spasm of the masticatory muscles or lock- 
jaw (érismus). Less constant symptoms are shooting pains over the whole 
body, stiffness of the limbs, trembling, swbsultus tendinum, and so on. The 
wound often becomes irritable, dry; but often is unchanged. 

372. In the second stage the cramps increase, and the proper form of 
tetanus sets in. The trismus becomes so severe that the jaws can be opened 
neither by the patient nor by otheraid. The region of the masseter muscles 
is tense, painful, and swollen, the lips are thick and drawn together; the 
eyelids are closed, the pupils are very narrow, and the dread of light very 
great ; the eyeball is motionless, often moved convulsively, and at last 
directed completely upwards. ‘The countenance of the patient is entirely 
altered, heavy, generally bright red ; and one or other corner of the mouth 
is drawn. The belly is mostly hard and drawn in; there is retention of 
stools (1) and also of urine. 

The most severe pains come on by paroxysms in the course of the nerves 
and of the limbs, with wandering cramps, and convulsions. At first these 
paroxyms are rare; but subsequently they recur with scarcely any per- 


(a) Clinical Lecture ; in Medical Gazette, vol. ii. (b) Med.-Chir. Trans., vol. vi. p. 453. 
p. 344. (c) Diseases of Seamen. 
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ceptible intermission. In the quick course of tetanus there is complete 
loss of sleep ; but, when it is more protracted, the sleep is restless, anxious, 
and short. The voice is always indistinct, and quite faint. Swallowing 
becomes more difficult, impossible; and there is often the same dread of 
fluids as in hydrophobia. 

[It has been observed,” says Lawrence (a), “ that a state of costiveness precedes 
tetanic symptoms; and Mr. ABERNETHY has made this a particular subject of inquiry ; 
at least he has pointed out this question as one that should be held in view in the patho- 
logical consideration of the subject ; that is to say, he has made it our business to in- 
quire what is the condition of the digestive organs of the patient prior to the occurrence 
of the tetanic symptoms,—between the receipt of the injury and the development of 
tetanus ? Obviously, himself, being of opinion that the injury, in the first place, 
produces derangement of the digestive organs, that that deranged condition of the 
digestive organs disturbs the spinal cord, and probably the whole system ; and further, 
perhaps, that this derangement of the spinal cord and system is the affection which 
constitutes tetanus. This seems a rational and probable conjecture as to the mode in 
which tetanus is produced.” (p. 587.)] 

373. In the third stage, the muscles of the chest and the diaphragm are 
attacked with cramp. Respiration is checked, the circulation of the blood 
is irregular, and death ensues, either suddenly, in which case the cramp 
attacks the heart, or from apoplexy, or from palsy. 

[« As tetanus appears to attack parts not necessary to life, it seems strange” observes 
Joun Hunter, “ how it kills ; and, seemingly, the patient is in good health at the time, 
without inflammation, and with a good appetite; and yet, though not starved to death, 
from the difficulty of deglutition, it kills ; however, it is sometimes combined with other 
diseases, and then it is difficult to say which disease kills; but when it is alone, the 
following seems to be the case: the disposition increases, and the effect, spreading to vital 
parts, affects the muscles of respiration, as the diaphragm and intercostal and abdominal 
muscles, as we see in gout when it attacks a vital part.” (p. 587.)] 

374 At first the tetanic patients are perfectly sensible; in the subsequent 
course of the disease the conceptions are confused. There is always some 
irregularity of the pulse. If fever and internal inflammation be present, 
the pulse is hard and quickened, and the result is generally soon fatal. 
Tetanus often destroys in from two to four days; frequently it continues 
longer, and even for several weeks. 


[SamuEL Cooper (6) mentions a case, under his care, of a patient who lingered five 
weeks with chronic tetanus before he died. (p. 1229.)] 


375. The proximate cause of tetanus is very probably an inflammatory 
condition of the nervous system; at least the examination of bodies has 
shown inflammation of the nerves and their sheaths, of the spinal marrow 
and brain, with effusion of a watery fluid between their membranes. The 
spinal marrow, especially, is found affected, and if, in all cases, there be 
not traces of distinct inflammation, there may be, however, a state of simple 
irritation or congestion. In one case I found the most decided signs of 
inflammation in the spinal marrow, and itself dissolved to the extent of an 
inch into a pultaceous mass. 

Froriep, R. (c), considers local nervous inflammation as the cause of tetanus and sup- 
poses that the general nervous irritability arises secondarily from it in the course of the 
nervous trunks, and that it is kept up till the patient is exhausted. He had observed in 
seven cases a direct injury of a nerve from pressure or immediate wound. The injured 
nerve always shows a peculiar inflammation, knotty swellings and redness on several 
parts of its course. In one case of wound of the inner plantar nerve, the tetanic cramp 


could be produced at will by pressing on the posterior tibial nerve at the inner ankle. 
F RIEDERICK (d) has collected cases which prove inflammation of the nerves in traumatic 
(a) Lectures in Lancet, 1829, 30, vol. i. (d) Diss. de Tetano traumatico. Berol, 1837.- 


(6) Surgical Dictionary. For the literary history of Tetanus, in CaspEr’s 
(c) Neue Notizen, 1837, Jan. No. I. Wochenschrift, 1828. No. 29, 30. 
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tetanus, and has referred to the participation of the reflected function at the onset of 
this disease. CURLING (a) considers it as a simple functional disturbance, the seat of 
which is the tractus motorius of the spinal marrow. 


[I have seen in two cases of tetanus thin plates of bone upon the arachnoid coat of 
the spinal marrow, and in another similar plates of cartilage. These cases I dissected, 
and the preparations are in St. Thomas’s Museum. But | have examined many other 
cases in which no such appearance presented itself, nor indeed any other which would 
have been considered disease, had not the attention been especially directed to it. 
Hence I am fully disposed to concur with LAwRENcE, that “we are at a loss, we are 
unable to point out with any degree of clearness, in what the derangement of the spinal 
cord consists; nor can we show, in any definite manner, as far as our examinations 
have hitherto gone, any distinct or clear derangement of that part.” (p. 587.)—J. F. 8.] 


376. The remote causes of tetanus are very various. It is mostly con- 
nected with wounds of fibrous ligamentous structures (1), accompa- 
nied with tearing, bruising, partial injury and exposure of nerves; with 
wounds of joints, of the face, neck, fingers, toes, of the spermatic cord (2) ; 
it usually begins during the suppurative period, and even during or after 
the scarring of the wound. Foreign bodies into the wound (3), especially 
splinters of bone, ligatures of arteries, if a nerve be included in the liga- 
ture, are all to be considered as not unfrequent causes of tetanus (4). Like- 
wise hot seasons of the year, cold, frequent change of the temperature, 
especially in low districts and in the neighbourhood of rivers, and the 
influence of a moist, cold, foul air upon nerves after their exposure by the 
separation of sloughs, emotions of the mind, especially terror. Young 
rustics are especially subject to tetanus. 


[(1) “The cases (of tetanus) which I have seen,” says Joun HunTer, “ from wounds, 
were those of the tendons, for these parts heal less readily, and the constitution is much 
weakened by wounds of such parts, so that sometimes a limb will waste from such a cause, 
—wounds being much more irritable here than in other parts, and particularly when 
attended with loss of blood. Nothing produces irritability more than a great loss of blood, 
especially when accompanied with a wound, and with this disposition of constitution. 
The wounds producing it are either considerable or slight: the first is a predisponent, the 
second an immediate cause. When I have seen it from the first, it was after the inflam- 
matory stage, and when good suppuration was come on; in some where it had nearly 
healed, and the patient was considered healthy, under the disease as well as before. 
Some have had locked jaw after the healing was completed. In such I have supposed 
the inflammation was the predisponent cause, rendering the nervous system irritable as 
soon as it was removed. * * * In the case of slight wounds there must already exist 
a predisposition, which only requires an immediate cause to bring it into action. The 
disease oftener arises from slight wounds than large ones, which may partly, but not 
entirely, arise from such being most frequent.” (pp. 585, 86.) 

(2) To these Travers adds :—“ Ligature of the funis umbilicalis ; of the entire sper- 
matic cord, and the anterior crural nerve. The former is common in hot climates; the 
two latter I have myself seen.” (p. 294.) 

(3) Joun ‘Hunter relates a remarkable instance of this Kind. “A man had a 
locked jaw about a fortnight after a nail entered the sole of his foot, which he did not 
at the time regard as of any consequence, the wound not being larger than that from 
bleeding, and not attended with any pain, inflammation, or hardness. He died; and 
after death I found a black line continued to a hard body under the skin, which could 
be dissected out almost like a lymphatic gland, and was found to be a bit of leather, 
surrounded by coagulable lymph; the black line was the mark of the nail.” (p. 586.) 

(4) Travers says he “never knew nor heard of a clean incised wound inflicted 
without concussion, as by a surgeon’s knife, in operation, producing tetanus, whatever 
was the structure divided.” (p. 294.) SamuEL Cooper, however, states that “in St. 
Bartholomew’s Hospital, it once followed the operation of removing the breast.” (p. 1230.) 
After amputation it has also occasioually occurred, and the melancholy death of the late 
Earl of DARNLEY was from tetanus consequent on having accidentally chopped off two 


of his toes with an axe. | 
(a) Above cited, 
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_ [876* The diagnosis of tetanus from hydrophobia especially has been 
well given by J. L. Barpsiey. In tetanus the stiffness and immobility of 
the lower jaw is present, and scarcely to be overcome by any effort during 
almost the entire course of the disease; in hydrophobia the spasms are 
always clonic, t.e., always of brief duration, and succeeded by a period of 
complete relaxation, generally of many hours’ duration, in the beginning 
of the disease, unless provoked by attempts to swallow. In very rare 
forms of tetanus, however, guttural spasms on attempting to drink, dread 
of fluids and their rejection when introduced, do occur. In tetanus there 
is rarely a discharge of saliva, which is a very marked symptom of hydro- 
phobia, and thirst is as rare in the former as it is common in the latter. 
In tetanus the mind is almost always clear to the last ; in hydrophobia, almost 
from the beginning, numberless deviations from the usual habits of thought 
and action indicate an incipient stage of mental aberration, which often 
passes on to delirium or raging madness. The countenance in tetanus 
differs from that in hydrophobia by the natural character of the eye and 
the general appearance of suffering ; whilst in the latter the eye is pre- 
ternaturally bright and glistening, and the face often exhibits frightful con- 
vulsions. ‘Tetanus scarcely ever presents the laborious panting respira- 
tion, the tremor of all the muscles, the intolerant sensibility of the sur- 
face and organs of sense, which occur in hydrophobia. Tetanus seems to 
occur almost any time after the injury, but hydrophobia chiefly from the 
thirtieth to the sixtieth day. 

376** The prognosis is always extremely unfavourable in traumatic 
tetanus, and Dr. O. BErRNe (a) states, that of two hundred cases which 
he saw not a single one recovered. HENNEN says:—‘“‘I have never been 
fortunate enough to cure a case of acute symptomatic tetanus: in some 
instances of the chronic species I have effected or witnessed a cure.’’(p. 245.) 
It may be taken asa rule that the danger of the patient is in proportion to 
the acuteness of the symptoms; whilst the more chronic they become, the 
greater hope may be entertained. As far as my own opportunities of 
observation permit me to form an opinion, I should say, that cases which 
pass over the seventh day, in general terminate favourably. Two cases, 
under such circumstances, we have had in St. Thomas’s Hospital during 
the last twelve or fourteen months. When the disease also is simple trismus 
the prognosis is more encouraging than when tetanus sets in.—4J. F. Ss. | 

377. In the treatment of tetanus, the remote causes must be specially 
attended to, and, if they be in the wound, as foreign bodies, torn or tied 
nerves, and so on, they must be removed by enlarging the wound, or by 
some other way according to the rules of art. With this object is also the 
cauterization of the wound, and even the amputation of the limb itself, 
to be proposed (LARREY) (6). 

DupuyTREN (c) considers amputation in confirmed tetanus as useless. 

378. For the further treatment a vast number of remedies have been 
proposed, more especially besides the antispasmodic means, opium in large 
doses, (when it cannot be introduced by the mouth, it may be by clysters, 
or even by injection of small doses of the watery extract of opium into the 
crural or median vein, musk, camphor, tincture of cantharides, laurel 
water, prussic acid (1), tobacco, oil of turpentine, arsenic, colchicum (d), 
dnd the like. Srurz recommends the alternate internal and external use 


(a) Dublin Hospital Reports, vol. iii. (c) Lecons Orales de Clinique Chirurgicale, vol. 
(b) Above cited, vol. i. p. 271. lisp .ole 
(d) Percy and idoesst! in Dictionnaire des Sciences Medicales, vol. xxv. p. 31. 
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of opium, and of vegetable potash; besides also, bark, naphtha, and other 
stimulating or strengthening remedies, the use of the cold and warm bath. 
General blood-lettings, and in large quantity, are recommended by many, 
the internal and external use of mercury till salivation commences, cauteries 
in the nape of the neck and in the neighbourhood of the spine. 

(1) Kier (a) first employed prussic acid in tetanus, but without result ; he gave as much 
_ as 180 drops of Ivrner’s prussic acid in the four-and-twenty hours, and only observed 
it produce an easier death. Trezwart (Medical Recorder, 1825, Oct.) in one case, 
in which indeed very many untoward circumstances operated together, injected into the 
skin up to four drops in a short space of time, (twenty drops of the acid being diluted 
in three ounces of water,) and after each time he noticed a cessation of the cramp, al- 
though death ensued. 

Smitu (6) recommends colchicum, from sixteen successful cases, nine of which were 
traumatic tetanus, which he observed in Hayti. After having removed the costiveness 
by softening clysters and castor oil, he applied leeches or the cupping-glass along the whole 
length of the spine, and then laid compresses dipped in a strong solution of muriate of 
ammonia along the whole spine. He gave half a drachm of the vinous tincture of colchi- 
cum, increasing it every half hour till vomiting or purging took place, upon which the 
remedy was discontinued. If colic and faintness came on, he gave afterwards lig. am- 
mon. acet. 38s., morph. acet. gr.ss.; in symptoms of collapse he put aside the narcotic, 
and applied warm poultices to the limbs. 

[Some years ago I was shown by a West Indian friend the report, in some Jamaica 
medical journal, (perhaps that in which Smrru’s paper is, though, unfortunately, I can- 
not recollect it,) of a case of traumatic tetanus which was successfully treated by making 
long and deep incisions on either side of the ridge of the spine, from which free bleeding 
ensued, and afterwards the wounds were freely cauterized with caustic potash. Severe 
as this practice may seem to be, I am disposed to think it more likely to be successful 
than any other, if it be admitted that the spinal marrow reflects upon the general system, 
the irritation which has been set upon it by the local injury.—J. F. S.] 

379. Neither of the preceding modes of treatment have yet been deter- 
mined by general experience. ‘The selection and union of the remedies 
must be determined according to the peculiarity of the case, according to 
the continued or speedy course of the disease, the constitution of the patient, 
the severity of the symptoms, and the condition of the wound. Experience 
is most in favour of blood-letting, of the internal use of calomel with opium 
or morphia, mercurial friction and warm bathing. Blood-letting is speci- 
ally applicable to young country persons, at the beginning of the disease, 
in violent tension of the muscles, very red countenance, great dread of 
light, small pupil, but particularly when accompanied with inflammatory 
fever or any local inflammation. Cupping also along the spine may be 
used. In congestion of blood, in any organ, from severe contraction, 
the application of leeches may be needful; also about the wound, if very 
painful and inflamed, and, at the same time, an anodyne plaster may be 
put on. Only at the onset may the cold bath be used to subdue the disease 
commencing in the nervous system: at a later period the warm bath is 
preferable ; the decided relief which is thereby produced is, however, only 
transitory. Ifa congestive condition, or erythysm, rather resemble in its 
course and symptoms tetanus, antispasmodic means, as opium, with cam- 
phor, musk, Srurz’s treatment, prussic acid, must be employed, either 
with or immediately after antiphlogistic treatment. If there be shivering, 
the opium must be given in form of a diaphoretic. 

Opium must be employed in largely increasing doses. No narcotism occurs even 
when eight, ten, and even twenty grains have been given every twohours. The conse- 
quent costiveness must be overcome by clysters composed of infusion of senna with sul- 
phate of magnesia. 


(a) Heidelberger klinische Annalen. (6) Jamaica Physical Journal. 
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[I must confess that the cases of cure of this disease, related as having followed any one 
plan of treatment, are by no means satisfactory. I have seen opium, tobacco, bleeding, 
mercury to salivation, and other remedies employed, and also have known of a case or 
two left without treatment, and the results in all cases the same,—fatal. In the ex- 
tremely few cases which have recovered with one treatment or other, I therefore pre- 
sume that nature has had more to do with it than the doctor, as she has when the cases 
have been left alone and recovered. At present our treatment of tetanus is completely 
empirical and has entirely failed; the only rule upon which we act being to repeat the 
same plan in the second under which the first case has recovered or been relieved; or, 
if the treatment have been unsuccessful, to adopt some other practice for the next case. 
One mode of proceeding, however, must be deprecated, viz., that of plunging the patient 
into a cold bath, which I once witnessed during my apprenticeship ; the result was, that 
the patient was almost immediately lifted out—dead.—J. F. 8.] 
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380. Wounds of the Head ( Vulnera Capitis) are among the most difficult. 
and most important objects of Surgery. Their great importance depends 
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on the injury of the brain, which either occurs at the same time as the 
wound itself, or comes on afterwards. They must therefore be considered 
under a double point of view, in so far as the various coverings of the brain 
are wyured, or diseased affections of the organ itself are thereby produced. 
In the former view are distinguished, 1. Injuries of the soft parts upon 
the skull; 2. of the skull itself; 3. of the membranes, and of the brain 
itself. ‘The diseased conditions which they produce in the brain itself are, 
1. Concussion; 2. Inflammation ; 3. Compression of the brain. 

381. All kinds of injuries may occur in the soft parts upon the skull : they 
may either simply penetrate through the skin, through the aponeurotic 
covering, through the frontal, temporal, and occipital muscles, or into the 
pericranium. Incised wounds require union, according to the ordinary rules, 
which, after the hair in the immediate neighbourhood has been shaved off, 
may be effected by sticking plaster and a proper bandage. Bleeding from 
the temporal, frontal, or occipital artery, may be stanched either by the 
proper union of the wound and compression of the artery against the bone, 
or more certainly by tying the vessel. The healing soon follows, under 
proper treatment. From improper and especially from irritating treatment, 
from the unsatisfactory condition of the patient, from catching cold, and 
so on, especially in persons of a bilious constitution, a considerable swell- 
ing not unfrequently arises in wounds penetrating only the scalp, which 
spreads over the whole head and face, the ears and eyelids; it is not 
very tender to the touch, retains the impress of the finger, its yellowish 
red colour, as in erysipelas, fades on pressure with the finger, but soon 
returns, and is connected with fever, headache, disposition to vomit, irrita- 
tion of the brain, delirium, and coma. These symptoms are, under proper 
treatment, generally not dangerous, the wound looks well; blood-letting 
and gentle purging, with simple treatment of the wound, avoiding all irri- 
tation, in general speedily remove them, and the skin scales off. 

382. If the aponeurosis of the skull and the pericranium be injured, 
there frequently arises, particularly in stabs, from inflammation of these 
fibrous structures, an elastic, reddish swelling, painful to the touch, 
generally less extensive than in the former case, but always connected in 
its aftercourse with extensive erysipelas, with a doughy state of the integu- 
ment, with severe headache, fever, loss of sleep, and delirium. Suppura- 
tion, with destruction of the cellular tissue, quickly ensues, in which case, 
if the pericranium be attacked, it separates to a great extent from the skull, 
and the inflammation may be propagated to the dura mater. In this case, 
both general and local blood-letting, with purgatives and cold application, 
to the head, must be simultaneously applied. The most certain modes 
however, of preventing all dangerous symptoms, or of setting them aside, 
is to make cuts very early into the swelling, for the purpose of discharging 
the collected fluid and the dead cellular tissue. Warm applications and 
poultices may here also be employed very advantageously. 

383. Flap Wounds of the Coverings of the Skull, even when a consider- 
able portion of the bone is laid bare, must always, after careful cleansing of 
the flaps, be closely brought together with sticking plaster and with some 
stitches (1). Charpie and a compress are to be laid upon the flaps, and their 
connexion assisted with a suitable head-bandage. In most cases the flaps 
unite completely, but many only in part. If suppuration take place, a 
proper outlet must be provided for the pus; if a fluctuating swelling form, 
it must be opened at once, and the union of the flaps assisted by proper 
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bandaging. The bone but rarely exfoliates, and this mostly depends on 
improper treatment. If the flaps will not hold together because the 
deeper-lying parts are injured, and if the bone be discoloured, and other 
indications for trepanning be present, then we must endeavour to preserve 
the flaps till this take place. 

[(1) Sutures in wounds of the scalp should never be used. They are never needed, for 
nineteen times out of twenty the flap will continue quietly in place after having been 
arranged; and, if not, a single strap or two of adhesive plaster will be amply sufficient. 
Sutures more frequently cause erysipelas than otherwise, and that they do so is proved 
by the erysipelas subsiding on their removal.—J. F. 8.] 

384. Bruises of the Coverings of the Skull produce swellings, the so- 
called bumps (1), (Beule, Germ. ; Bosses, Fr.), which are sometimes more, 
sometimes less tense, often very painful, often distinctly fluctuating, even 
pulsating, often surrounded with a hard edge, according as the scalp, the 
aponeurosis, or the pericranium have suffered from the bruise, and blood 
has been poured out beneath them. Slight bumps usually disappear with 
cold applications, moderate pressure, and suitable antiphlogistic treatment. 
But if the bump be of large extent, distinctly fluctuating, or very painful, 
and much stretched, if there be effused blood beneath the aponeurosis, or 
the pericranium itself, it must be sufficiently opened with a cut, and the 
blood let out. 

After bruising of the coverings of the skull, there often arise, after a considerable 
time, fluctuating swellings from which, when opened, fluid blood escapes, and in spite 
of a proper bandage again fill with blood. JI know a case in which such a swelling of 
large size was punctured twelve and another three times before it completely subsided. 

((1) The word “bump” I must admit sounds oddly in surgery, but it fully implies 
what the author means; and it has been so rendered in the French translation by Picnr. 
The word “ boils” is the usual meaning of “beule,” but does not point out what is here 
intended, neither would the more euphonous word, “swellings.”—J. F. 8.] 

385. In Injuries of the Bones of the Skull are distinguished, contusions, 
cuts, clefts, and fractures without depression. ‘The coverings of the skull 
may be therewith in various ways injured, or they may be unhurt. 

386. Bruises of the Skull, which may be caused by any blunt instru- 
ment, or by a cut, or shot-wound, affect either only the outer plate of the 
bone, or the diploe and internal plate. In severe contusions of the skull, 
those vessels which connect the dura mater with the skull may be torn, 
and an extravasation of blood take place between the skull and the dura 
mater ; or the connecting vessels of the pericranium and dura mater may 
be so hurt, that these may inflame and suppurate. If beside the bruising 
of the skull, no neighbouring mischief be present, the patient often, at first, 
feels but slight pain at the bruised part. After several days, the pain 
spreads over the head, the patient becomes excited, but is bodily depressed, 
there is nausea, disposition to vomit, loss of sleep; the pulse becomes 
quick and hard. Some days after the appearance of these symptoms, if the 
intammation be not removed, a swelling not very painful usually occurs 
on the bruised part, on cutting into which, the pericranium is found 
separated and blackish, ichorous fluid is collected beneath it, and the bone 
is discoloured. In the aftercourse of the disease the fever becomes greater, 
the patient is more restless, the pulse quicker; shiverings, cold sweats, 
convulsions, delirium, coma, and death ensue. If there be an external 
wound, the condition of the pus changes under these circumstances ; it 
becomes sanious, the wound is pale and flabby, and the pericraniwm separates. 
from the bone. On examination after death, the dura mater is found 
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separated from the bone, there are collections of ichorous fluid, the dura 


mater is spoiled; frequently also between the dura and pia mater there 
are collections of pus. 


[The not very painful swelling which occurs on the bruised part of the scalp, is held 
by Porr to be the diagnostic mark of pus, either forming or formed between the dura 
mater and the skull. He says :—“If the symptoms of pressure, such as stupidity, loss 
of sense, voluntary motion, &c., appear some few days after the head has suffered 
injury from external mischief, they do most probably imply an effusion of a fluid some- 
where. This effusion may be in the substance of the brain, in its ventricles, between 
its membranes, or on the surface of the dura mater ; and which of these is the real situation 
of such extravasation is a matter of great uncertainty, none of them being attended with 
any peculiar mark or sign that can be depended upon as pointing it out precisely ; but 
the inflammation of the dura mater and the formation of matter between it and the 
skull, in consequence of contusion, is generally indicated and preceded by one which J 
have hardly ever known to fail; I mean a puffy, circumscribed, indolent tumor of the 
scalp, and a spontaneous separation of the pericranium from the skull under such tumor. 
These appearances therefore following a smart blow on the head, and attended with 
languor, pain, restlessness, watching, quick pulse, headache, and slight, irregular shiver- 
ings, do almost infallibly indicate an inflamed dura mater, and pus either forming or 
formed between it and the cranium. By detachment of the pericranium, I do not 
mean every separation of it from the bone which it should cover: it may be and often 
is cut, torn, or scraped off without any such consequence ; but these separations are 
violent, whereas that which I mean is spontaneous, and is produced by the destruction 
of those vessels by which it was connected with the skull, and by which the communica- 
tion between it and the internal part was carried on; and therefore it is to be observed 
that it is not the mere removal of that membrane which causes the bad symptoms, but 
it is the inflammation of the dura mater, of which inflammation this spontaneous seces- 
sion of the pericranium is an almost certain indication.” (p- 52-55.) | 

DeasE does not agree with Port in attributing almost entirely to the inflammation 
and suppuration of the dura mater the many threatening symptoms resulting from “the 
injury which the different series of vessels that connect the pericranium and dura mater 
to the skull, sustain in wounds of the head where the cranium has suffered either contu- 
sion or division of its external table. * * * I should look upon it as a very fortunate 
circumstance in the patient’s favour,” says he, “did the mischief extend no farther, as 
it would put it more immediately in the surgeon’s power to obviate the danger by having 
recourse to the trepan, an operation which we would by no means find so ineffectual in 
relieving the patient as we but too often experience it to be when this is not the case. 
I am very far from thinking that the inflammation or suppuration of any part of the dura 
mater, let it be ever so circumscribed, is not an alarming circumstance, and which of 
itself is capable of destroying the patient ; but from what I have seen it is ever in the 
surgeon’s power, by the application of the trepan, to rescue his patient from this danger, 
provided no other part of more importance be engaged.” (pp. 46, 47.) He then pro- 
ceeds to show that from “ the injury of the outward vessels” there is no such great fear 
of affection of the dura mater, of its detachment and suppuration, by reference to the 
results of opening “ fontenels (issues) by the actual cautery over the sutures, and that 
on account of the free communication which exists between the exterior vessels and 
those of the dura mater,” and keeping them open for years, and asks, “ have wea single 
instance of those issues being productive of an inflammation or suppuration of the dura 
mater? Although it evidently appears there must be a total destruction of all those 
exterior communicating vessels, and that in subjects it may be well supposed of no good 
habit of body.” Again he asks :—“ Does not the caries in those (venereal diseases of the 
skull) and scorbutic, and even cancerous cases, often extend to both tables, where the 
bones become so perforated with small holes that we can perceive the pulsation of the 
dura mater pumping the most acrid matter through them? How long do we see those 
unfortunate patients hold out in this miserable situation, and when they die do we in 
general impute their death to this as a local complaint, or rather to a broken-down con- 
stitution, perhaps exhausted by medicine, and still infected by the pocky virus? * * * 
Does the inflammation of this membrane, caused by the venereal virus or cancerous 
virus,” he continues, “ run less high previous to its producing a fetid sanies than.that 
which precedes a laudable suppuration succeeding the obstruction or destruction of the 
vessels that pass between the pericranium and dura mater in consequence of contusions 
or simple fracture?” In this point of view we cannot certainly, with any degree of 
propriety, consider the putrefaction or inflammation of the dura mater in those cases to 
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be so immediately the cause of death, and must have recourse to some more powerful 
one. All those wounds are to be considered more or less dangerous in proportion to the 
degree of concussion the brain or its meninges are supposed to receive. The dura mater 
being a strong ligamentous membrane, and firmly attached to the skull seems not to be 
so easily affected, being a fitter medium to transmit any shock it receives to the brain, 
than opposeit. The subsequent reasons will convince us, the pia mater and brain are 
the parts that most frequently suffer in those cases.” (p. 46-53, pass.) 

The following excellent observations of Deas, in reference to those cases in which 
“the cranium was laid bare, contused, or its tablessimply divided,” will be fully assented 
to by such as have had many opportunities of witnessing these accidents. “If the instru- 
ment with which the blow was given was not heavy, nor the force very great, the 
patient, after a few minutes, perceives no complaint more than ought to be expected 
from asimple wound. If he be attended, it is seldom the surgeon will be able to deter- 
mine, the first days, whether any farther injury has taken place or not. The wound 
digests as kindly, and the patient performs all the functions necessary to health as well 
as before he received it. Now in such as became afterwards affected, whether they 
underwent profuse evacuations, or were entirely left to nature, it made so very little 
difference, as to the time or manner, in-which they were first invaded by the symptoms 
that usually attend an inflamed or suppurated state of the parts underneath the cranium, 
that I could never attribute the variation to the treatment. The first symptoms that 
generally alarmed those patients that came to the hospital, were slight shiverings, 
attended with an inclination to puke. In some this was preceded by a languor over 
them, accompanied with more or less degree of fever, and often with a dull pain in the 
head and melancholy look. The wound in some put on the appearance Mr. Port 
describes; but this was by means constant, nor that infallible sign of the inflammation 
and putrefaction of the dura mater that he makes it. Nor did this appearance often take 
place until the fever and other symptoms were far advanced. In some those symptoms 
made a rapid progress, so as to carry off the patient in a few days. In others they 
seemed to advance more slowly, and were less severe, although not less fatal. I have 
seldom seen them appear earlier than the eighth day, or later than the sixteenth or 
seventeenth ; between the eighth and the sixteenth being in general the period most to 
be dreaded. If the trepan was applied at any time after those symptoms took place, the 
appearance of the dura mater was invariably this: either it was detached and in a state 
of suppuration and sloughy, or sound in every respect. Ifthe injury was confined to it, 
the operation, as far as I have seen, proved successful; and if the patient died, I have 
ever found the cause of his death in the suppuration of the pia mater or brain, but more 
generally in both.” (p. 59-62.) 

GurarIE justly observes :—“ When the periosteum covering the bone is bruised, or 
the bone is deprived of this membrane, it does not follow that the bone should die or 
exfoliate. In many instances the wound will gradually close up and heal, as if no such 
accident had happened ; and in most cases this termination will only be delayed by the 
separation of a scale of bone from its outer surface. If the bone should be bruised in 
addition, or slightly fractured, or depressed without a wound of the integuments, and 
the general treatment has not been strictly attended to, the case may terminate in one 
of those secondary tumors of the scalp which DrasE and Porr have so admirably 
described, and which may be considered as a complaint fraught with the utmost danger.” 
(pp. 120, 21.) The expressions “ primary” and “ secondary tumours,” are GUTHRIE’S 
own, the former applied to the bumps mentioned, (par. 384,) and the latter to the swell- 
ing especially treated of in the paragraph now considered. He also speaks of the dis- 
tinguishing characters of the two swellings, perhaps more positively than observation 
will fully justify, but still they are worthy of observation :—« The essential difference 
between the primary and the secondary swelling is to be found in this circumstance, that 
although the bone may be exposed, and even in some degree have changed its colour in 
the primary swelling, when matter has formed, the febrile symptoms will subside after 
its evacuation, healthy granulations will spring up, and little or no exfoliation will take 
place ; whilst in the secondary swelling none of these favourable symptoms or appear- 
ances will take place, for the bone is incapable of maintaining its life, it must separate, 
or be removed in part, if the outer table only be diseased, and by the operations of nature ; 
but this must be done by the trephine, if there be reason to believe that matter has 
collected beneath, which must, I am of opinion, certainly take place, unless there should 
be a fissure or fracture through which it may escape.” (p. 122.)]. ; 


387. A strict antiphlogistic ¢reatment, blood-letting, leeches, cold 
fomentations, and antiphlogistic purges, in most cases, prevent the evil 
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results of these bruises (1). But if it be impossible to arrest the symptoms 
of inflammation, and proper antiphlogistic treatment do not prevent the 
passage of the inflammation into exudation and suppuration within the skull, 
a circumscribed swelling is formed, the pericranium separates, the exposed 
bone has a grayish colour, and its texture is changed, symptoms of pressure 
on the brain ensue, and trepanning is indicated (2). If the suppuration 
and exudation be confined to one particular part between the skull and the 
dura mater, the operation may be serviceable (3). But most commonly, 
in simultaneous diffusion of the exudation over the whole surface of the 
brain, nothing can prevent the fatal termination. 


[(1) I prefer poultices in bruises of the scalp, as well as in other parts, to cold applica- 
tions; but in military surgery the use of cold lotions is especially recommended by 
GUTHRIE and HENNEN. 

Directly there is any appearance of a disposition to inflammation of the dura mater, 
and if there be tenderness and puffiness of the scalp, free cuts down to the bone should 
be immediately made in the latter, and calomel administered internally till the gums 
are tender. Under this treatment the symptoms subside. The determination to trepan 
the skull, as proposed by Cuexzus, is not a matter of so slight import as he seems to 
think; for it is very difficult, indeed impossible, to decide on the special point of the 
effusion ; and as frequently as not, the effusion is beneath the dura mater, instead of above 
it. I recollect having once witnessed an improvement upon trepanning in a. case of this 
sort, in which the surgeon bored half a score gimblet-holes through the skull; the pus 
happened to be between the bone and the dura mater, and readily escaped, but the patient 
died.—s. F. s. 

(2) The following are the rules and reasons laid down by Dease for applying the 
trephine in these cases :—*« After making use of such evacuations, &c., on the first 
appearance of the symptoms, as the surgeon shall think proper, if he finds they are not 
mitigated, or although they should for two or three, or even more days, if they return, 
and the patient grows every hour visibly worse, I think the trepan should not be deferred. 
Ist, Because we cannot tell but the disease is confined to the detachment of the dura 
mater and its suppuration, and the brain may not be injured ; so that, in this case, the 
patient will be relieved by the operation. 2d, As there are no visible means left but 
the operation to relieve the patient, to give him ever so small a chance will be better 
than leaving him to certain death.” (p. 96). 

(3) In reference to the existence of pus beneath the dura mater, Gururie makes the 
following very important observations. “I have seen,” says he, “on the removal of a 
portion of bone by the trephine, the dura mater rapidly rise up into the opening, so as 
to attain nearly the level of the surface of the skull, totally devoid, however, of that 
pulsatory motion which usually marks its healthy state; and an opening into it, under 
these circumstances, has allowed a quantity of purulent matter to escape, proving that 
the unnatural elevation of the dura mater was caused by the resiliency of the brain, 
when the opposing pressure of the cranium was removed. I consider this tense 
elevation and the absence of pulsation to be positive signs of there being a fluid 
beneath, requiring an incision into the dura mater for its evacuation. It is a point 
scarcely at all noticed in English surgery, although much insisted upon in France.” 

- 125). 
ee eed to puncturing the dura mater, when no pus is found between it and the 
skull, DAs observes :—“ As the injury is seldom confined to the dura mater, the pia 
mater being too often the seat of suppuration, it may be thought an advisable means to 
open the first the membrane, if by the trepan no relief has been procured the patient. 
Although in such a desperate case, any attempt that even bore the possibility of succeed- 
ing should be embraced ; yet this will prove in general, from all [ have ever seen, 
ineffectual ; and for this reason,—the matter is seldom or ever collected in one place, 
but generally diffused over one or both hemispheres of the brain, or part of them ; and 
although it should be immediately under the perforation, we cannot consider the fine 
pia mater by any means equal to form such a cyst as might limit or circumscribe it, as 
we see the cellular membrane does in external inflammations that suppurate. However, 
as opening this membrane, in those desperate circumstances, cannot add to the danger, 
a small one may be made with a lancet, which afterwards, if it be thought necessary, or 
of any advantage to the patient, may be enlarged. I have recommended a small inci- 
sion on this account, that the crucial one as is ordered in most of our treatises on 
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erie bl attended with the disagreeable circumstance of the brain’s protruding.” 
pp- 76, 7. 

388. Cuts of the Skull have either a vertical or an oblique direction, 
by which a piece of the bone may be perfectly cut off, or still hanging. in 
the flaps of the soft parts. These wounds are either simply superficial, or 
penetrate into the diploé, or even into the cavity of the skull, and are pro- 
- duced with either a sharp or a blunt instrument. 


(“It is worthy of remark,” says HENNEN, “that the sabre wounds on the top of the 
head are not by any means so dangerous as those on the sides ; this I have often had 
occasion to observe in my own practice, as well as from the report of others. In some 
sabre wounds which divide the skull across the sagittal suture, the longitudinal sinus 
has been occasionally opened and bled profusely, but without inducing fatal consequences. 
I have seen this sinus opened by splinters, but never saw any thing approaching to 
dangerous hemorrhage from it; in truth, the bleeding from wounds of the head is one 
principal source of the patient’s safety.” (pp. 283, 84.) 

THOMSON observes, that “in the cases in which the sabre had struck the head perpen- 
dicularly, the effects which it produced were exceedingly diversified. In some cases 
the external table of the cranium was divided, the internal remaining uninjured. Ina 
Frenchman who had received twenty sabre cuts in different parts of the body, and who 
died from the symptomatic fever appearing to arise from the high degree of inflamma- 
tion attendant upon a wound of the elbow-joint, there were found, on examination after 
death, not fewer than thirteen cuts of the upper part of the cranium, penetrating only its 
external table, without any inflammation having been communicated to the brain and 
its membranes. In other cases both tables were divided, and the edges of the internal 
turned in upon the brain and its membranes. In almostall these cases exfoliations of a 
greater or smaller extent were taking place, and retarding the completion of the cure.” 
(pp. 51, 2.)] 

389. Superficial Wounds caused by a sharp instrument, penetrating to 
the diploé, or through the internal table of the skull, without splitting and 
much bruising of the skull, if the internal parts be uninjured, and no signs 
of extravasation present, require quick union, strict antiphlogistic treat- 
ment, and continued use of cooling applications. If suppuration take place, 
the proper discharge of the pus must be attended to, and the wound bound 
up with soothing remedies. But if the wound be made with a blunt 
sword, and accompanied with splintering of the bone, the splinters driven 
in, piercing the dura mater, and not to be removed by the existing wound ; 
or if there be also decided symptoms of extravasation within the skull, 
and the edges of the bone be not so far asunder that the extravasation 
and secretion from the wound escape freely, immediate trepanning is re- 
quired. Ifa piece of bone completely cut off, still hang to a flap of 
the soft parts, the latter may be laid down, if there be no splintering, 
with the piece of bone, and union attempted by stitches, sticking plaster, 
and a suitable bandage: the possibility of the union of such pieces of bone 
is proved by experience. But if the flaps be already swollen, or the piece 
of bone cannot, as in most cases, be closely applied, it is advisable to 
remove it, and then to unite the flap. 


[HENNEN mentions that in some sabre cuts “inflicted by our own and the French 
dragoons in Spain and Belgium, sections of the scalp, crantum, and even of the brain, 
were frequently made, and in many instances were successfully treated by simply laying 
the parts together.” (p. 282.) And the same may also happen in the more severe and 
irregular fractures produced by balls, of which he mentions a preparation, where “a 
large part of the frontal bone, nearly four inches in circumference, including the super- 
ciliary ridge and subjacent frontal sinus, is carried outward and overlaps the temporal 
fossa: the bony union is nearly complete ; while a musket ball is lodged deep in the 
anterior lobe of the brain. The man died two months after the accident.” (p. 295.) 
The union of such slices of the skull is by no means uncommon, as almost every patho- 
logical museum amply proves.—4J. F. S. 
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Upon this subject THomson observes :—“ In some of the wounds in which the head 
had been struck obliquely by the sabre, portions of the cranium had been removed 
without the brain appearing to have sustained much injury. In one case of this kind, 
where a considerable portion of the upper part of the occipital bone along with the dura 
mater had been removed, a tendency to protrusion of the brain took place during an 
attack of inflammation ; a slight degree of stupor, with loss of memory occurred: but 
on the inflammatory state having been subdued, the brain sunk to its former level, the 
stupor went off, and the memory returned. It seems probable that when the brain pro- 
trudes in cases of this kind, a disposition to the formation of fungus may be given; but 
in the instances which I have seen this protrusion occur, it has appeared to me to pro- 
ceed from causes very different from those by which fungus is usually produced. We 
had frequent opportunities of seeing the upper and the lateral parts of the cerebrum 
exposed by sabre wounds ; but in no case, except that which I have mentioned, did any 
tendency to protrusion of the brain present itself to our notice. In a remarkable sabre 
cut in the nape of the neck of a Frenchman in the Corderie, more than an inch in breadth 
of the inferior part of the left lobe of the cerebellum had been exposed, and was seen 
pulsating for a period of eight weeks, without any tendency to protrusion having takea 
place. This exposure was unaccompanied by any particular constitutional affection ; 
but, like several others who had received deep cuts on the back part of the neck, this 
man complained of great feebleness in the lower extremities.” (pp. 50, 1.)] 


390. Fractures of the Skull (Fracture Cranii) vary, according as 
the separation of the bones is slight or the edges are wider apart; in the 
former case they are called Clefts or Fissures ( Fissure.) ‘These may pene- 
trate either only through the external table, or also through the inner ; 
or the inner table alone may have sprung off. Their direction is various ; 
straight, jagged, or sometimes both at once, and soon. They occur either 
at the place where the external violence has acted, or far from it, and are 
then called Counter-Clefts (Contra-Fissure) and Counter-Fractures 
( Contra-Fracture.) The more brittle and fragile are the bones of the skull, 
the more readily do fractures occur, and because the thickness of the bones 
is unequal at different parts, counter-fractures are produced. Fracture of 
the inner table happens only at those parts where the two tables are sepa- 
rated by dzploé, and where the external is thicker than the internal. 
Fractures of the skull occur the more easily as the bones are thinner and 
more compact, and have less diploé; they are, therefore, most common in 
old, and less frequent in young persons. 

[It may be observed, that no symptoms are here mentioned as indicating the existence 
of fissure or fracture of the skull, nor indeed are any produced from such injuries. Upon 
this point Porr well observes :—“ The symptoms just mentioned (vomiting, giddiness, 
loss of sense, speech, and voluntary motion, bleeding at the ears, nose, mouth, &c.) do 
very frequently accompany a broken skull; but they are not produced by the breach 
made in the bone, nor do they indicate such breach to have been made. ‘They proceed 
from an affection of the brain, or from injury done to some of the parts within the 
cranium, independent of any ill which the bones composing it may have sustained. ‘They 
are occasioned by violence offered to the contents of the head in general; are quite inde- 
pendent of the mere breach made in the bone; and either do or do not accompany frac- 
ture, as such fracture may happen to be or not to be complicated with such other ills. 
They are frequently produced by extravasations of blood or serum, upon or between the 
membranes of the brain, or by shocks or concussions of its substance, in cases where the 
skull is perfectly intire and unhurt. On the other hand, the bones of the skull are 
sometimes cracked, broken, nay, even depressed, and the patient suffers none of these 
symptoms. In short, as the breach made in the bone is not, nor can be, the cause of 
such complaints, they ought not to be attributed to it, and that for reasons which are by 
no means merely speculative.” (pp. 132, 33.)] 

391. If in fracture of the skull, its coverings be not injured, and the 
edges of the fracture be not separated, the fracture cannot be discovered 
by the touch; it frequently can only, with more or less probability, be 
presumed, according to the violence with which the force has operated. 
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If there be a wound and the bone be bared, the cleft is distinguishable, as 
most commonly blood oozes out of it, when it has been sponged, which 
distinguishes it from the natural grooves in the bones of the skull; also 
if the pericranium over the cleft and fracture be separated, the irregula- 
rities may be perceived with the finger and with the probe, and with a 
very thin probe the depth of the fracture may be measured. Bleeding 
from the nose, mouth, and ears, are not always decided signs of frac- 
ture of the skull (1). A knowledge of counter-fractures is quite un- 
certain; only when extensive can they, perhaps, be traced through the 
external coverings, or if these be changed in appearance, they may be 
suspected (2). 

[(1) Bleeding from the ears, in injury of the head, is of not unfrequent occurrence, 
and although generally accompanying fracture through the base of the skull, is not 
always present; and when it occurs, it is not to be considered as a decided mark of that 
fracture; at least a patient may recover, with few or without any symptoms of injury to 
the head, when it takes place even to the extent of a pint of blood; an instance of which 
I have had under my care within the last three or four years. Itis, however, a symptom 
not to be thought little of, as it so frequently accompanies serious mischief. Bleeding 
from the mouth, in fractured base of the skull, is rare; I have not seen it above two or 
three times, 

(2) Iam not aware of a single instance in which it could be certainly determined prior 
to death that a fissure at the base existed; but I have known frequent examples of its 
' presumed existence being disproved on examination of the head after death, as well as 
many in-which it was found when not anticipated.—J. F. S.] 


392. Every fracture of the skull proves that it has suffered severe 
violence. ‘The external appearance of injury to the bone is not always 
proportionate to its danger; as, from the condition of the external wound 
of the bone, the internal state of the parts cannot be decided on. The 
peculiar brittleness and glass-like state of the internal table of the skull, 
is the cause of its not breaking in the direction and to the extent of the 
external fracture, but that the fracture always radiates, that it most com- 
monly splits, and that the dura mater is thereby more or less separated and 
injured. The violence most commonly causes bruising of the diploé, and 
other changes in the interior of the skull. On these grounds, it is held that 
in most cases, clefts and fractures of the skull may produce, either at once 
or at a shorter or longer period after the injury, irritation of the membranes 
of the brain, and of the brain itself, extravasation of blood or pus, and de- 
struction of the bone ; and that, therefore, fractures of the skull and penetrat- 
ing clefts require trepanning, although no symptoms of pressure or of irrita- 
tion of the brain be present. If clefts and fractures of the skull be considered 
as conditions free from danger, and if trepanning be restricted merely to 
those cases in which, with other accompanying injuries, symptoms of irri- 
tation and pressure of the brain occur at once, or come on later, so, in most 
cases, the result will be unsatisfactory if the trepanning be delayed till the 
consecutive symptoms have occurred, as the diseased changes within the skull 
will have already advanced to a considerable extent. ; 

[GUTHRIE makes some very good remarks on fracture of the internal table of the 
skull, resulting from the blow of a sword, hatchet, or other clean-cutting instrument. 
“‘ When the sword or axe” says he, “ has penetrated as far as, or through the internal table, 
the case is of a much more serious nature, for this part will be broken almost always to 
a greater extent than the outer table, and will be separated from it and driven into the 
membranes, if not into the substance of the brain itself; the surface of the bone show- 
ing merely a separation of the edges of the cut made into it. These cases should be 


all carefully examined. The length of the wound on the top or side, or any part of 
the head which is curved and not flat, will readily show to what depth the sword or axe 
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has penetrated. A blunt or flat-ended probe should in such cases be carefully passed 
into the wound, and being gently pressed against one of the cut edges of the bone, its 
thickness may be measured, and the presence or absence of the inner table may thus be 
ascertained. Ifit should be separated from the diploé, the continued but careful inser- 
tion of the probe will detect it deeper in the wound ; a further careful investigation will 
show the extent in length of this separation, although not in width; and will inall pro- 
bability satisfy the surgeon that those portions of bone which have thus been broken 
and driven in, are sticking in or irritating the brain. In many such cases there has 
not been more than a momentary stunning felt by the patient; he says he is free from 
symptoms, that he is not much hurt, and is satisfied he shall be well in a few days.” 


(p. 86.)] 

393. According to the result of close observation and experience, the 
dangers of clefts and fractures of the skull are in this respect exaggerated. 
They are very different, according to the degree of violence by which they 
are produced, according to the condition of the bones of the skull and 
the other injuries and affections of the brain which may be connected with 
them. They frequently occur as simple injuries of bone, without splinter- 
ing or separation of the dura mater, without further and irregular radiation 
of the internal table, and they heal by simple treatment of the wound and 
strict antiphlogistic remedies, repeated blood-letting, purgatives, and cold 
applications. It is therefore not advisable, with the mere object of dis- 
covering some cleft or fracture of the skull, to cut into the soft parts, if 
no other circumstances require it. Ifthe fracture of the skull be accom- 
panied with much splintering, as in starred fractures and so on, and the 
splinters which irritate and injure the dura mater cannot be removed, or 
if symptoms of extravasation and pressure of the brain be present, and 
the edges of the bone be so close that the extravasation cannot escape, 
then trepanning is requisite. 

[CHELIUs’s views on this important point are extremely correct; it is quite time 
enough to make cuts through the scalp and trephine the skull when symptoms have oc- 
curred: it should never be thought of otherwise. The less done as regards meddling 
with fractures of the skull, the better; they never should be interfered with except 
compression be present.—J. F. S.] 

394. If in fracture of the skull one edge of the bone sink inwards, it is 
called Fracture of the Skull with impression (Fractura Cranit cum im- 
pressione.) In indented skull-bones, especially in children, indentation is 
possible without fracture (1); just as in persons of middle age, the external 
table may be pressed into the diploé without fracture of the internal 
table (2). The indentation is always discoverable by the touch, and with 
careful examination can always be distinguished from the bump with a 
hard edge (3). Often a whole piece of the skull is broken off and depressed ; 
often is there a starred fracture; often the external table is still whole, 
and the internal sprung. 

Indentations of the skull are nearly always accompanied with severe 
injury of its coverings, with separation of the dura mater, injury of the 
vessels, and extravasation. The effects of indentation of the skull are 
symptoms of pressure on the brain, inflammation of the brain and its mem- 
branes. In rare cases, however, even severe indentations are at first un- 
connected with any bad symptoms; those of pressure and irritation come 
on at a later period. | 

[(1) The extent to which the skull may be indented in children, without symptoms of 
compression, is almost incredible. I remember a case under my friend GREEN some 
years ago, in which a child, about three or four years old, had the skull indented, near 


the upper part of the lambdoidal suture, so deeply that the bowl of a dessert spoon 
would easily lie in it. The child had no symptoms of pressure: little more was done 
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than keeping it quiet and looking after its bowels; it never had a symptom; left the 
house perfectly well, but with the skull indented as at first. 

(2) AstLey Cooper speaks of a “curious fracture of the skull which occasionally 
happens over the frontal sinuses. When the fracture is simple, if the nose be blown, 
the air escapes through the opening in the bone into the cellular membrane under the 
skin, and renders the forehead emphysematous. If, on the other hand, the fracture be 
compound, upon blowing the nose the air rushes through the wound, so that, in either 
case the nature of the accident may be easily ascertained.” (p. 296.) This is a very rare 
accident. I have only once seen an instance of a simple one, and in this the air made 
its way into the cellular tissue beneath the upper eyelids and closed them. No dangerous 
consequences followed the injury. ; 

(3) Care must be taken, especially by young practitioners, in deciding on the existence 
of fracture with depression, when there is no external wound, as the depression is often 
only seeming and not real. Upon this point Asrrey Cooper observes:—“ A person 
receives a blow on the scalp; the parts immediately surrounding the spot where the 
blow was received swell from the extravasation of blood; but at the part on which 
the blow directly fell, the cellular membrane, having been condensed by the injury, 
will not receive the extravasated blood; thus the surrounding parts are considerably 
higher than the middle.” (p. 301.) The exact state of the case can, however, be ascer- 
tained without much difficulty, if the seeming depression originate from the cause just 
mentioned ; firm pressure on the elevated part for a few minutes will diffuse the out- 
poured blood into the surrounding cellular tissue, and the apparent depression will 
disappear ; but if there be actual depression, the pressure of course will not make any 
alteration in the hollow formed by the driving down of the bone.—J.F.S.] 


395. Fractures with impression of the skull always require immediate 
trepanning, although unaccompanied with symptoms of pressure and irrita- 
tion of the brain. These occur earlier or later, and then no benefit is derived 
from the operation The object of trepanning is to raise the inpressed bone, 
to remove the extravasation and the splinters of bone, and to prevent after- 
collections in the cavity of the skull. Trepanning is only superfluous 
when, from the condition of the wound, it is possible to remove carefully 
the splinters or completely broken-off pieces, and to let the extravasation 
escape. It may be hoped in children who have fracture with impression, 
that with proper antiphlogistic curative means, nature will accommodate 
the brain to the pressure, if the indent be not upon a blood sinus, in which 
case it must be at once trepanned. 


[Cuexius does not appear to make any difference in the treatment of simple fracture 
with depression, and of that which is compound or accompanied with wound of the 
scalp; but in both cases, whether symptoms of pressure on the brain do or do not exist, 
immediately proceeds to trephine, and removes the depressed bone. The cases, how- 
ever, require different treatment if the fracture be simple, but if compound the same 
practice is proper for both. If the fracture be simple and unaccompanied with symptoms 
of pressure, no incision is to be made through the scalp upon it, and much less should it 
be trephined. AstLEy Cooper observes on this point:—“If the fracture be simple and 
there be no wound in the scalp, and no symptom of injury to the brain, it would be 
wrong to make an incision into the part, and perform the operation of trephining ; for, 
by making such an incision, you add greatly to the danger of the patient, as you may 
make what was before a simple, a compound fracture, and consequently greatly increase 
the danger of inflammation, which rarely follows fracture with depression, where the 
fracture is simple, but is a very frequent consequence of a compound fracture, which is 
produced by making an incision in the scalp. Never make an incision therefore when 
you can avoid it, or merely because there is a fracture with depression, if there be no 
symptoms of injury to the brain. Even if there be symptoms of injury to the brain, 
and the fracture be simple, do not immediately trepan. Take away blood and purge 
your patient freely, and see how far the symptoms may be the result of concussion of 
the brain, and not of depression. If the symptoms do not yield to depletion, then, and 
not till then, perform the operation of trephining.” (pp. 303, 304.) 

ABERNETHY also holds the same opinion. “It appears very clearly,” says he, “that - 
a slight degree of pressure does not derange the functions of the brain for a limited 
time after its application. That it does not do so at first is very obvious, as persons are 
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often perfectly sensible and free from headach and giddiness immediately after the injury. 
Whether it may not produce such an effect at some remote period, is not so easily deter- 
mined, since this cannot be ascertained but by a continued acquaintance with the persons 
who had received the injuries. All, however, whom I have had an opportunity of 
knowing for any length of time after the accident continued as well as if nothing of the 
kind had ever happened to them. (p. 14.) Though a slight degree of pressure does not 
immediately affect the functions of the brain, yet it may act in another way; it may 
excite inflammation of that organ, as it does of other parts of the body. Its power in 
this respect, however, will probably lessen by the part becoming accustomed to it; and 
the cases on record, where fractures with depression have done well, as well as those of 
recovery from apoplexy, are proofs that the cause which in the first instance was in- 
jurious by its pressure may continue to exist without inconvenience. Such cases ought 
surely to deter surgeons from elevating the bone, in every instance of slight depression, 
since by the operation they must inflict a further injury upon their patients, the conse- 
quence of which it is impossible to estimate. From all therefore I have learned from 
books, as well as from the observations I have made in practice, and from reasoning 
upon the subject, I am disposed to join in opinion with those surgeons who are against 
trephining in slight depressions of the skull, or small extravasations on the dura mater. 
* * * A circumstance, however, frequently occurs that may render the surgeon doubt- 
ful as to what course he ought to pursue ; this happens, when at the same time that the 
skull is slighly depressed, the patient labours under the effects of concussion. * * * As the 
effects of the latter gradually abate, a little delay will enable the surgeon to decide upon 
the nature of the mischief, and take his measures accordingly. Where the patient re- 
tains his faculties, nothing farther is necessary than a continuance of the antiphlogistic 
plan ; and should any inflammation afterwards take place, the same means employed, in 
a degree proportioned to the urgency of the symptoms, will, in most instances, be suc- 
cessful, without elevating the bone.” (p. 21-23.) 

It must not, however, be forgotten, that, although to the teaching of these two great 
masters in Surgery, the almost universal practice, now pursued in this country, of not 
trephining simple fractures of the skull, with depression but without symptoms, must be 
ascribed, yet the practice did not originate with them: for DEAsE appears to me to have 
been the first, who, led by the result of his own observations, broke through the practice 
of trephining in cases of simple fracture of the skull, for fear of inflammation and sup- 
puration of the dura mater, especially laid down by Port, whose practice he for some 
time followed. In his Zntroduction he says:—“I considered those fatal consequences 
too often to proceed from the obstinacy of the patients in not submitting early to the 
necessary evacuations, and their general neglect of keeping to any low regimen; as the 
greater number by far of them were under no apprehension of danger, from a wound un- 
attended by any other disagreeable circumstance, so that until they were seized with 
those symptoms which shewed the suppuration begun, they, for the most part, followed 
their usual employments. I determined, therefore, to persuade such as presented them- 
selves, especially those who had wounds where the cranium was so injured as to make 
me apprehend the dura mater or its vessels suffered, as in those who had simple frac- 
tures, to come into the hospital, informing them of the bad consequences their not com- 
plying would be productive of. All those who fell under my care, in such circumstances, 
from the beginning, I treated in the manner I then thought most likely to prevent any 
future inflammation and suppuration taking place in the brain or its meninges; profuse 
bleeding, purging, severe regimen, &c., were not spared; and all those who had simple 
fractures were immediately trepanned. However, I can assure the reader, the event b 
no means answered my expectation ; for, notwithstanding, fevers, shiverings, and all the 
concomitant symptoms of matter underneath the cranium, succeeded as frequently in ten, 
twelve, or fourteen days, and terminated as fatally as if they were entirely left to nature; 
and such as recovered I could by no means attribute to the treatment, as many in similar 
circumstances did well, without having the least alarming symptoms intervene, although 
they neglected all advice, and some lived very irregularly; and even in such as were 
after seized with symptoms they did not appear earlier or more severe, than in those who 
were treated with the most exact attention. 

“From this I am induced to think that a surgeon who applies the trepan in simple 
fractures, where he has not a strong probability of the detachment of the dura mater, 
extravasation, &c., in order to obviate the consequences of its future inflammation and 
suppuration, subjects his patient to a severe operation, ever more or less dangerous in 
itself, often productive of disagreeable effects, which remain during life, and by no 
means indicated ; and that the good effects of profuse bleeding, in disengaging the parts 
affected, are extremely doubtful.” (p. xxil-xxvi.) 
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If, however, with simple depressed fracture, there be decided symptoms of pressure 
upon the brain, and so marked as to be incapable of confusing with concussion, then an 
operation for their relief should not be delayed. 

When, on the other hand, the fracture is compound, whether symptoms of pressure 
be not or be present, the depressed bone must be at once raised or removed, according 
to circumstances ; “ because,” says AstLEY Coorer, “a compound fracture is followed 
very generally by inflammation of the brain; and it will be of little use to trephine, 
when inflammation is once produced. It might be thought it would be time enough 
to perform this operation when inflammation had appeared ; but this is not the case; 
for if the inflammation comes on, the patient will generally die, whether you trephine 
or not, and you will not arrest its fatal progress by trephining, but the operation will 
add to the danger of increasing the inflammation.” (p. 305.) 

HENNEN, however, does not entirely agree with the necessity for trephining, even 
when there is depression with wound, and in those more severe cases where the injury 
has been consequent on gun-shot; and he mentions two very remarkable instances, in 
which neither was any operation for the removal of the depressed bone performed, nor 
did any symptoms of compression ensue. A soldier received a musket-ball on the 18th 
of June, on the right parietal bone close to the junction of the sagittal and lambdoidal 
sutures, which “ fractured the bone to an extent corresponding with its own size. The 
ball was split into two portions, forming nearly right angles. It was easily removed, 
but from the narrowness of the passage, and from the depth to which the fractured 
portion of bone had been driven into the brain (being exactly an inch and one-fourth 
from the surface of the scalp) no operation was performed on the field; and as no one 
bad symptom occurred in the hospital, I did not allow the wound to be meddled with 
there. I trusted to venesection, a most rigid abstinence, open bowels, and mild easy 
dressings. On the 14th of July or 26th day, the wound was nearly closed without any 
one untoward symptom, and the functions were in every respect natural. In a few 
weeks after the man was discharged cured. In a similar case, where the man survived 
thirteen years, with no other inconvenience than occasional determination to the head 
on hard drinking, a funnel-like depression to the depth of an inch-and-a-half was formed 
in the vertex. Iam in possession of several other instances of a similar kind. We 
have here sufficient proof that there is no absolute necessity for trepanning merely for 
depressed bones from gun-shot, although few would be so hardy as not to remove all 
fragments that came easily and readily away.” (pp. 287, 288.)] 


396. The sutures of the skull may by great violence be separated from 
each other. When this has been discovered by enlarging the wound or 
by proper incisions, and the separation of the sutures is not so great as to 
permit the ready escape of fluid from both sides, trepanning is indicated. 

397. The severity of the violence which produces injury of the skull 
is an important point in determining on its danger, as in injuries caused 
by very great violence nearly always splintering of the bone, separation 
and injury of the dura mater, and so on, occur, which earlier or later 
produce dangerous symptoms ; this is specially the case in gun-shot wounds. 
If in these wounds there be merely injury of the soft parts, laying bare 
the bone, or superficial injury without.splintering, a simple but strict anti- 
phlogistic treatment must be employed. But if they be connected with 
splitting of the bone, if they penetrate into the diploé, if the external table 
be torn off and the internal splintered, or if a piece of bone be impressed, 
then immediate trepanning is required. 

|“ Fractures from gun-shot are almost universally of the compound kind,” says HENNEN? 
“and are rarely unaccompanied with great depression of the skull. The difficulties of 
elevating or extracting the depressed portions of bone beat in upon the brain by gun- 
shot, or the extraneous matter carried into its substance, are often very embarassing ; the 
ball, from the projectile force communicated to it, not only fracturing the bone, but 
hurrying in with it the detached piece or pieces and jamming them under or among 
sound parts; frequently also it lodges among the fractured portions; frequently it im- 
beds itself between the more solid osseous plates, and forms a kind of nidus in the diploé ; 
and sometimes it drives forward into the brain itself, eluding the search of the surgeon, 


and subverting the theories of the physiologist. In the majority of cases a leaden ball is 
either flattened against the bone, or, if it has struck obliquely, it is cut against the 
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unshattered edge of the cranium, and is either simply jagged, or is divided into two or 
more distinct parts, forming with each other various augles, influenced in their acute- 
ness by the projectile force, the distance, obliquity, &c., &c. It not unfrequently happens 
that a perfect division of the ball takes place, and the two distinct masses lodge, or one 
lodges and the other flies off, or else it takes its course through a different set of parts, 
or imbeds itself in a different spot from that where it originally struck. In all these 
cases, the removal of extraneous matters, the extraction of the fractured portions, if 
they lie loose, and the elevation of the depressions, where it can be done without the 
infliction of additional violence, are, of course, the first steps to be taken; but instances 
(particularly on the field) will occur, where this cannot be done. The grand and lead- 
ing point to be kept in view, in all cases, is the great tendency of the brain and its 
membranes to inflammation, the uncertain period at which it may occur, and the very 
doubtful consequences which may succeed its occurrence. So irregular, however, and 
as it were so capricious is nature, that, whilst the slightest causes produce inflammation 
in its most violent and aggravated forms, extensive injuries, fracture, depression, and 
even permanent compression from lodgment of balls, have been followed by no such 
consequences.” (pp. 285, 6.)] 

Dr. CunnincHam of Hailsham relates (a) the case of a lad of fourteen years, who, by 
the bursting of a pistol which he was firing, received its breech in his head. The wound 
was of a circular form, within three lines of the left superciliary ridge, and a correspond- 
ing piece of the frontal bone was driven, without fracturing beyond its edge, or injuring 
the surrounding integument. A table-spoonful of brain had escaped; he was bleeding 
profusely, and ina state of collapse. Careful probing could not reach any foreign body ; 
he was therefore merely kept very quiet, and saturnine lotions applied to the forehead. 
On the following day slight bleeding continued; he had had a convulsion during the 
night. He lies perfectly quiet, says he is in no pain, but sleepy. An aperient was 
given, which freely moved his bowels. On the third day his pulse was not so compres- 
sible, but variable ; the skin hot, and cheeks flushed, but otherwise much the same. 
Puts out his tongue when asked to do so, but answers no questions. The wound is filled 
with coagulum. Cold lead wash and bread poultice applied, and fever-mixture given. 
He was relieved of the feverish symptoms next day, and rather more sensible. In the 
course of a few days the clot was thrown off, and a free discharge of pus followed, which 
gradually lessened, and the wound appeared to heal as fast as possible. His strength 
seemed gradually returning; the pulse became more healthy; he answered questions, 
and could see around him very well. On being asked where he felt pain, he put his 
hand to the back of his head, but would not raise it up. This state continued to the 
twenty-second day, when he appeared rather suddenly to be sinking; on the following 
day he was perfectly comatose, and on the twenty-fourth after the accident he died. 
“On removing the upper part of the cranium the wound of the brain was found to have 
perfectly healed. ‘The dura mater adhered all round the aperture in the skull, which 
had diminished to half its original size, so that at first I began to think my diagnosis 
had been incorrect ; but when I reached the ventricles, I perceived the trace of a foreign 
body; a little further there was a good deal of disorganization from the formation of 
pus, and resting against the occipital bone and over the tentorium lay the breech of the 
pistol, an iron screw weighing nine drachms.” (p. 559.) This isa very interesting case as 
shewing the facility with which a severe wound of the brain may be repaired, as well 
as the time which may be occupied by that process. Its result is that usually occurring 
at a more or less early period after the lodgment of foreign bodies in the skull. 

I recollect AstLEY Cooper used to mention, in his lectures on gun-shot wounds, an 
instance of the lodgment of a ball in the frontal sinuses of a nobleman who was shot in 
a duel. The ball was left, for what reason I do not remember, and it continued quiet 
for some months, after which it irritated the bone, which became carious, and gradually 
made its way through the nostrils, and through the bony palate into the mouth, and in 
making its escape wounded the palatine artery from which there was a free bleeding. 
I think the patient recovered.—. F. s. 

Another, and still more remarkable, instance of the lodgment of a foreign body in the 
frontal sinuses, which subsequently began to make its way out, is mentioned by Dr. 
O’CaLLAGHAN (6). An officer in our Indian army received, by the bursting of his 
fowling-piece, on 22nd Jan. 1828, a circular wound, about an inch in diameter, above 
the nasal process of the frontal bone, the outer table of which was destroyed. He was 
knocked down by the blow, but rose immediately without assistance, and walked toa 
neighbouring cottage, where the wound continued bleeding for several hours, and pro- 
duced faintness approaching to delirium. On the following day, the surrounding parts 

(a) Lancet, 1827-28, vol. ii. (b) Dublin Medical Press, 1845, p. 82. 
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over the right eye were mucheswollen and tender; he had constant pain shooting through 
the forehead, and restlessness, so as to prevent his sleep; pulse 80; mental faculties 
unimpaired. On the 28th he was moved ina palanquin to Badulla. He recovered under 
the most simple treatment; but during the course of his cure there was a constant dis- 
charge of bloody serum mixed with pus from the wound; and pus with bits of bone 
passed from the nostrils. On 29th March he was conveyed to Colombo. Soon after he 
returned to his duty; but in the latter end of the year he was troubled with the protru- 
sion of a metallic body through the palate, and a very offensive discharge, of which, 
however, he was not aware, having lost the sense of smell at the time of the accident. 
In May 1835, the metal had projected so far as to render attempts at its removal, by 
filing it off, feasible ; but the endeavour to do so was productive of such excessive agony 
that it was not persisted in. He continued in much the same state, and died on 25th 
March of the following year, from imprudence in drinking. On examining the head 
after death, the whole of the iron breech of the gun, with the screw attached, weighing 
nearly three ounces, and its length two inches and three-quarters, were found lodged in 
the forehead. The anterior portion of the right hemisphere of the brain rested on the 
flat part of the breech, and separated from it only by a false membrane. ] 


398. What has been already said, in many respects applies to Injuries 
of the Brain and its membranes. 'The dura mater may be wounded or 
torn, either by the injuring instrument or by depression of the piece of 
bone, irritated, pressed, or inflamed by the blood poured out ; or its con- 
nexion with the skull may be disturbed, in which case the vessels connected 
with it are torn; or it may be so. injured by bruising that it inflames, 
suppurates, and so on. The brain may be variously damaged by the 
wounding instrument or by depressed bone ; balls, or other foreign bodies, 
may remain lodged in it; and even entire parts of the brain may be bruised 
or lost. The consequences of concussion are also sometimes observed deep 
in the brain, as well as directly opposite where it has been struck, as proved 
by outpouring of blood and other signs at parts other than those which were 
struck. The mass of the brain may be thereby torn, or be pressed apart by 
the fluid poured out in the brain. These injuries are always extremely 
dangerous. The symptoms which either occur at once, or come on at a 
shorter or longer period, are those of commotion, of inflammation, or pres- 
sure of the brain. 


[“ Perforations of the bone, from bayonet thrusts, are rare and generally fatal,” says 
HENNEN, “ but whenever the patient survives, their mechanical treatment will consist 
merely in extracting spicula of bone, and elevating any depression that may occur. 
Where bayonet or pike thrusts take place in the orbits, temples, or through the roof 
of the mouth, or the occipital foramen into the base of the brain, they are most generally 
fatal; indeed those through the orbit and base of the cranium are almost invariably 
so.” (p. 280.) 

We have in the museum at St. Thomas’s Hospital an example of fatal perforation of 
the orbital plate of the frontal bone, of which AstLEY CooPER gives an account, by a 
girl, aged twelve years, falling on a pair of scissors, the point of which entered between 
the eyelid and the fore part of the globe of the eye; on the scissors being drawn out 
some blood followed; the eyelid fell, and she was unable to raise it; she did not how- 
ever complain much of pain in the orbit, and had no pain in her head. Up to the 
third day “she walked about without fatigue, but then soon tired. On the fourth day 
she was still free from pain, except a little in the eye, but could not see with the other 
eye. She still walked about the room with assistance.” On the fifth day she was out 
in a coach, enjoyed the ride though she could not see, and was in good spirits, but on 
returning home, “ complained of fatigue, and went immediately to bed. At seven in 
the evening she was seized with convulsions in her limbs, and now and then her features 
were distorted. At twelve o’clock that night the convulsions left her, and her senses 
returned, which had been lost during the fit. She now for the first time complained 
of pain in her head, which she said was very violent and attended with a sensation of 
great weight. At nine o’clock on the morning of the sixth day the convulsions returned, 
and continued till her death on the following morning. On opening the cranium, a 
fracture was found in the orbitar process of the os frontis, in which there was a hole 
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large enough to admit the point of the finger. In the dura mater, opposite this, there 
was a corresponding opening, with a portion of bone in it ey between the membrane and 
bone some extravasated blood was collected. In the pia mater and brain there were also 
openings; upon the former there were some purulent appearances, in the latter there was 
an incipient suppuration, with inflammation extending into the ventricle.” (pp. 295, 96). 

GUTHRIE mentions two cases of similar injury. A boy was struck by his play-fellow 
with the end of a thick iron wire, on the right eye, which blackened it. There was no 
external wound ; but, as there was some bloody chemosis at the upper part and inside, 
there was a probability of the wire having penetrated deeply, although the opening could 
not be discovered with the probe. He vomited shortly after, and for two days ate little, 
but did not think himself ill. He was then well purged, and cold water applied. Two 
days after he was complaining of sickness, headache, and pain over the brow, and looked 
ill. It was now suspected that the instrument had penetrated the brain, although the 
ecchymosis was in a great measure gone, and the eye was unaffected. He was bled 
freely from that temple with leeches, and freely purged with calomel and jalap. On the 
evening of the fifth day he was very ill, and delirious and restless all night; on the 
next was stupified; answered with difficulty and incoherently; had a very quick pulse, 
hot and dry skin; some convulsive twitchings of the face and arms; pupils slightly 
obeying a strong light, but not dilated. He was again bled freely; but his breathing 
became difficult ; he fell into a comatose state, and died during the sixth night. The 
iron wire was found to have passed under the upper eyelid, between it and the eye, 
through the posterior part of the orbitar plate of the frontal bone, and into the anterior 
lobe of the brain, which was softened at that part and bedewed with matter. 

A woman was struck on the left eye with a tobacco-pipe. She pulled a piece of the 
pipe, which was sticking in the orbit, from a wound under the lid, between it and the 
upper inner part of the eye, which was uninjured. A probe could be passed some dis- 
tance in the course of the wound. She complained of little but the redness of the eye 
and the bruise. She was bled and purged, and had no symptoms for a week, when she 
complained of having been very ill at night, with nausea, headache, and shivering, hot 
dry skin, very quick pulse, and the upper eyelid paralytic. She was then bled largely, 
and purged freely, but became delirious the same night, and died in two days after first 
complaining of serious illness. Half an inch of the red-waxed end of the pipe had gone 
through the sphenoid bone, by the side of the sella tursica, and lodged in the brain, from 
whence it was removed bedewed with pus, the brain being yellow and softened around 
it. GuTHRIE says he has also seen two similar cases in children, and terminating in 
the same way. (pp. 137, 38.) 

The relation of these cases shows the importance of giving a very cautious opinion as 
to the probable result of thrust wounds into the orbit, when at first there seems little 
expectation of material mischief.—J. F. s. 

A very remarkable instance of recovery from wound of the brain, by a cheese-knife, 
is given by Dr. ConcREVE SELWYN (a) of Cheltenham :—“ W. B., aged four years, whilst 
eating his dinner, in September, 1821, with his plate on a kitchen chair, placed one foot 
on the bar of that, and the other on the bar of another chair close by, and the chairs 
receding from each other, in consequence of the motion given to them, whilst his limbs 
were extended, he fell. The knife, a common cheese-knife, about four and a quarter 
inches long in the blade, and averaging three quarters of an inch broad, entered the 
right orbit nearly horizontally, to the depth of three inches and a quarter, immediately 
beneath the superciliary ridge, and penetrating (through the posterior part of the orbital 
plate of the frontal bone) the substance of the brain, injuring in its course the optic nerve 
and the levator palpebre muscle, or the motor filament supplying it. The father told 
me it required all his force to dislodge the knife from its situation. The hemorrhage 
was very slight. After the removal of the knife some portion of the brain protruded ; 
more was discharged on the eighth day after the injury. He did not sleep for a fort- 
night after the accident, and was delirious during the night. The treatment consisted 
of low diet, little or no medical treatment, and the application of strips of adhesive 
plaster to the wound, which was entirely healed in six weeks. There was never any 
exfoliation of bone.’ He was alive and well seventeen years after, and the following 
is the interesting account of his then condition. ‘The eye shows the globe to be sound 
and healthy in structure, (this is not quite correct, as presently shown,—4J. F s.,) though 
less prominent than the other. Its muscular actions are all regularly performed, except 
that of the m. levator palpebre superioris. The vision is entirely lost in that eye; the 
pupil dilated, and wholly insensible to the stimulus of light. All the senses are perfect 


(a) Lancet, 1827-28, vol. ii. 
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excepting the vision of the injured eye. The memory is very defective. He is incap- 
able of applying to any pursuit requiring mental activity. His disposition is irritable, 
especially after indulging in liquor, or after any unusual stimulus. He has occasional 
pain on the injured side of the forehead, and has once since had typhus fever. His 
bodily health is now good, and he has the free use of his limbs.” (p. 16.)] 


399. In these wounds the first indication always is the careful search 
for and withdrawing of foreign bodies; if they stick fast in the membranes 
of the brain or in the brain itself, an attempt must be made to loosen 
them by a cut, and to draw them out without violence. Balls in the sub- 
stance of the brain are to be discovered by careful probing: if they be 
superficial they may be often withdrawn with a pair of forceps; care, how- 
ever, must be taken that they be not pushed further into the brain (1). 
The head is to be put into such position that the fluids may readily escape, 
by which also the foreign body often moves, so that at a later period it 
can be drawn out. Trepanning is therefore always necessary when the 
given object cannot be attained by the existing wound (2). ‘The dressing, 
should be mild; the wound covered lightly with dry charpie, a compress 
and fastened with the three-cornered head-cloth.. The after-treatment 
must correspond to the degree of inflammation. 


According to A. Cooper (a) pieces of bone penetrating the brain, if symptoms of pres- 
sure do not exist, should not be removed, because thereby, in all probability, extravasa- 
tion would ensue. Brop1iEe (6) recommends that foreign bodies penetrating the brain 
should only be drawn out if it can be done without any fresh wound, and he endeavours 
to support this opinion by cases. 

[(1) HENNEN’s observations upon this point appear to me very important. Hesays :— 
“We would also naturally remove all extraneous bodies within view or reach; but 
before we commence any unguided search after them, we ought seriously to balance the 
injury that we may inflict. I by no means wish to be understood to say, that we ought 
not to endeavour cautiously to follow the course of a ball, when unfortunately it has got 
within the cavity of the cranium. M. Larrey asserts that can be done with safety and 
effect. He informs us that he traced a ball which entered the frontal sinus of a soldier 
during the insurrection at Cairo, by means of an elastic bougie, from the orifice to the 
occipital suture, in the direct course of the longitudinal sinus ; and, by a corresponding 
measurement externally, he was enabled successfully to apply a trepan over it and ex- 
tract it; the patient recovered. M. Percy, on the other hand, gives a fatal instance 
where a ball was absolutely within reach of the forceps, and yet, for want of a sufficient 
opening, and manual dexterity in the operator, it slipped into the brain; and although 
the opening was enlarged by the trepan, it could not be recovered. In the works of some 
of the older authors we meet with cases where epilepsy and various other bad symptoms 
have followed the attempts at extracting arrows and other missiles sticking in the 
brain; and in more modern practice there are many instances where patients have 
lain in a state of apoplectic stertor, with a ball lodged in the brain, for some time, but 
have expired on its removal. One instance of this kind has been reported to me, where 
a soldier died the very moment the ball was extracted. A modern surgeon would be 
severely and justly censured for not at least making a trial; but we are encouraged to 
look for the eventual safety of our patients, when the course or actual site of the ball or 
other body is unknown, by recorded and well-authenticated instances of life being pre- 
served, when they either have not been looked after, or their existence has not been 
suspected. ‘The records of Surgery furnish us with many proofs of metallic and other 
bodies lying for long periods between the cranium and dura mater; but experience 
shows that the extraneous bodies may lie even in the brain itself without producing 
death. I have seen no less than five cases where a ball has lodged in the substance of 
the cerebrum, without immediately producing a fatal event.” (pp. 288, 289.) 

LAwRENCE also mentions an example of a young man who discharged a brace of 
pistols into his mouth. One bullet “was found in the neighbourhood of the jaw, but 
the other was not to be met with at all. Inflammation of one eye took place after the 
accident, the cornea became turbid, and the sight of it was lost.” He lived a fortnight, 
and on examination the other bullet was found to have gone through the orbit, behind | 
the. globe, on the side on which the sight was afterwards lost. It had entered the 


(a) Lectures on Surgery, by TyRrEL1, vol. i. p. 315. (0) Above cited, p. 413. 
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cavity of the cranium, by breaking through the orbital process of the frontal bone, 
going through the anterior part of the brain, and then passing upwards about as far as 
the coronal suture, making a distinct track throughout its course upon the surface of 
the brain. In this instance there was no,one symptom during the fortnight the patient 
lived that could have led one to saoccemtes any injury whatever had happened to the 
brain.” (p..523.) 

(2) As in wound of the dura mater much danger is to be dreaded from the extension 
of the inflammation to and throughout the serous arachnoid membrane by which it is 
lined, the younger Cxine advised that a puncture should be forthwith made through the 
arachnoid and pia mater into the surface of the brain, for the purpose of exciting amore 
active and immediate inflammation, by which the general serous cavity might at once 
be shut off from the wound that he thus hoped to cireumscribe. I once saw him adopt 
this practice, but the patient died; the injury he had received, upon examination after 
death, showing itself to have béen beyond remedy. AstLEY Cooper also recommended 
this treatment, but without acknowledging at whose suggestion.—J. F. S.] 


400. When good suppuration takes place, a nourishing diet and con- 
stantly dry dressings are advisable. If the suppuration be bad and thin, if 
fresh symptoms of inflammation arise, there is probably some splinter, which 
it must be attempted to remove; or the pus may not flow freely, in which 
case it may be necessary to enlarge the opening in the bone by trepanning. 
Ifan abscess form in the brain, it must be opened with a lancet (1). If the 
patient be weak, the suppuration bad, or the wound itself gangrenous, 
strengthening remedies must be used, especially bark, and it must be bound 
up with astringent remedies, as lime water, decoction of bark or of elm bark, 
with tincture of myrrh, with digestive salves and the like. Ifa portion of the 
brain be entirely spoiled, it must be taken away. Loose pieces of bone must 
be carefully withdrawn. ‘The dressings should be changed each time as 
quickly as possible, so that the wound be not long exposed to the air; care 
must also be taken that the air surrounding the patient should not be foul. 

[(1) If there be any sufficient guide to the situation of the abscess, I do not see any 
objection to making a cut through the brain to it; but to ascertain this is always very 
difficult and generally impossible, as it by no means follows that the abscess is imme- 
diately opposite the part where the blow has been received. The case which GuTHRIE 

quotes from La PEYRONIE (a) appears to be merely a simple circumscribed collection 
of pus beneath the dura mater, which, as its quantity increased, enlarged its cavity at 
the expense of the brain, so that it was presumed to have attained the size of a hen’s 
egg, and to have descended to the corpus callosum. It was immediately emptied by 
puncturing the dura mater. 

DupuyTREn’s case (b) is, however, an abscess in the substance of the brain. A young 
man was wounded on the head with a knife; the wound healed, leaving only a little 
pain, which occasionally came on about the scar. Some years after he was brought to 
the Hotel-Dieu, in a state of stupefaction, with which he had been suddenly seized. An 
incision through the scar exposed the point of the knife sticking in the bone, the removal 
of which gave no relief. The trephine was also applied without benefit. The paralysis 
continuing on the side opposite to that on which the wound had been received, it was 
determined to open the dura mater, and plunge a knife into the brain, which evacuated 
a large quantity of pus. The paralysis ceased that night; he recovered his speech, 
became sensible, and entirely though gradually recovered. | 


401. Foreign bodies often remain in the brain with different con- 
sequences. Sometimes they do not give rise to the slightest symptom 
through the whole of life; sometimes merely pain is produced when the 
head is placed in a certain position; sometimes they cause cramps, and 
epileptic fits ; often sudden coma, convulsions, and death. 

[Numerous examples are given of foreign bodies lodged in the substance of the 
brain, and producing symptoms of less or greater severity ; but in the greater number it 
will be found, that after a few months they die either suddenly, or from some inflamma- 


(a) Sur la partie du Cerveau ot Ame exerce ses fonctions; in Hist. de l’Acad. des Sciences, 1744, p. 199. 
(6) Lancette Francaise, 14th Oct. 1830. 
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tory attack of the brain. If therefore they remain quiet during life, it may be pre- 
sumed that they assist in shortening it. 

A very remarkable instance is mentioned by LanGier (a) of a seven-drachm ball re- 
maining for eighteen months in the brain, enveloped in a sort of membranous covering 
attached to the dura mater, and which contained pus. ] 


A.—OF INFLAMMATION OF THE BRAIN AND ITS MEMBRANES. 


402. Inflammation of the Brain (Encephalitis) may occur in every in- 
jury of the head ; and its causes are, the operation of external violence, the 
splintering and indenting of bone, injury of the brain and its membranes, 
violent separation of the dura mater from the skull, bruising of the diploé, 
collections of matter under the tendinous aponeurosis, and so on. Inflam- 
mation arises either soon or later after the injury, and is severe, quick in 
its course, or slow. Its appearances are various, according as the in- 
flammation proceeds from the dura mater or from the brain itself, and as 
it passes from one structure to the other. Its usual termination, when it 
does not disperse, is suppuration. 

403. Acute Inflammation of the Dura Mater (Meningitis traumatica 
acuta) appears most commonly from the third to the fifth day ; the patient 
complains of severe, oppressive head-ache, which spreads from the injured 
part over the whole head ; the warmth of the head is increased, the pulse 
small, compressed and rather hard; the patient is heavy, difficult to rouse, 
his ideas become unconnected, quiet delirium comes on; and lastly, when 
the inflammation proceeds to suppuration, the patient falls into a continued 
state of stupefaction from which he cannot be easily roused: convulsions 
come on, continued shivering, irregular pulse, the pupils are wide and 
fixed, the breathing snoring and slow ; the sphincters are paralysed and the 
patient dies. On dissection the dura mater is found reddened, covered 
with exudation, separated from the inside of the skull, pus between it and 
the bone, and at this part the dura mater often gangrenous. 

404. Chronic Inflammation of the Dura Mater, which in injuries com~ 
mences only after a long space of time, often after seven or fourteen days, 
often after a month, begins with headache, with mental and bodily de- 
pression, heaviness, unsteady walk, gastric symptoms, quick pulse, and in 
its further course a circumscribed painful swelling of the coverings of 
the skull commonly arises at the place of the injury, or if there be a wound 
it becomes pale, and secretes a thin sanious fluid, which sticks fast to the 
bandages. The pertecranium separates around the wound, and the inflam- 
mation soon runs into exudation of a yellowish ichorous purulent fluid, 
which collects either between the skull and the dura mater, or between 
the latter and the surface of the brain. (par. 386.) 

[AstTLEy CooPER mentions the case of a woman who had this chronic inflammation ~ 
of the dura mater, which terminated in suppuration and caries of the bone above it. 
She had fallen upon her forehead againsta chest of drawers, which produced a small 
wound and great contusion: but she got well, excepting some pain and a sense of 
weight in the head, which continued to increase, became very severe, and at the end of 
eight months she was attacked with epilepsy. She had then a purulent discharge from 
the nose and ears, which relieved her; but it ceased after three days, and she was as 
bad as ever. This occurred again and again. But she got worse, lost her appetite, had 
very distressing pain in the head, especially at the part where the blow had been re- 


ceived, which was increased by pressure. She slept but little, became very irritable, and 
was often convulsed on the slightest disturbance. At last she was quite comatose, and - 


(a) Bulletin de la Faculté de Médecine, No. 19.—1812. 
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then Brrcu of St.'Thomas’s, whose patient she was, cut through the scalp, but did not 
observe any disease in the pericranium or bone. The discharge from the wound at 
first afforded some relief; but it became fetid, the pericranium separated, the bone was 
carious, and an aperture in it allowed the passage of pus at every pulsation of the 
brain. A trephine was therefore applied to render its escape more ready ; and, on the 
removal of the bone, the dura mater was found inflamed and gangrenous. She died next 
day, about nineteen months after the accident. (p. 326-28.) 

I have seen several cases of this chronic inflammation, which is always a very 
serious disease, and very difficult of control; often indeed entirely unmanageable. The 
' patient goes on slowly from bad to worse, sometimes with intervals of improvement, 
sometimes without, and will frequently live in a state of constant suffering for many 
months.—J. F. 8.] 


405. Acute Inflammation of the Brain (Encephalitis acuta traumatica) 
begins immediately after the injury, with severe, constant, increasing pain 
in the head, uneasiness, sleeplessness ; the eyes are red, intolerant of light, 
the pupils contracted, countenance red, the carotids beat actively, the head 
is hot, the pulse full, hard, and vibrating. Contractions of the muscles of 
the face, and of the whole body, and severe violent delirium ensue. If the 
inflammation do not subside, it may be fatal by its severity, by the gorging 
of the brain with blood, and paralysing of the brain thereby ; or it goes on 
to suppuration ; symptoms of pressure on the brain, constant sleepiness, but 
often broken by delirium, and all the above-described symptoms (par. 403) 
come on, and death ensues. On dissection, the brain is found full of blood, 
its medullary part reddened, and, when cut through, a quantity of bloody 
points, and even extravasated blood ; collections of pus may also be noticed 
at various parts on the surface of the brain, or in its substance. 

406. Chronic Inflammation of the Brain (Encephalitis chronica trau- 
matica) frequently comes on very late; its symptoms are commonly de- 
ceptive, and, at the first, easily overlooked; often showing intermission or 
remission. Bodily and mental depression, continued headache, febrile 
shiverings, and the like occur for a shorter or longer time; and with the 
passing of the inflammation into suppuration, the disturbance of the brain 
becomes greater, or symptoms of compression come on. Examination after 
death shows either a defined or diffused collection of pus in the substance, 
or on the surface, of the brain (1). 

[(1) Itis quite impossible to determine the length of time which abscess in the brain has 
existed before it produces symptoms, as its only indications are the symptoms of com- 
pression, which come on two or three, or three or four days previous to death. The 
size of the abscess often leads to the belief that it cannot have been formed in the few 
days during which symptoms have existed ; and its situation seems to have material 
influence on the appearance of the symptoms, proportionate to the importance of the 
part of the brain immediately compressed. Thus a large abscess may exist in the upper 
parts of the brain, which probably has occupied some time in its formation, yet symp- 
toms of pressure appear only two or three days before death. Whilst, on the contrary, 
a smaller, or even a small abscess at the base of the brain, or near the origin of the 
nerves will produce symptoms, probably at any earlier period, which are more decided 
and severe. Hence though it is customary to speak of death from abscess in the brain, 
at various periods after the reception of an injury, it must not be supposed that the 
abscess has existed during any very considerable portion of that time, though it has 
probably commenced its formation much before its existence was suspected. 

Sometimes the abscess in the brain appears to be sympathetic, with irritation and 
suppuration of the dura mater ; a good example of which is presented by the following 
Case under the care of my friend GREEN (a):—A boy, aged twelve years, was admitted 
into St. Thomas’s Hospital, Oct, 26, 1827, having ten weeks previously received a blow 
on the forehead, followed by abscess, from which several ounces of pus were discharged 
by puncture; and he recovered. Three weeks before his admission he had an epileptic 


(a) Lancet, 1827-28, vol. i. p. 687, 88. 
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fit, which was followed by incomplete paralysis of the left side. His limbs were shrunk ; 
his face pale, his eye peculiarly wild, his countenance peevish and anxious. He was 
restless and irritable, and when spoken to he would only scream out, “my head aches,” 
putting his hand at the same time to his forehead. The scalp was hot, but the surface 
generally cool; the pupils especially the right, much dilated ; pulse small and 120. He 
could not move either of the left limbs; the motions were very fetid, and passed in- 
voluntarily, as did also the urine. He pointed to what he wanted, rather than asked 
for it. His head was ordered to be shaved; leeches and cold lotion to be applied. Chalk 


mixture to check the action of his bowels, and a drachm of mercurial ointment to be 


rubbed in nightly. The leeches were repeated on the next day. ov. 2.—The pain 
in the head still severe; but he moves his left side more freely. On the 5th his gums 
were affected by the mercury; the headache only at intervals, and the heat of the scalp 
diminished ; a blister was put on the occiput. A week after he was capable of retaining 
both stools and urine, and the powers of motion were improved ; but the headache was 
very severe; the pupils dilated and insensible to light; pulse still quick and small, and 
the surface quickly cooling when exposed. The mercurial friction was now left off. 
Another blister was applied in the course of the week, and on the 19th he was ordered 
dec. cinch. 3jss. acid. mur. qviij. t.d. A puffiness soon after began to appear above the 
cicatrix, and extended to the left eyelid; and on the 26th distinct fluctuation being felt, 
a lancet was passed into it, and blood flowed freely, as from opening a vein, without any 
pus, but after a minute ceased spontaneously. A deeper wound was then made, and 
about half-an-ounce of cheesy matter escaped. A poultice was applied, and a dose of 
calomel given. A slight discharge of pus followed, but in three or four days the wound 
healed. He continued still very irritable ; but the headache varied, and when most violent 
the pupils were dilated. On the 18th Dec. pus was again discharged from the forehead, 
and also at the left angle of the jaw; the bowels were much relaxed; he gradually 
sunk and died on the 31st. Examination.—The scalp was found to form the front 
boundary of the frontal sinuses, their external table being entirely absorbed ; but there 
was little pus. The inner table was almost perforated in many places, and completely 
in one, but there was not any pus between it and the dura mater, which was vascular, 
especially over the sinuses. The longitudinal sinus was full of pus, and lined with or- 
ganised lymph; both the lateral, the inferior longitudinal, and inferior petrosal sinuses 
were also distended with pus; in the right lateral was a hard plug of lymph at the part 
where it turned to the temporal bone, and the left was filled with lymph to the lacerated 
hole; the orifices of many of the veins into the longitudinal sinus, and to some distance 
from it, were filled with pus: the pia mater was loaded with blood. A small abscess 
was on the surface of the right hemisphere, near to the longitudinal sinus, but not com- 
municating with it. In the left lobe of the cerebellum was a large abscess. There 
were also abscesses in the lungs, one in the left kidney, and a few small ulcers on the 
mucous membrane of the ileum and colon. 

Procuaska (a) has also mentioned a similar case of a boy struck on the head by the 
handle of a winch, whilst drawing water from a well. He received a slight wound, 
which soon healed; but he suffered much headache, became dull and heavy, and after 
some weeks was attacked occasionally with convulsions of the whole body, which 
ceased spontaneously. Rather more than four months after he fell suddenly into the 
same state, and was brought to the hospital in that condition a week after. Under treat- 
ment he began to recover the use of the paralytic hand and foot, and both to see and 
talk better. After some days, a soft, fluctuating swelling, without pain or redness, ap- 
peared on the forehead, where the blow had been received, and, when cut into, a large 


quantity of black half-coagulated blood was discharged, and the frontal bone felt rough to — 


the finger. At every daily dressing there was a free discharge of similar blood. Soon 
after he had very severe bleeding from the nose, which relieved the headache ; it re- 
curred every day till the fourth, on the morning of which he sunk into a deep sleep, 
broken only by convulsions, and in the evening he died. 

The examination showed the frontal bone rough and porous opposite the swelling ; 
the vessels of the dura mater were loaded with blood, and pressure upon the longitudinal 
sinus caused the blood to flow through the porous frontal bone, the sinus itself having 
several openings into the diploé, behind the injured part of the bone through which the 
blood passed. On the upper part of the left hemisphere the dura mater adhered so firmly 
to the brain, that they could not be separated without tearing. The cortical part of the 
brain was here very thin; the convolutions had nearly disappeared ; and beneath it was 
a large oval swelling, hard but fluctuating, over the left ventricle, extending throughout 


the whole hemisphere, and occupying ‘two-thirds of the transverse extent of the skull, © 


(a) Observationes Pathologice, sect. iv. Cas. tert.; in Opera Minora. Vienne, 1800. 
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so that it thrust the falx much to the right, and compressed the right hemisphere. The 
cavity of the left ventricle was almost entirely destroyed ; the left striated body flat- 
tened, and the optic bed, septum lucidum, corpus callosum, and junction of the optic 
nerves were driven much to the right. The size of the right ventricle was diminished, 
and it contained little fluid. The medullary substance was very soft around the swelling, 
so that the latter, which was distinctly encysted, and contained much pus, was readily 
turned out of it with the finger. In the right hemisphere the medullary matter was 
very firm. ] 

407. The symptoms and course of traumatic inflammation of the brain 
and its membranes may be variously modified, by the simultaneous attack 
of both brain and membranes, by the occurrence of inflammation in exist- 
ing pressure of the brain from depressed bone, or by previous concussion 
of the brain. 

408. The prognosis of inflammation of the brain depends upon the pos- 
sibility of removing its causes. If the inflammation continue, it runs on 
to suppuration, and then upon the seat and extent of the collection of 
pus depends whether it can be removed or not. It is, therefore, the first 
duty of the Surgeon to examine closely the part of the head on which the 
external violence has acted, and if splinters, indents, and so on be present, 
they must be removed according to the rules laid down. 

409. The inflammation requires the strictest antiphlogistic treatment, 
bleeding from the arm, in the jugular vein, leeches to the head, to the 
neck, of which the bleeding should be kept up for from twelve to twenty- 
four hours, by the repeated application of the leeches ; internally, antiphlo- 
gistic purgatives, calomel in smart doses (1), and especially the continual 
application of ice or of ScamucKER’s solution, (four ounces of nitrate of 
potash, two ounces of muriate of ammonia, a pint of vinegar, and ten pints 
of water,) no remedies being so efficient as cold fomentations to prevent 
inflammation. They must, therefore, as well as the prophylactic bleedings, 
be from the first employed in every injury of the head in which inflamma- 
tion of the brain is to be feared (2). 

[(1) In the treatment of inflammation of the brain or its membranes, the principal reli- 
ance is to be placed on the use of mercury, till it produces ptyalism ; soon after the appear- 
ance of which the symptoms begin to be less severe, and therefore the more quickly the 
constitution can be affected, the more favourable may be the expected results. On this 
account the calomel should be given in two-grain doses, every eight, six, or even four 
hours, according to the severity of the symptoms, and even rubbing in mercurial oint- 
ment may be also employed twice or thrice a day. So soon as the mercurial fetor of the 
breath is observed, and the gums begin to separate from the teeth, it will be seen that 
the constitution is beginning to be laid hold of by the mercury, and then the quantity 
given or rubbed in must be diminished to that only which is sufficient to keep up the 
mercurial action. 

(2) After free evacuations of blood, which I think are most effectual when local, by 


cupping on the nape, temples, or behind the ears, a large blister over the whole scalp, or 
on the nape, if the scalp be wounded, is often extremely beneficial.—J. F. 8.] 


410. If, with this treatment persisted in with sufficient energy, and for 
proper length of time, the symptoms of gorging and inflammation of the 
brain continue undiminished, or rather if they gradually increase, especially 
when the bared bone shews a grayish colour and change in its texture, 
trepanning must be had recourse to. In this case it is probable that some 
cause, as a splinter or extravasated blood, exists within the skull, which 
keeps up the inflammation, and renders all treatment useless, but may be 
found out and removed by trepanning. 

411. If the symptoms of suppuration have already appeared, the prog- 
nosis is very unsatisfactory indeed ; there is, however, the simple possibility 
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of rescuing the patient by the speedy application of the trepan upon the spot 
where he first suffered the inflammatory pain. Generally, however, in these 
cases, if the suppuration be much extended, the trepan must be applied in 
several places, the dura mater, the surface of the brain itself cut into, if 
pus be collected beneath it. Trepanning, however, can in any possible 
way only be useful when the pus is found circumscribed between the skull 
and dura mater. In outpourings over the surface of the brain, it is useless 
and in collections of pus within the substance of the brain itself, even after 
the dura mater has been cut into, the seat of the pus cannot be well deter- 
mined. Many observations, however, show satisfactory results even in such 
extreme cases. 

The cases of LA Peyronie and DupuyTREN, in which abscess in the brain was punc- 
tured, have been already noticed. (par. 400, note.) 

In reference to abscesses in the brain found on dissection, and the opening of which 
have confirmed their position, see La PrYRONIE (a), Roux (6), VELPEAU (c). 

412. Everything depends on averting the slow insidious inflammation of 
the brain which occurs at a later period. In every injury of the head, 
the patient is therefore to be closely watched, the antiphlogistic treat- 
ment, and especially the cold fomentations to be long persisted in, and the 
proper relief of the bowels attended to. If the symptoms already men- 
tioned (par. 386) exist, the patient can only be saved, if the suppuration be 
confined upon the dura mater, by a slight cut in the swelling there formed, 
and by trepanning. But if the outpoured pus overspread the greater part 
of the dura mater or of the brain, every kind of treatment is generally 
useless. 

413. It must, however, be remembered that oftentimes symptoms re- 
sembling those of inflammation of the brain arise from bilious and other 
impurities in the bowels, which can only be relieved by vomiting and 


purging. 


B.—OF PRESSURE ON THE BRAIN. 


414. Pressure of the Brain (Compressio Cerebri, Lat.; Druck des 
Gehirnes, Germ.; Compression du Cerveau, Fr.) may be produced by 
outpouring of blood, lymph, or pus, within the cavity of the skull; by 
depression of pieces of bone or by foreign bodies which have penetrated 
within the skull. 

The general symptoms of pressure of the brain vary according to the 
degree of pressure. In a slight case the patient feels a dull headache, 
faintness, singing in the ears, dimness of sight, wide pupils, difficult volun- 
tary motions, deafness, loss of memory. In a more severe degree, he lies — 
in a deep sleep, from which he cannot be waked, his breathing is snoring (1) 
and difficult; the pulse full, hard, and irregular; the pupils wide, and the 
eyes fixed; there is palsy, convulsions, involuntary discharge of the stools 
and urine, a peculiar stiffness of the neck, as if the head were nailed to the 
trunk ; not unfrequently bleeding from the nose and ears, and high fever 
are present. In the greatest degree the patient dies apoplectic. 

[(1) Gururie makes some very good observations on the uncertainty of snoring as a 
symptom of compression ; and also mentions a peculiar whiff or puff at the corner of the 


mouth, which I have often seen, and do not think is to be considered a special symptom 
of injured brain. <‘‘Stertorous breathing,” says he, “ has always been considered a sign 


(a) Memoires de l’Académie de Chirurgie, vol. i. (6) Archives Générales de Médecine, vol. xxiv. p. 81. 
p: 319. c) Above cited, p. 85. 
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of extravasation causing compression of the brain; I have, however, seen many cases of 
slight extravasation, with partial loss of power of one half of the body, accompanied by 
great numbness, without any stertor in breathing ; although I have never seen a well- 
marked case of large extravasation without it, or another peculiarity of breathing which 
is less thought of, although an equally characteristic and dangerous sign of such mischief 
having taken place, when it is permanent; I allude to a peculiar whiff or puff from the 
corner of the mouth, as if the patient were smoking, and which, when observed among 
other urgent symptoms, is usually followed by death. Stertorous breathing, and the 
whiff or puff at the corner of the mouth, are presumed to indicate an injury to the cere- 
bro-spinal axis as well as to the cerebrum; but whether the injury is direct or indirect 
is uncertain, although it is frequently accompanied by extravasation or laceration. When 
the breathing is only oppressed, or laboured, or heavy, neither extravasation nor lesion 
to any extent can in general be discovered after death.” (p. 17.)] 


415. The following general circumstances point out the causes of pres- 
sure of the brain. In fracture of the skull with impression, the surgeon 
discovers it by the sight and touch. In extravasation of the blood, the 
symptoms appear most commonly some time, some minutes or hours, after 
the injury. When the extravasation at once produces symptoms it is 
generally fatal. The seat of the extravasation may be between the dura 
mater and the skull, beneath the dura mater, under the pia mater, in the 
substance of the brain, in the ventricles, or on several other places at once, 
but no definite symptoms mark the particular spot. Only in extravasation 
of blood between the skull and the dura mater is the pericranium always 
less attached, and in trepanning the bone does not bleed, so that even from 
the very onset of the extravasation its existence may be determined by that 
circumstance. In elderly persons, however, these signs are less certain. 
Serous or purulent extravasation always takes place some time after the pre- 
vious accident, after symptoms of irritation, inflammation, or concussion 
have come on. If the extravasation be between the dura mater and the 
skull, a circumscribed swelling is produced externally by the separation of 
the pericranium. (par. 386.) 

416. The prognosis of pressure on the brain depends on its degree, its 
causes on the accompanying injuries, and on the constitution of the pa- 
tient. What relates to impression of the skull has been already mentioned. 
Extravasation of blood in young subjects and in small quantities may be 
dispersed. Outpouring of blood into the substance of the brain or at its 
base is generally fatal. Ifthe symptoms of inflammation be accompanied 
with pressure, the prognosis is so much the more unsatisfactory. 

417. The treatment of pressure of the brain consists in the removal of 
its causes and in preventing inflammation. In impressions of the skull or 
when foreign bodies have penetrated from without into its cavity, the 
rules already laid down must be employed. 

[The use of calomel to ptyalism, as already mentioned in treating of inflammation of 
the brain, (par. 409,) is here also indispensably necessary.—J. F. 8. ] 

A18. Extravasation of blood may be removed either by absorption or 
by trepanning. ‘The absorption may be attempted if the symptoms be 
slight, do not increase, and if the seat of the extravasation be probably 
unconnected with any external injury. The means employed for this pur- 
pose are repeated blood-lettings, purging, and cold fomentations. 

419. If the symptoms of extravasation be severe, if they do not subside 
under active antiphlogistic and derivative means, but, on the contrary, in- 
crease, if there be on the head any injured part at which the violence has es- 
pecially acted, which is painful or swollen, and if it be found by a cut that 
the pericranium is not attached but loose, then that part must be trepanned. 
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The patient is often attacked with giddiness at that part of the head where 
extravasation has taken place. That it is met with on the opposite side 
to that on which palsy occurs, or that the palsy of a particular part points 
out the seat of extravasation is an opinion not generally confirmed by ex- 
perience. If the extravasation be not found on one application of the trepan, 
another part may be trepanned where external violence has equally ope- 
rated. If the extravasation be beneath the skull, it flows out after tre- 
panning (1); bleeding from the diploé must, however, be distinguished 
from it. If the dura mater be stretched, violet-coloured, fluctuating, it 
may be divided by a suitable cross cut. If the extravasation be beneath 
the pia mater, it also must be cut into (2). 

Pressure of the brain from pus and lymph have been already treated of 


in considering inflammation of that organ and its membranes. (par. 400 and 
411.) 


[(1) This is a very incorrect statement. The blood rarely, if ever, flows out after the 
trepan has been applied. It is almost invariably found coagulated; and, therefore, 
though a little bloody serum may escape, the bulk of the blood still remains upon the 
dura mater, and always requires removal by careful scraping with an eyed probe, or 
with the edge of a spatula where it can be easily reached. But the clot generally sticks 
so fast, that the dura mater cannot be entirely freed from it; and, even in the most 
favourable cases, suppuration of the surface of that membrane is the usual consequence. 
—J.F. 8. 

(2) There has been great difference of opinion amongst the Surgeons of this country 
in regard to the propriety of puncturing the membranes of the brain, when extravasated 
blood is presumed to be between the dura mater and the brain; and I must confess I am 
rather disposed to agree, for the reasons presently given, with those who think little 
advantage likely to result from cutting through the dura mater. The subject, however, 
is so important, that it is right to state the opinions which have been held by the sup- 
porters of the different practices. Porr is in favour of puncturing the dura mater. He 
says :—“ If the disease lies between the dura and pia mater, mere perforation of the skull 
can do nothing; and therefore, if the symptoms are pressing, there is no remedy but the 
division of the outer of these membranes. The division of the dura mater is an operation 
which I have several times seen done by others, and have often done myself; I have seen 
it and have found it now and then successful; and from those instances of success, am 
satisfied of the propriety and necessity of its being sometimes done.” He does not, how- 
ever, withhold the fact, that “‘ wounds of the membranes of the brain, by whatever body 
inflicted or in whatever manner made, have always been deemed and (which is more to 
the purpose) have always been found to have been hazardous.” (p. 260.) 

He also observes, that “ when the extravasation is situated between the meninges, or 
on the surface of the brain, the appearance is not the same” (as when between the dura 
mater and skull.) “In this case there is no discharge upon removing the bone; and the 
dura mater, instead of being flaccid and readily obeying the motion of the blood, appears 
full and turgid, has little or no motion, and pressing hard against the edges of the per- 
foration rises into a kind of spheroidal form in the hole of the perforated bone. If the 
extravasation be of the limpid kind, the membrane retains its natural colour ; but if it 
be either purely fluid blood, or blood coagulated, and the subject young, the colour of 
the membrane is so altered by what lies under it, that the nature of the case is always 
determinable from this circumstance.” (pp. 264, 65.) 

Bropte holds that there are cases in which puncturing the dura mater is warrantable. 
He says (a):—* We may regard it as a general rule, that an operation is not applicable to 
cases of compression of the brain from internal extravasation. But there are few general 
rules in Surgery to which some exceptions may not be made. Let us suppose a case in 
which a considerable portion of bone has been already removed, in which the dura mater 
is seen exposed, of a blue colour, lifted up by a collection of blood beneath it, and bulging 
as it were into the aperture which has been made in the cranium. Are we justified in 
puncturing the dura mater for the purpose of allowing the extravasation to escape ? 
Every thing that we see of wounds of the dura mater tends to prove the very great 
danger of this kind of injury. The dura mater should never be wantonly punctured ; 
but we cannot doubt that, in what may be regarded as desperate cases, it must be right 


(a) Cited at head of Article. 
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to give the patient the chance, small as it may be, which the division of the dura mater 
affords him. The combination of circumstances which would lead to such an operation 
must be very rare, but it may occur nevertheless, and the surgeon should be prepared to 
meet it.” In support of this opinion he mentions two cases :—<A child of eighteen months 
old, under the care of CHEVALIER, had a blow on the head, lay insensible, and was con- 
vulsed. No wound existed, but the fontanel appearing somewhat elevated, CHEVALIER 
raised the skin above the membrane forming it, and exposed the dura mater, beneath 
which the purple colour of the blood was plainly seen. He therefore made a careful 
puncture, and “the blood issued at first with considerable force, spouting to the distance 
of a foot. Three or four ounces of blood escaped; the symptoms were immediately 
relieved, and the child recovered.” A woman who had fallen down the stairs of a cellar, 
was under OcLe’s care, who found her without wound, and lying asif in a fit of apoplexy, 
but “she flinched very much when pressure was made on one spot near the anterior and. 
superior angle of one of the parietal bones.” He divided the scalp, applied the trephine, 
and “the dura mater of a dark colour rose into the opening nearly as high as the external 
surface of the cranium.’ He made a puncture in it, which “ was instantly followed by 
a stream or jet of blood which spirted out to the height of some feet. Immediately on 
the blood being discharged, the woman, who till that moment had continued totally insen- 
sible, opened her eyes. After looking about her apparently amazed, she exclaimed, 
‘What’s the matter? what are you doing with me? and was able to give a clear 
account of the manner in which the accident occurred. From this time she recovered. 
without any untoward symptom. It was impossible to ascertain the precise quantity of 
blood which escaped through the opening of the dura mater, but OGLE supposes it to have 
been about three quarters of an ounce.” (p. 388-91.) 

Joun Hunter properly observes (a):—‘“ The dura mater must not be perforated 
without good grounds; we should be as certain that there is fluid contained under the 
dura mater, as we were certain of the necessity of applying the trepan in the first in- 
stance. In all cases where I have seen the dura mater wounded, it was by a crucial 
incision, and the patients have all died. When it is necessary to open the dura mater, 
I would recommend making a simple incision, for this would be more likely to heal by 
the-first intention, and we could then move the edges to one side, and see if there were 
any injury below. Whenever I have seen the dura mater opened, the brain has worked 
through the opening, and the patients have died.” (pp. 494, 95.) 

“If blood be not found between the dura mater and skull,” says ASTLEY Cooper, “ do 
not puncture the dura mater to seek for it; it is of no use, as the blood is coagulated 
and will not escape, and it is seated under the pia mater, or in the brain itself.” (p. 289.) 

ABERNETHY was used to make the following observations (6) in reference to punctur- 
ing the membranes for presumed extravasation :—“ Are you warranted to trephine to let 
out the blood from between the meninges? This is a very difficult question, and I would 
not undertake to reply to it. I think we are not warranted; there may be symptoms, 
but the bone not injured, and the vessels may be burst in the brain. Are we then to 
trephine at a hazard? If we do, we shall find the brain thrust up as if there were blood ; 
we must then puncture, but if it is any time from the accident we shall not be able to let 
all the blood out, it is grumous, not coagulated, but as if it were mixed; I have, how- 
ever, seen it coagulated. Here we shall have inflammation, and we have taken away 
both the support of the bone and dura mater. I will tell you a 

« Case.—A woman had athump of the head ; she was in a state of apoplexy, but the 
bone was not broken. This occurred in a country town, and the older surgeons said they 
would not trephine; but a young man who was also called in, said that the symptoms 
were so indisputable, that he would see what was the matter. He trepanned her, and 
found the dura mater thrust up through the opening; he put in a lancet, and eight or 
nine ounces of blood gushed out. Immediately the woman, who had been cold and like 
a corpse, sat up and hallooed out, ‘What are you doing a 

LAWRENCE observes :—‘“ When blood. is effused between the dura mater and the sur- 
face of the brain, it is not collected into one spot, but is diffused over the surface of the 
brain generally, and then we cannot get at it. When the blood is effused on the external 
surface of the dura mater, it is collected in one spot, because it is confined by the adhe- 
sions between the dura mater and the skull; but when effused within the cavity on the 
internal side of the dura mater, there is nothing to limit its extension, so that it diffuses 
itself generally over the brain. I believe we may say, therefore, as a general rule, that 
if we make a perforation through the skull in expectation of letting out blood that may 
be effused under it, and find none, but that the skull adheres in the natural way to the 


(a) Lectures, PaLmEr’s Edition, vol. i. (b) MS. Lectures. 
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dura mater, we shall do no good by opening the dura mater in expectation of letting out 
the blood that may be supposed to be under it.” (p. 525.) 

The advantage gained by trepanning, in cases where extravasation of blood is pre- 
sumed to have occurred, is, as far as I have had the opportunity of observing, very 
slight, as it is utterly impossible to determine whether the blood be poured out between 
the skull and dura mater, between the membranes themselves, between the pia mater 
and the brain, or in the substance of the brain itself or in its cavities. Only when the 
outpouring is between the skull and dura mater is there the least probability of material 
benefit; and even here it mainly depends on the blood being shed at one particular spot, 
so as to form a lump, for if it spread thinly to a large extent, as commonly happens, it 
cannot be got at. Hence is it, that when the blow has been received upon the temple, 
upon or near the track of the middle artery of the dura mater, there is greater hope of 
a successful result than at any other part; though even there doubtful. The trephine, 
however, ought always to be applied when there is reasonable presumption of that vessel 
having been burst or torn by the violence of the shock; and it is an interesting fact, 
that when the bone has been, under such circumstances, removed, and the artery, as 
usually happens, is found bleeding fiercely, as in one of ABERNETHY’S cases, it ceases to do 
so immediately the clot has been cleared away. Perhaps also it may be advisable, when 
the blow has been received on the track of a sinus, to trepan on either side of it, and 
ascertain the existence of any out-poured blood. 

Another occurrence, by no means unfrequent, and which cannot be ascertained before 
operation, renders trepanning of still more doubtful success, to wit, the tearing of a vessel 
by the counter-shock, at some part far distant from that where the blow has been received ; 
thus the right side, or the crown, or the front of the head may have been struck, and 
the blood may be poured out on the left side, at the base, or on the back of the head; 
circumstances which must not be forgotten. When the blood has been cleared away, if 
it have been poured out in one particular spot, there is always a corresponding hollow 
by the thrusting down of the dura mater into the substance of the brain; in one of 
ABERNETHY’S cases it was an inch and a-half deep. I have never seen any depression 
so great as that; but Ihave seen avery distinct hollow, porportionate to the circumscrip- 
tion of the clot. After the removal of the clot, the dura mater which has been thrust 
in, seems to hang loosely in the hollow of the brain; sometimes at first motionless, the 
brain apparently being incapable of rising aud effacing the hollow, so that hours may 
pass by before the brain and its membranes recover their natural place and form; at 
other times a little pulsating movement in the depressed dura mater is observed, which 
becomes more and more distinct, and simultaneously both it and the brain rise up, the 
hollow disappears, and at every pulsation the dura mater is driven upwards and protrudes 
slightly within the aperture formed by the trepan.—J. F. S.] 


C.—OF CONCUSSION OF THE BRAIN. 

420. Concussion of the Brain (Commotio Cerebri, Lat ; Erschiit- 
terung des G'ehirnes, Germ. ; Commotion du Cerveau, Fr.) produces, im- 
mediately after the operation of external violence, fainting, stupor, insensi- 
bility, or sudden death. There are various degrees of concussion of the 
brain characterized by the following symptoms :— 

The person who is struck by external violence, tumbles together, is un- 
conscious, but soon recovers himself and complains of confusion of his 
ideas, faintness, disposition to sleep, singing and rushing in the ears. Ina 
more severe degree of concussion the patient does not so soon recover from 
his insensibility, he lies motionless in a deep sleep, his countenance is pale, 
limbs cold, breathing easy, the pulse small, regular (1) ; the eyes are insen- 
sible to light ; the breathing often scarcely perceptible ; and only a more or 
less warm perspiration tells of feeble vitality. When the patient comes 
to himself there often continues some disturbance of the senses ; he stutters, 
cannot utter single words or letters (2); one or other limb of the body 
does not move freely; and he has generally not the least knowledge of 
what has happened to him. In concussion there is always more or less 
severe vomiting (3). In the most severe degree of concussion the person 
drops at the very moment when struck, and dies on the spot. 
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[(1) “ The state of the pulse,” says AstLEY Cooper, “ is curious, although, when the 
patient is undisturbed, it is natural; it scarcely ever fails to be quickened if the patient 
is capable of making any effort to rise, and exerts himself for that purpose. The carotid 
arteries sometimes beat, under an exertion, with a force disproportionate to the other 
arteries of the body; but generally this symptom is not observed until after a few hours.” 
(p. 254.) Not only is the pulse excited by the patient’s effort to rise, but even the mere 
shaking him to arouse him will often produce quickening of the pulse, as I have seen 
again and again.—J. F. Ss. 

(2) Many curious instances are recorded of the loss of memory in regard to an acquired 
language, and the re-employment of the vernacular tongue of the patient, following con- 
cussion. ASTLEY CooPER mentions the case “of a man who, in St. Thomas’s Hospital, 
was found talking in a language which was not understood, until a Welshwoman énter- 
ing the ward, heard him talking Welsh; the blow on his head having occasioned the 
loss of his recollection of English. I once witnessed a very similar circumstance :—I 
attended a German sugar-baker, with disease in his brain, and when I first saw him, he 
could speak to me in English; but as his disease increased he lost his English, and I was 
obliged to have an interpreter, for he could answer only in his native tongue.” (p. 255.) 
Sometimes the patient forms a new language for himself, as in LarREy’s case (a) of the 
soldier wounded in the head, who expressed assent by the word “ baba,” instead of “ oui,’ 
dissent by “lala,” and his wants by “ dada,” and “tata.” In other cases of irritation of 
the brain, language appears to have been entirely lost, and the patient to have made his 
necessities known by manual signs, as in CLINE’s case. (p. 418.) 

HENNEN observes :—‘“ The powers of speech are often lost, while those of memory 
remain, and the sight is impaired while the hearing is perfect, and vice versd. I have 
met with numerous instances of this, and have had patients who told me that they could 
hear distinctly what I said, and distinguish my voice from that of others, and have re- 
peated my words, as a proof both of this fact and of their retention of memory, while they 
could not distinguish my person, nor give utterance to their thoughts.” (p. 305.) He 
also mentions a very remarkable instance, after compound fracture with depression of 
the skull from gun-shot, in which, though the patient continued sensible, he lost the 
power of utterance, and, although his efforts to speak were continuous, only on the sixth 
day did he manage to “utter audibly, though with much labour, the monosyllable ‘ ther,’ 
to which in the course of the day he added, ‘o;? and for the three next days, whenever 
addressed, he slowly, distinctly, and in most pathetic tone, repeated the words, ‘0; ther: 
0; ther ;’ as if to prove his powers of pronunciation. His general appearance, during all 
this time amended considerably, and my hopes now began to revive. I therefore resolved 
to write to his family, and before doing so, I printed in large characters on a sheet of 
paper the following words, ‘ Shall I write to your mother?’ that being the wish which it 
appeared to me he so long and ardently laboured to utter. It is impossible to describe 
the illumination of his countenance on reading these talismanic words; he grasped and 
pressed my hand with warmth, burst into tears, and gave every demonstration of having 
obtained the boon which he had endeavoured to solicit.” (p. 308.) The recital of this 
interesting case is an ample proof of the kindness of HENNEN’s heart, and of the sincerity 
with which he inculcated the propriety of “ tenderness and sympathising manner” in the 
conduct of Surgeons towards their patients. 

(3) To the symptoms above enumerated AsTLEY Cooper adds :—“ At first a torpor 
exists in the intestinal canal, and a considerable difficulty in procuring an evacuation ; 
but afterwards the fieces are involuntarily discharged: in a few hours the bladder is 
distended from the accumulation of urine, which demands the introduction of a catheter 
for its removal; but after some time the urine also passes involuntarily.” (p. 254.)] 


421. The following circumstances distinguish concussion from pressure 
of the brain, depending on extravasation of blood: the earlier or later oc- 
currence of symptoms in extravasation depends indeed on the quantity of 
blood and the quickness with which it is poured out; but the symptoms 
once set in increase or continue in the same degree. In concussion 
which immediately follows external violence the patient usually recovers 
himself in some degree. In extravasation he lies in an apoplectic state, 
with snoring difficult breathing, hard irregular intermitting pulse; with 
wide pupils, but there is not any vomiting. In concussion the body is cold, 
the breathing easy, the pulse regular and small; the countenance little 


(a) Mémoires, vol. iii. p. 322. 


410 EFFECTS OF CONCUSSION ON THE BRAIN, 


changed. Extravasation and concussion may occur together at the onset, 
or extravasation may accompany concussion. 

[It is often very difficult to distinguish between drunkenness, and either concussion 
or compression; especial care should therefore always be taken to ascertain as far as 
possible the condition of the patient previous to the accident, lest he should be lost by 
too light consideration of his symptoms. . 

In persons of drunken habits delirium tremens may come on after concussion, as well 
as after any other accident. Ihave seen one example of this kind, but believe it to be 
rare. The treatment will require the closest attention, and the administration of opium 
is necessary as in other cases of the same disease.—J. F. S.] 


422. Inflammation of the brain may be connected with concussion, and 
then the symptoms of oppressed sensation and motion may be accompanied 
with those of irritation. The pulse becomes fuller, the patient more 
restless, appears wild, is delirious, convulsions come on, respiration is 
slow and snoring, and subsequently symptoms of pressure on the brain 
ensue. 

423. The changes produced on the brain by concussion are various, and 
may be divided into primary and consecutive. ‘They consist either in a 
sudden depression of the activity of the brain and nerves, in which after 
death no trace of any mechanical injury, frequently only a sinking together 
of the brain, which does not completely fill the cavity of the skull, is found ; 
or in ¢éearing of the vessels, or even of the brain itself, and inflammatory 
congestion (1). In concussion the vessels of the brain are always more or 
less debilitated, so that, when the first symptoms of concussion have passed 
by, they cannot withstand the subsequent influx of the blood, and in this 
way gorging with blood and its effusion through the relaxed walls of the 
vessels takes place. In concussion of the brain there are, therefore, various 
conditions to be remembered, namely, torpor and weakness of the nervous 
system, trritation and inflammation, extravasation, and not unfrequently 
concurrent affection of the liver. 

DurvuyTREN (a) distinguishes, in reference to these various changes of the brain, be- 
tween Commotion and Contusion ; the former he considers to depend on sudden depres- 
sion of the activity of the brain and nerves, in which no trace of any injury can be dis- 
cerned; the latter he holds as a similar change in the brain to that which occurs in 
bruises, viz., bruising, tearing, and extravasation of blood. The patient recovers from 
the symptoms; in the next few days inflammatory symptoms occur and cause death, as 
has been already mentioned in unfavourable inflammation of the brain. (par. 404-406.) 

In tearing of the substance of the brain the symptoms should, according to WatL- 
THER (5), come on at once and without remission, but continue till the setting in of en- 
cephalitis without increasing or diminishing. Only in a single case has WALTHER no- 
ticed a perfect intermission of the symptoms. The most constant symptoms are loss of 
consciousness, the deepest coma without possibility of wakening, convulsions, vomiting, 
subsequently palsy comes on, probably at first as a symptom of inflammation and perspira- 
tion. This statement does not concur with that of others. AsTLEY CoopEr (c) relates 
a case wherein, from tearing of the substance of the brain, no other symptom of brain 
affection except loss of speech occurred, and this came on after three days. 

[“« With respect to the state of the brain under concussion, when the injury has not been 
excessively severe, it seems that the symptoms are merely the effect of a disturbance 
of the natural course of the blood through the brain. A fit of vomiting, by forcing the 
‘blood through the brain, will sometimes almost immediately restore the functions of the 
mind and body. It seldom happens that this state of the brain destroys; but when it 
does, nothing is found upon the examination which will account for the symptoms. It 
is therefore an alteration of functions, but not a disorganization. But when the con- 
cussion is very violent it is attended with lesion of the brain, with slight laceration of 
it accompanied with slight extravasation.”—A. CoorEr, (p. 262.)] _ 


424. The causes of concussion are either shaking of the whole body (1), 
(a) Lecons Orales de Clinique Chirurgicale, p. 503. (b) Above cited, p.70. (c) Above cited, p. 263. 
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to wit, by a fall upon the feet ; or violence which strikes the skull itself and 
acts upon it to a certain extent. Most commonly in concussion the skull 
remains entire ; it may, however, be injured in various ways. 


{(1) Asriey Cooper says :—“ I have known concussion arise from the general shake 
of the whole body, unaccompanied by any blow upon the cranium, pain in the head 
succeed, with the usual symptoms of concussion, and the patient’s life be greatly en- 
dangered.” (p. 262.) 

“A very curious example of pure concussion,” quoted by HENNEN, “is given us by 
ScHMUCKER (a), in which a cannon-ball took away the queue from the nape of a soldier’s 
neck, without injuring the integuments in any sensible degree. He continued in a com- 
plete state of stupor for many days, during which he was bled at least twenty times. 
Twenty-four grains of tartar emetic, given at short intervals, produced some stools, but 
no apparent inclination to vomit, after having suffered a relapse from having been moved 
prematurely on a march with the army.” (pp. 318, 19.)| 


425. The prognosis is guided by the degree and complication of the 
concussion. In its most severe form convalescence is always tedious, and 
there frequently remains disturbance of some of the mental faculties, loss 
of memory, weakness of sight, amaurosis, loss of smell and taste, great irri- 
tability of the stomach, and so forth. Complication of concussion with 
extravasation and inflammation always renders it extremely dangerous. 

426. As to the treatment of concussion ; this must be various, according 
to the different conditions of the patient (par. 426) ; as in concussion there is 
always gorging of the brain with blood, and subsequently attacks of in- 
flammation to be dreaded, general and local blood-letting, cold fomenta- 
tions, purging and irritating clysters are especially indicated. Large blood- | 
lettings are in most cases fatal; small bleedings are to be made as often as 
the pulse again becomes hard ; if, however, it becomes weak and inter- 
mitting, no blood must be taken away ; nor at the onset, when the pulse is 
scarcely to be felt, the countenance is pale, and so on, is blood-letting to be 
used, but only when the pulse rises (1). Too frequent bleeding often brings 
on convulsions. If the patient be found in a weak state, if the pulse after 
bleeding become smaller and weaker, spirituous frictions, a blister over the 
whole head, stimulating clysters, vomiting with tartar emetic, should be 
employed, the latter, however, with the greatest caution, because if blood 
be extravasated, or there be disposition to apoplexy, the patient’s condition is 
thereby considerably damaged (2). Stimulating remedies, as arnica, musk, 
fluid alkalies, even wine as recommended by many, are, on account of the 
danger of subsequent inflammatory irritation, rather disadvantageous, and 
to be used only with especial caution. 

[(1) I presume there is now scarcely a Surgeon who would take blood from a patient who 
was stunned, immediately after a blow on the head ; a practice formerly advised, though 
in reality rarely carried into effect, as almost invariably some time elapses between the 
receipt of the injury and the arrival of the Surgeon. No bleeding must be resorted to 
till the constitution have recovered the shock; till the coldness has subsided, and the 
heart has recovered its power: to encourage which the patient should be quickly put to 
bed, bottles of hot water or heated bricks applied to his feet; and, if he be very cold, 
and his pulse weak and low, a little brandy with hot water should be at once given, and 
repeated if necessary. When the patient has been brought round, when the warmth is 
returned and the pulse is improved, the Surgeon must act according to circumstances. 
Bleeding is not always necessarily though it is generally required. But I do not think 
it advisable to bleed largely, although only at the first bleeding, as recommended by 
Astiry Cooper ; for, with the disturbed circulation in a brain labouring under con- 
cussion, a large bleeding may and in some instances will produce fatal fainting. The 
quantity of blood to be taken at the first bleeding, so soon as the quickness of the pulse 
requires it, which is generally in six or eight hours, but sometimes later, must therefore 


(a) Chirurgische Walirnehmungen. Berlin, 1759. p. 393. 
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be proportioned to the patient’s constitution and the condition of the pulse; and if even 
after a very few ounces only have been drawn the pulse should intermit, the bleeding 
should be immediately stopped, or fainting and convulsions will ensue. Five or ten 
grains of calomel should be given immediately, and the best mode of administering it 
is to mix it with a little sugar, or with a little honey, and put it on the tongue, so that it 
may gradually pass with the spittle, down the throat. If in the course of a few hours 
it have not operated, (and even if it have, there will be no objection,) a clyster of a 
pint of warm infusion of senna with Epsom salts, or castor oil in gruel, may be thrown 
up, which will at least empty the lower bowel, and often encourage the purging action 
above. 

If the patient after some hours continue insensible, and congestion in the brain be 
presumed, or if inflammation have begun, then bleeding must be employed again and 
again, either generally or locally, or both, according to the severity of the symptoms. 
But above all calomel or mercurial friction must be employed till the symptoms yield, 
or till ptyalism is produced, and then sufficient only used to keep up that condition. If 
the treatment be successful the symptoms will gradually subside; but sometimes before 
this happens alarming fits of an epileptic character may occur, which happened to a 
young man under my care some years since, who, whilst labouring under inflammation 
after concussion, on the morning of the sixth day after the accident, had three such 
fits at intervals of two hours, became completely comatose, and had dilatation of the 
pupils; and on the following day had two more, so that I presumed effusion had taken 
place, and that he would die. Upon the eighth day, however, he began to answer 
questions, and on the thirteenth began to comprehend his condition; in the course of 
the day became perfectly sensible, and at last completely recovered.—s. F. s. 

_ The quantity of blood which has been withdrawn, during concussion and its consecu- 
tive inflammation, is enormous. AsTLEY CooPER mentions an instance in which “ the 
whole quantity of blood, taken by bleeding from the arm, opening the temporal artery, 
and the application of leeches, as far as this could be estimated, amounted to about two 
hundred and eight ounces ; of which one hundred and eighty ounces were taken from 
the arm. * * * This gentleman recovered.” (p. 272.) 

(2) Vomiting with tartarized antimony, or any other emetic, should never be resorted 
to, as the effort to empty the stomach drives more blood to the brain, which is precisely 
contrary to that which is desired.—J. F. S.] 


427. If the patient be improved by either of the prescribed treatments, 
he must long avoid every exertion and over-heating; if any palsy remain 
the employment of stimulating strengthening remedies, mineral baths, 
emetics, electricity, and so on, are useful. If the concussion be accom- 
panied with fracture and impression of the skull, these must be first treated 
according to the rules already laid down. 

428. In order to prevent the insidious inflammation of the brain, which 
often first arises some time after concussion, the patient must be closely 
watched, kept very quiet, cold applications, spare diet, purgings, tartar 
emetic in small doses, and long continued, must be employed, and the 
gastric symptoms especially looked after. 

In order to get rid of the remaining consequences of concussion, cold 
washes to the head, washes with caustic liquor of ammonia and water, 
the application of species cephalica (a), blisters, often an issue upon the 
head itself should be used ; in long-continued determination of blood to the 
head, repeated blood-letting and aperient medicines, with a properly regu- 
lated diet, must be employed. 


D.—OF TREPANNING IN INJURIES OF THE HEAD. 

429. The opinions of surgeons as to the application and necessity for the 
trepan in injuries of the head are very different. Some (Drasr, Drsautr 
RicHTER, ABERNETHY, A. CoorErR, Bropir, LANGENBECK, WALTHER, 
and others) considerably restrict, and only have recourse to it when the 
secondary symptoms of irritation and pressure have set in severely. Others 

(a) Under this title are included several kinds of powders consisting of farragos of herbs. 
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(especially Petit, QuEesnay, Port, SaBatTier, Louvrier, Mursinna, 
ZANG, SCHINDLER, and others) apply the trepan more generally, do not 
restrict it to the appearance of secondary symptoms, but determine its ne- 
cessity according to the injury which is always to be feared on account of 
the peculiar condition of the coverings of the brain. Trepanning is, in 
their opinion, a preventive remedy in most cases. 

430. The reasons which the former surgeons offer in support of their 
Opinion are : 

1. Experience shows, that in fractures of the skull, with and without im- 
pression, under proper treatment, the cure very often takes place, as they 
are counterbalanced, or the brain becomes accustomed to the pressure. 
Trepanning should therefore not be performed before the most pressing 
symptoms of irritation or pressure require it. 

2. The same applies to effusions of blood, the absorption of which 
experience also shows may take place. 

3. Trepanning is an operation not free from danger ; to the existing 
injury fresh violence is added, the result of which cannot be determined. 
A more especial ground of danger in the operation is, that the coverings 
of the brain are bared. If inflammation then ensue, the brain is thrust up 
into the opening, the dura mater ulcerates, fungous excrescences (1), and 
so on, protrude; this occurs particularly in children, in whom the dura 
mater is firmly connected with the skull. (ABERNETHY.) 


[(1) Fungus of the brain, after trephining, is not within my knowledge of so fre- 
quent occurrence as ABERNETHY’S observations would infer. I have seen and operated 
on several cases of compound depressed fracture of the skull, and can scarcely recollect 
an instance of fungus, when the operation was performed early and the dura mater was 
uninjured. The fear of it, therefore, should not deter the surgeon from using the tre- 
phine in compound fracture.—J. F. S.] 


431. To these objections it is replied, that the condition of the internal 
table of the skull, which is fragile, brittle, and glasslike, renders the frac- 
ture in it of greater extent than in the outer table, and that it spreads in 
a radiated form, and is accompanied with splintering ; that in these injuries 
the vessels connecting the dura mater with the skull are torn, and that 
effusion of blood will occur. If it be remembered that in sabre and shot- 
wounds these conditions must be so much more certainly present, that in 
all these injuries the diploé is so bruised that inflammation and suppuration 
must occur, so it must be perceived that the absence of pressure and irrita- 
tion can afford no certainty, as if these have once set in. the brain and its 
investments are already so decidedly diseased that trepanning can be rarely 
considered as a means of cure. ‘The same happens also in employing the 
trepan in extravasation of blood. If the surgeon, in expectation of ab- 
sorption in these cases, delay trepanning till the symptoms have arisen to 
a high degree, is it not then to be feared that, on account of the active in- 
flammation of the brain and its membranes, perhaps even on account of the 
putrid state of the extravasated blood,little more can be done by trepanning ? 
They cannot deny that fractures of the skull with and without impression 
have been cured without trepanning ; and it may be even added, that of ten 
cases which were trepanned, under the above-mentioned circumstances, in 
two the operation was perhaps unnecessary (which, however, could not 
have been previously determined.) But if the patient be trephined upon 
the appearance of the consecutive symptoms, the result will be unsatis- 
factory in most cases. ‘Trepanning is not to be considered in itself as a 
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dangerous operation ; it is so esteemed because most commonly it is only 
employed when the diseased changes have already become great, or severe 
injury has been produced by the external violence. 


Besides the writers already mentioned, the following may be also compared : 
Henke’s Zeitschrift fiir die Staatsarzneikunde, 1824, part i. p. 166. 

Kern ; in Heidelberger klinischen Annalen, vol. i. part i. p. 86. 

TExTor ; in Neuen Chiron., vol. ii. part ii. p. 381. 


432. If we compare these various principles which have been advanced 
as to the necessity of trepanning in injuries of the head, and consider 
them, unreservedly, according to the result of the experiments upon this 
important subject which have of late been made with the greatest care and 
attention ; if we consider that the treatment of wounds in general, as well as 
that of wounds of the head, has become more simple and satisfactory, we 
cannot agree to so extensive an employment of the trepan. Experience has 
satisfactorily proved that simple fissures and fractures of the skull, in most 
cases, occur without the severe injury of the neighbouring parts which has 
been said to be generally therewith connected, and that the consequences 
thereto ascribed may, by proper treatment, be prevented. If in such in- 
Juries trepanning be employed as a prophylactic, it certainly, in most cases, 
only renders the state of things worse, and the proportionate needless use of 
the trepan is proved to be much greater than Porr and Zang have stated. 
If the danger of trepanning has been estimated by many too highly, on 
account of the wound inflicted by it, and for this reason its application has 
been too much restricted, it is not, however, to be denied, on the other 
hand, that it has been too lightly thought of, and such a mode of performing 
it recommended as must inflict an injury out of all proportion to the acci- 
dent for which it was undertaken ; for instance, ZANa’s practice, in pene- 
trating fissures and fractures, of applying the crown of the trepan as 
frequently as requisite to take away entirely the fissured or fractured bone. 
The same also holds in reference to the bruising of the diploé. Severe 
bruising of the diploé may, without doubt, be extremely dangerous in its 
consequences ; but, how can it be distinguished whether there be not also 
injury of the bone? The severity of the injuring violence is, indeed, an 
important circumstance in determining the danger of injury of the head ; 
but experience shows, in this respect, so different effects and so different 
relations in respect of the skull, in each individual, in no way manifested 
in the former known condition, that it cannot be ventured to decide accord- 
ing to any definite scale. But, on the other hand, it is also equally im- 
proper to restrict the use of the trepan too much ; for instance, not to apply 
it in fractures with impression, or only when these are connected with 
wounds, or with symptoms of compression of the brain ; or in extravasation 
to do nothing, because the possibility of absorption cannot be denied, or 
the determination of its seat is often difficult, and frequently not possible 
with certainty. 

[The propriety of applying the trepan and under what circumstances has been al- 
ready necessarily discussed in considering the treatment of fractures with impression 
( par. 395); of separation of the sutures ( par. 396); and of wounds of the brain into 
which foreign bodies have been admitted ( par. 399.) It is not therefore necessary to 
recur to these points.—J. F. S.] 

433. The trepan should be only employed for the removal of decidedly 
dangerous conditions in injuries of the skull, which are certainly known, 
and of which it may be asssuredly foretold that they will produce symptoms 
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dangerous to life ; and, if these have once set in, the operation will not longer 
have a satisfactory result. If, also, certain injuries of this kind be cured 
without trepanning, it must not mislead to the supposition that the trepan 
is useless or superfluous ; the question is not, whether, in certain cases, 
a cure may not be effected without the trepan, but whether the trepan is 
the most proper and certain remedy for the restoration of the patient. 

As I was formerly a defender of the more extensive prophylactic application of the 


trepan, but from the result of careful observation and experience have withdrawn from 
it, the opinions here brought forward may be so much the less the object of doubt. 


434. Upon the following grounds trepanning is to be considered as in- 
dicated, indeed, immediately required, without secondary symptoms: 

1. In fractures of the skull with impression. 

2. In fractures of the skull, with splinterings of the bone, directed 
against the dura mater; for instance, in fracture of the frontal bone, in 
wounds inflicted with blunt swords, in stabs, in shot-wounds, and so on. 

3. In separation of the sutures. 

4. In cases where foreign bodies have penetrated from without into 
the cavity of the skull. 

For these cases the trepan may, however, be unnecessary, if the con- 
dition of the bony walls and the separation of their edges permit the re- 
moval of splinters and foreign bodies, and, if in separation of the sutures, 
the escape of the extravasation and of the secretion of the wound from 
both sides be allowed ; or when a piece of bone can be entirely removed, and 
no further splintering exists. 

435. In the subsequent course of injuries of the head, trepanning may 
be necessary : 

1. In fracture of the skull, with symptoms of compression, when they 
continue after bleeding and proper treatment. | 

2. In extravasations of blood, if the symptoms be not diminished by 
energetic and proper treatment, if it be certain that the violence have ope- 
rated on one particular part of the skull, namely, at the course of the 
middle meningeal artery. 

3. When, notwithstanding proper treatment, symptoms of inflammation 
of the brain continue, connected with those of pressure, especially when a 
circumscribed painful tumour rises, in opening which the pericranium is 
found separated ; or the bared bone shows a grayish colour, and its texture 
is changed. 

4. When the secretion of the wound cannot properly escape from the 
wound in the bone, when the dura mater is separated to a greater extent, 
and there is also a collection of pus (1). 

5. In caries and necrosis, with separation of the dura mater, and. collec- 
tion of pus between it and the skull (2). 

6. In continued severe headache, with convulsions or epileptic symp- 
toms, which decidedly arise from the place of the earlier injury (3). 

[(1) Of these also have been considered already, compression from depressed 
fracture (par. 395); from extravasation of blood ( pars. 432, 33); and from collec- 
tions of pus ( par. 387.) 

(2) With regard to trepanning in cases of caries and necrosis, unless symptoms of 
compression have come on, which is not of very frequent occurrence, it is better to leave 
them alone, taking care, however, when pus collects beneath the scalp and cannot readily 
escape, which in these cases happens again and again during the course of the natural 


cure, that it should have a free outlet by cutting freely through the skin. From time 
to time a careful examination should be made to ascertain if the dead bone be loose, 
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and when this appears to be the case it should be gently lifted with an elevator, and 
drawn out with a pair of forceps; and if it run far beneath the scalp, as it often does, 
it is then best to cut through the skin, and lift up the flaps, by which means the re- 
moval of the dead bone is rendered much easier. In this way I have successfully 
treated a woman with necrosis of the skull, probably from venereai cause, and removed 
the upper half of each parietal bone, partly their whole thickness, partly only the ex- 
ternal table, at two several times, and also portions of the occipital and frontal bones at 
other times, without the slightest inconvenience. And when these had been removed 
the exposed internal table and dura mater were found covered with healthy granula- 
tions, which soon coalesced with those on the under surface of the scalp, and where the 
latter was destroyed, united by a large intervening scar. The same result also follows 
the removal of bone which has been destroyed by violence, when the irritation of the 
brain and its membranes has been quieted.—s. F. s. 

(3) The preparations from the two following cases are in the museum at St. 
Thomas’s Hospital. The first related by Dr. WELLS (a) exhibited the usual symptoms 
of epilepsy ; but the second, for which I have to thank my friend Green, has rather a 
cataleptic character. 

Case 1.—T. H., a negro sailor, aged about eighteen years, was admitted into St. 
Thomas’s Hospital, November 15, 1804, for paralysis in his left limbs, and being subject 
to convulsions, both of which he says attacked him four years since, having been struck, 
a short time before, with the claw of a hammer on the right side of his head. On exam- 
ining his skull a short narrow chink was found on the right parietal bone, into which 
the edge of a shilling could just be inserted. It was therefore determined to trephine 
him, though he had not had any convulsions whilst in the hospital; indeed he said 
they did not attack him except he was put in a passion. The operation was performed 
by Brrcu, in the beginning of December, and the piece of bone in which was the chink, 
removed. Great difficulty was experienced in raising the bone which appeared to 
be held by the dura mater, and whilst this was being effected the patient had a severe 
epileptic fit. A little spur of bone, about the eighth of an inch in length, descended 
from the under surface of the bone, and seemed as if it were the piece driven down 
from the short narrow chink, of which there was still some appearance. The dura 
mater upon which this little spur had pressed was thickened around it. The con- 
vulsions continued to harass him frequently for nearly a fortnight. Before the wound 
in his head was healed, his master being about to sail for the West Indies, took him 
from the hospital. His palsy was then somewhat less than it had been before the oper- 
ation. He returned to London about ten months after, During his absence he had 
grown both taller and stouter; the limbs too of his left side had become stronger, but 
they were still much weaker than those of the right, and he was still liable to convulsions 
when his anger was excited. 

Cass 2.—A. B., aged seven years, a very pale-complexioned girl, but said to be very 
healthy, was admitted into St. Thomas’s Hospital, 

Feb. 10, 1841; and the following account is given of her. On the 13th of May, 
1836, she fell down from a second-floor window upon the curb-stone, and when raised 
up was senseless, and appeared as if dead. She was taken to St. Bartholomew’s, where 
it was ascertained she had an extensive fracture of the right parietal bone, but without 
any external wound. She remained insensible for twelve hours; but by the application 
of leeches and cold lotion she got better, and left the house seemingly well at the end of 
a fortnight. She remained well for two years and a half, complaining only of head- 
ache when the heat was very great. After this period she had a fit commencing with 
giddiness ; she looked very silly, and walked round the room several times, generally 
repeating the last words she had heard or said. This was followed by rigidity of the 
muscles, principally of the right arm and leg, and of the right side of the face, and the 
corner of the mouth was drawn down. If she had anything in her hand and the arm 
were flexed, she would drop it, but the arm remained fixed in the same position. The 
fit lasted about three minutes, after which her senses returned all at once, and she would 
ask for anything she had before its accession, or resume her previous employment. At 
first she had only one fit a day, afterwards seven, and then one every hour, and in this 
condition she remained for three months. After this time the character of the fits 
changed ; they came on with violent spasmodic contractions of the limbs and contor- 
tions of the face, without any silliness, but suddenly, and she would fall backwards. 
After the convulsions her right arm and leg would be useless, and seem as if dead. Of 
these fits, which continued to recur for two months, she had three, four, or seven a day, 
each generally lasting about five minutes, but the last affected her for several hours. 

(a) Trans. of a Society for the Improvement of Med. and Surg. Knowledge, vol. iii. p. 91. 
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Leeches, warm bathing, and other remedies were employed; and for the next seven 
months she did not have a fit, but enjoyed good health, and grew rapidly. On the 
lapse of this interval she had a fit exactly like the last, but the left arm and leg were 
affected in the same manner as the right arm and leg had been in the first attacks. 
These recurred sometimes twenty times, sometimes only a few times a-day, and occa- 
sionally a day passed without any; and they continued for four months and a-half, 
during the last fortnight of which a swelling was observed on the right side of the head 
over the seat of injury; this, on the application of leeches, subsided simultaneously 
with the cessation of the fits, which did not recur for a twelvemonth. But in October 
last she was again seized with the same kind of fits as in the first attack, and both sides 
were now affected with rigidity. 

At the present time she has three or four spasmodic fits a-day ; and on some days a 
fit, accompanied with rigidity, every hour. She often complains of headache and giddi- 
ness; and when the fit is coming on the skin assumes a purplish appearance; she be- 
comes very cold and trembling, and is often very mischievous and destructive. While 
taking these notes,” observes Wii. ApAms, who reports the case, “she stood by me ; 
suddenly her eyes were fixed, the pupils were dilated, and staring wildly at the opposite 
wall; her naturally very pale face became still more pallid ; the lips were separated, the 
corners of the mouth drawn up as if laughing, and the teeth closed. The right arm 
was bent, the fist clenched, very firmly drawn against the side, and the hand extremely 
cold. he left arm was very slightly affected. She retained this posture and expres- 
sion of countenance ; but thinking she might fall, I sat her upon my knee, and immedi- 
ately the left leg was firmly bent upon the thigh. It was impossible to bend the head 
either forwards or backwards, or to rotate it. The pupils, at first dilated and fixed, 
after two or three minutes suddenly contracted, but again expanded slightly. She then 
winked for a few seconds, gave a sigh, and returned to a state of consciousness, appear- 
ing as if nothing had happened to her, but only being very cold. The mother says she 
generally sighs very heavily at the end of the fit. She is aware of the approach of the 
fits, and lies down on her bed a minute or two before the attack. They last about three 
minutes ; some parts of the body are slightly convulsed, while others are very rigid, 
the rigidity being always prevalent. On examination of the head there is perceived a 
broad fissure in the skull extending from about the ceutre of the sagittal suture ob- 
liquely across the right parietal bone to the lambdoidal suture, the integuments over 
which rise and fall with the pulsations of the brain.” 

Feb. 12. She had two fits. 16. One. 19. Two. 20. One; as also on 26, 27, and 28th. 

March 2. Two. 9. One. 10. One. 11. Two more violent than usual. 12. One. 
16. Three. 

GREEN considered that the cause of these curious symptoms was depressed bone, and 
therefore determined to trephine her. 

March 20. A | -shaped incision was made through the integuments, the horizontal 
stretching obliquely across the hinder upper part of the right parietal bone, and the 
vertical one across the fissure. The flaps were then raised, and a triangular portion of 
bone being exposed, the crown of the trephine was applied just above the fissure where 
the bone was irregular. On the removal of the trephined bone a lacerated hole was 
found in the dura mater, but no dura mater adhering to the under surface of the bone, 
or rather the dura mater was deficient. A probe was then slipped in, and passed be- 
neath the edges of the fissure, but no depression could be felt. The arachnoid coat 
and pia mater were then cut through, for the purpose of exciting inflammation between 
them and the dura mater, to shut off the wound from the general cavity of the latter; 
and this done the flaps were laid down, a piece of lint wetted in cold water laid over, 
and the child put to bed. One vessel bled very profusely during the operation, but 
she had not any fit. 

On the following afternoon at half-past 4 she had a fit, and another four hours after- 
wards. A dose of scammony and calomel (15 grs.) given in the morning not having 
acted, an injection of castor oil and gruel was administered at night. 

She was kept on tea and toast and water till the 24th, when no inflammatory symp- 
toms having appeared she was allowed a cup of beef tea. On the 26th having had a 
bad night she was restless and irritable. On the 27th the bowels not being open, fifteen 
grains of scammony and calomel were ordered, which freely relieved them. 

March 29, half-past 2, P.M. She had a fit attended with violent spasm of the muscles 
of the lips, lower jaw and eyelids, and biting of the tongue, so that blood flowed from 
the mouth. The dressings were now first removed; the edges of the wound were se- 
parated and lifted up by a swelling rising above the level of the skin, part of which 
resembles brain, but most of the surface is covered with blood and pus. The child was 
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sufficiently sensible to wipe her mouth, and to push away the hand of any one who 
touched her; but the fit continued for three hours. She was ordered twelve grains of 
scammony and calomel forthwith. During the night she had three shivering fits. 

March 30. From half-past 8, a.m. till 10, a.m. she was insensible, did not seem to 
feel when pinched, and moved only twice during this time. At 10 she spoke. At 
noon as the powder had not acted, an injection was given, which relieved the bowels, 
but not sufficiently, and therefore the powder was repeated. As she seemed low, eggs 
and arrow-root were ordered. During the night she had a slight shivering fit; and on 
the following"day became very irritable. 

April 1. Has passed a good night, but has had five shivering fits; has taken little 
nourishment ; continues exceedingly irritable. The pulse which has not altered much 
in the last few days, is small, quick, and weak. 

April 3. Lies in an unconscious state, breathing quickly, and refuses food. On the 
following day she was in the same condition, but frequently screamed out, and her 
breathing was sonorous. She continued sinking, and, April 5, at 2, P.M., she died. 

Upon examination a protrusion of the brain of the size of a walnut passed through 
the trephine hole. In removing the calvaria two drachms of pus escaped, and when it 
was taken of the dura mater was found deficient throughout the whole length, and on 
each side of the fissure, so that the gap in it was about four inches in length and one in 
width. Lymph had been deposited between the membranes, and in front of the gap 
there was one small cavity, bounded by adhesions, and containing about two drams of 
pus, and another between the gap and the inner edge of the right hemisphere, con- 
taining about a dram and a half, both causing irregular depressions of the brain 
without any ulceration or morbid state of the arachnoid. The vessels of the pia mater 
were much injected. Upon the posterior lobes of the cerebrum were some old ‘adhe- 
sions, and also between both hemispheres in front. Upon the tentorium was some 
soft lymph, and much on the right side of the falz. In both ventricles there was serum, 
but most in the left, and the hind wall of the right was remarkably tough, resembling a 
piece of chamois leather soaked in water. At the bottom of the skull there about two 
ounces of serum and lymph. 

My friend Green has also mentioned to me another case, at the operation for which 
he was present. 

Case.—A young man became insane after a blow upon the longitudinal sinus. No 
depression existed, but as the spot where the injury had been received was known it was 
determined to try the effect of removing the bone; and he was accordingly trephined 
by the elder Cutne; but no irregularity was found on the under surface of the bone. 
In the course of the operation the longitudinal sinus was wounded, but the bleeding 
was easily stopped by slight pressure. The insanity ceased so long as the wound re- 
mained unhealed; after which it returned. But ultimately the patient got quite well. 

The following extraordinary case occurred many years since in St. Thomas's Hospi- 
tal, of which the following brief account is given by AsTLEY CooPER :— 

Casre.—A sailor was admitted in May, 1800, who had a depression near the upper 
edge of the left parietal bone. He was in a great degree destitute of sensation and 
voluntary motion ; his pulse regular; his fingers continually and alternately closed and 
opened, nearly in corresponding frequency with his pulse. When hungry he ground 
his teeth; when thirsty sucked his lips; and when he wanted to void his stools or 
urine he moved about in his bed, but would sit on the chair to pass them. He was tre- 
phined by the elder Crinz. During the operation he made a complaining noise; the 
motions of his hands ceased ; and the pupils of the eyes were directed forwards. ‘Three 
hours after he was found raised in bed, and when asked if he were in pain he put his 
hand to the wound. The next day, though he still remained stupid, he could answer 
“yes” or “no.” He ultimately recovered, and whenasked what he knew about the accident, 
he said, the last thing he remembered was being engaged in taking a prize in June, 
1799 ; but nothing further was ascertained, except that he had been first taken to Gib- 
raltar, and then to Deptford from whence he had been brought to St. Thomas’s ; and 
during the whole period his mental faculties and his bodily powers were suspended. He 
got perfectly well. | 


436. In cases of necessity every part of the skull may be trepanned, 
_ although we carefully avoid when we can the frontal sinuses, the middle 
of the frontal, the scaly part of the temporal, the lower front angle of the 
parietal, and the crucial ridge of the occipital bone, and also the sutures. 
The choice of the part for the application of the trepan is in every case 
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directed according to the difference of the object to be attained. There- 
fore, in extravasation, that part is to be trepanned where the already de- 
scribed symptoms are supposed to have their seat ; in fractures of the bone, 
so upon its middle that the pyramid of the trepan stands on one side of the 
fracture ; in fracture with impression, on the edge of the impression, but 
so that the crown plays upon the edge of the fracture ; in small fractures or 
balls driven in, the whole may be surrounded with the trepan crown ; in 
injuries on or into the sagittal and Jambdoidal suture it must be applied on 
both sides. ‘The number of applications of the crown cannot be predeter- 
mined ; they must be repeated till all the extravasation be perfectly re- 
moved, pressure removed without violence, and splinters extracted. 

437. ‘Trepanning is divided into the following acts :—1, laying bare the 
bone ; 2, perforating it; 3, elevating the piece of bone; and, 4, the various 
particulars necessary for the attainment of the object. 

438. As the kind of injury to the soft parts varies, and the number of 
applications of the crown of the trepan cannot at the first be deter- 
mined, the following general rules only can be given for laying bare the 
bone. The coverings of the skull are to be preserved, because thereby the 
scarring is promoted, although many object to flap-cuts because they 
are in the way, during the operation, and crumple together subsequently in 
the dressing. Upon the temporal bone a flap of the temporal muscle is to 
_ be made withits baseabove. If it be presumed that one crown will suffice, 
a simple long cut may be made, of which the edges are to be separated. 
For several crowns, a = or T-shaped cut should be made, the flaps of 
which must be turned back. The head of the patient should be placed 
opposite the light on a solid table; the knife so held in making the in- 
cision that its edge should always be vertical, and the hand supported 
either on the thumb or little finger. The bleeding must be permitted to 
continue, because thereby the symptoms are often diminished ; it is to be 
stanched by rubbing the mouths of the vessels with cold water, or by tying 
them. The pericranium should be scraped off with the scraper from 
the circumference to the centre of the space to be cut through by the 
application of the trepan, and removed. 

439. The penetration of the bone is effected either with the improved 
arch-trepan, or with the hand-trepan (trephine.) The application of the 
latter is more simple than of the former, but more wearisome for the ope- 
rator. 

The perforation of the skull is effected more easily and more certainly by B. HeIne’s 
bone-knife (osteotom) ; inasmuch as with it an opening corresponding to the object of 
the operation may be made at pleasure into the skull; the dura mater is less liable to 
injury, and it is unnecessary to suspend trepanning for the purpose of cleaning the saw- 


teeth from the bone-dust ; the sawing-through is also accompanied with less shaking. 
Compare von GRAFE and WaLTHER’s Journal, vol. xviii. p. 39. 


440. In using the arch-trepan (1) the following method is adopted : after 
properly clearing the bared bone, the pyramid or pin of the trepan crown is 
to be put a little over the edge, held firm, the crown attached to the arch, in 
the under part of which it is held like a feather, the pyramid fixed on the 
middle of the exposed part of the bone, and the trepan brought completely 
vertical. The left hand lies flat on the disc of the arch, the right grasps 
the handle. ‘The trepan is now to be turned round from right to left 
rather quickly, and until it has sawn in a sufficient deep groove for the 
certain guidance of the crown without the pyramid. The trepan is to be 
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then raised, the groove cleared, with a pencil of charpie, from the saw- 
dust, (an assistant purifies the trepan with a brush,) and an opening is to 
be made by the tirefond (2) into the pit formed by the pyramid; the trepan 
is then to be replaced in the former groove, and its pyramid having been 
retracted, is to be brought into the vertical position, and to be again moved 
round quickly, the left hand pressing on the disc till it is presumed to have 
penetrated the diploé. The crown is to be again removed and cleaned by 
an assistant, and after the track has been again cleared of saw-dust, its 
depth throughout the whole extent is to be ascertained by a chisel-shaped 
probe, or by a feather stem cut for the purpose. The trepan is to be 
again replaced; the pressure is to be somewhat moderated, the trepan to 
be turned less quickly, and more to that side where the groove is shallower. 
The trepan is to be again raised and cleaned, and the depth of the groove 
examined. If it have not yet penetrated the bone, the crown must be again 
set on, turned round a few times, with slight pressure, then removed, and the 
groove again examined. Thus is it proceeded with till the groove has 
penetrated in several places, and the piece of bone seems movable when 
' pressed with the nail of the left fore finger. In perforating the inner 
table of bone a peculiar crackling is heard. 


[(1) The trepan which was employed by Surgeons of the olden time, both in this 
country and in France, but which, from CHELIUs’s directions for its use, does not appear 
out of date in Germany, consists of a crown and pyramid or pin, much like that of the 
trephine now in common use, except that the stem of the instrument is not fixed in a 
cross handle, but in a stock similar to that used by carpenters in working a centre-bit, 
and turned round spindle-ways like it. The improved instrument of which CHELIUS 
speaks has the stem work through an arch, of which the legs rest on the skull and render 
the movement of the crown more steady. The trepan has long since been laid aside in 
this country. It is highly objectionable and dangerous, on account of the utter incapa- 
bility of nicely moderating the pressure necessary for its use, and which is easily 
managed by the trephine. 

(2) The tirefond is a kind of steel screw, with a single or double thread at one end 
like the screw point of a gimblet, and a ring handle at the other. Its point being put in 
the pit formed by the pin of the trepan, is turned round till it is fixed firmly in the 
trepanned piece of bone, which is then lifted out by pulling up the ring handle. This 
instrument, as well as the trepan, has been entirely out of use for many years in this 
count-y ; the trephined bone being raised by the elevator presently to be described.— 
Ju Band 

441. In perforation with the hand-trepan (trephine), it is to be so held, 
after the pyramid or pin has been properly pushed down and fastened, 
with the right hand, that the thumb is placed on the one, the middle, ring 
and little finger on the other side of the handle, and the fore finger along 
the stem touching the top of the crown: the pyramid is to be fixed on the 
middle of the piece of bone to be perforated, and the crown moved, after 
being brought into a vertical direction, corresponding with the surface of 
the bone, in alternately contrary semicircular turns, with the upper and 
fore arm held steady, and the hand alone moving, till a sufficiently deep 
groove is formed for the further direction of the trephine. ‘The instrument 
is then to be withdrawn, cleaned, the pyramid retracted, a sufficient opening 
made with the ¢irefond, and afterwards is to be managed as has been already 
mentioned in reference to the arch-trepan. 


[The trephine has with us entirely superseded the trepan, and except inrare cases of 
fracture with depression, or in making openings into the skull when no depression 
exists, has itself also given place to Hry’s saw. The pyramid, pin, or, pivot, is made 
to travel up and down in the stem of the English trephine, and is capable of being fixed 
witha screw at any length within the cavity of the instrument, or projected beyond the 
plane of its cutting edge. In commencing the operation the pin is fixed projecting 


cai aes 


TREPHINING. 421 


beyond the plane of the trephine, and its point being placed on the skull is made to 
descend into its substance by alternate contrary turns of the handle of the instrument, 
till the toothed edge of the crown, which moves round it, begins to bite and cuts a track 
for itself sufficiently deep to prevent its slipping out, when the pivot is retracted into 
the stem of the instrument, which is necessary, as it being longer than the crown of the 
trephine, it would penetrate the skull before the crown of the trephine, and make a 
wound in the dura mater and brain, an accident which, from gross carelessness on the 
part of the operator, I have once witnessed. 

As soon as the trephine has worked a track sufficient to retain it in place, an examin- 
ation of the track should be made with a thin-eyed probe to ascertain whether the skull 
be penetrated, and at what points. This isa most important step in the operation, 
for as in adults the thickness of the skull varies considerably in different individuals, 
and even in different parts of the skull in the same individual, and as in elderly persons 
it is often thin, and in children always thin, and still thinner the younger the child is, 
so unless the depth of the trephine-cut through the skull be ascertained, the bone may 
be cut through at one or other part of the trephine-track, and the membranes below 
seriously torn, or even cut through, and the brain itself injured. In proportion as the 
trephine-crown descends into the bone, the pressure made on its handle in working it, 
is to be diminished, or otherwise the Surgeon will, to his dismay, and the great danger 
of his patient, find the crown suddenly descend, all resistance cease, and that the dura 
mater and brain are torn. ‘This tool have seen happen. It must, therefore, be remem- 
bered that in both young and old persons, and in the former especially, the trephine is 
to be handled with only sufficient pressure to make its crown cut. 

When the crown is found to have descended so low that there is reasonable expecta- 
tion that the internal table of the skull is on the point of being cut through, or when, by 
examination with the probe, it is found to have been cut through at one or more points, 
the edge of the elevator is to be carefully introduced into the trephine track, and the 
piece of bone included within the latter gently prised up, which is easily done if the 
remainder of the unsawn inner table be very thin, and it then yields with a crack and 
is lifted out. If, however, the remaining unsawn part will not yield, the trephine must 
be again applied with a light hand, and the examination with the probe repeated. If 
the bone be sawn through at one part of the track, but the other part will not break 
with such justifiable force as can be applied with the elevator, the sawing must be re- 
sumed, but with the trephine tilted, so that it shall act only on the part not cut through ; 
and this is to be repeated again and again, with intermediate examination with the 
probe and repeated attempts with the elevator, till the trephined piece of bone can be 
separated. 

In adults the detached bone is generally lifted off the dura mater without difficulty, 
and always easily if blood or pus be poured out between that membrane and the skull. 
But in young persons, and children especially, this is not the case, for the numerous 
vessels at that age passing through the skull bones, from the dura mater to the pericranium, 
and in the contrary direction, hold it, like hooks, very tightly, and offer so great a re- 
sistance to its removal as often to lead to the supposition that the separation from the 
adjoining bone is not complete. This is a very important point, and cannot be too care- 
fully remembered. 

It must also not be forgotten that, in operating for depressed fractures of the skull, the 
trephine is applied not on the depressed portion of bone, but on the neighbouring part, 
which retains its natural place, to form an opening through which an elevator may be 
introduced beneath the depressed portion, for the purpose either of raising it to its pro- 
per level, and relieving the brain from pressure, or for taking it entirely away, if it be 
detached as well as driven in. Therefore the operation is not concluded by removing 
the trephined piece, but only the preliminary step taken to the actual object of the opera- 
tion, to wit, the raising of the depressed bone, which is to be done by carefully passing 
the elevator through the trepan hole, and insinuating it between the dura mater and the 
depressed piece ; which done, either the finger of the left hand or the edge of the trepan 
hole is to be made the fulcrum on which the elevator rests, whilst its handle being de- 
pressed, the point rises and lifts up with it the depressed bone to its proper level. 

If, after thus doing, the fractured bone be only loosely connected or entirely detached, 
or if several pieces be broken and thrust in the dura mater and brain, it is best to re- 
move them either with the elevator alone, or with a pair of forceps, as may be most 
convenient.—J. F. S.] 


442, In cases in which the pyramid cannot be at first used to direct the 
crown, as when balls are driven in, or pieces of bone entirely broken off, 
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which can be completely surrounded by the crown, a disc of sole leather is 
employed for the more perfect direction of the crown, with an edge so broad 
that the finger point of an assistant may fix it properly. In the hollow 
of this disc the crown is placed, and carefully directed till it have formed 
a sufficient groove, when the disc may be removed. The piece of bone is 
to be raised with an elevator, or with a pair of pincers. 

HENNEMANN (a) proposes a crown director instead of the pyramid for a more perfect 
guidance of the crown. 

443. Ifit be necessary to trepan on the frontal sinuses, the instrument 
must be so arranged that it shall come at the same time on the deep 
part of the frontal sinuses, where the anterior is farthest from the 
posterior bony table, as upon the inner table above, and thus perforate 
it at the same time; or the external table may be first cut through with 
a large crown, and removed, and then the internal perforated with a 
smaller one. . 

[Trepanning on the frontal sinuses, at least in civil practice, is rarely necessary, 
The usual blows from falls, or with blunt or even sharp instruments, rarely causing de- 
pression of the inner table of the skull, and therefore not producing compression of the 
brain, nor requiring operation. Should, however, such a case happen, I should prefer 
CHELIUs’s second mode of treatment, to wit, removing first the outer and afterwards the 
inner table.—J. F. 8.] 

444. For the purpose of taking out the piece of bone the tirefond is to 
be screwed into the hole made for it (par. 440); it is to be held with the 
thumb and fore finger of the left hand close to the edge of its screw, and 
to be turned about with the same fingers of the right hand at its handle. 
When the tirefond is sufficiently screwed in, (without injuring the dura 
mater,) the piece of bone can be raised from that side where it is still 
fast. If any irregularities or splinters remain on the edge of the internal 
table they must be removed with the lenticular, which must be held with 
the whole hand, its head placed between the skull and dura mater, and its 
edge pressed against the pieces of bone to be removed. ‘The thumb must 
be set against it to render this motion safe. 

[The mode of removing the depressed and detached bone has already been mentioned 
(par. 441.) If any points remain projecting from the edge of the fracture, they may 
be removed either with bone nippers or with Hry’s saw, a spatula having been pre- 
viously introduced between the bone and dura mater, to defend the latter from injury. 
The lenticular is never used by English surgeons.—J. F. 8.] 

445. If several crowns are applied (1), it must be so managed that either 
a fracture of different width should remain between two openings, and which 
may be taken away, either with bone-nippers or with Hxy’s saw, or ifa 
piece, not directly corresponding to the crown of the trepan, is to be per- 
forated, the crown must be so placed that it shall play over only half of 
the already existing opening (2). It is also advised, for the purpose of not 
always removing round pieces of bone, to take away, with Hry’s saw, an 
irregular piece of bone, proportioned to the injury. 

[(1) It very rarely happens, so far as I have had opportunity of observing, that in 
depressed fracture the application more than once is requisite. I have, however, in a 
very few instances known it needful to apply it a second time; perhaps it might have 
been from the first selected spot having been chosen with insufficient judgment, or 
perhaps that the depressed bone. was so circumstanced that it could not be raised with- 
out simultaneous elevation at both sides. The rule, however, should be to make as few 
trephine holes as possible, so as to avoid increasing the quantity of exposed dura mater. 
And, if practicable, no undepressed bone, in case of fracture, should be removed. 


(a) Beitrage zur Medicin und Chirurgie, vol. i. part i. p. 145. 
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(2) If the edge of the fracture be regular and withou: any corners, there is no choice, 
if it be determined to raise the depressed bone, but to apply the trephine on the unde- 
pressed edge. But if that edge present any angle at which the elevation may be con- 
veniently effected, then Hry’s saw is preferable for its removal, as being most manageable, 
and less likely to injure the dura mater, more especially, if the depressed bone have 
descended so low that the whole thickness of the skull is exposed, or if a spatula can 
be insinuated between the dura mater and the portion of bone to be removed.—J. F. S.] 

446. After the performance of the trepan the further treatment depends 
upon the circumstances it indicates. 

The extravasation must be removed by a proper position of the head, by 
sopping it up with a moist sponge, or with charpie, when it lies beneath 
the skull. If the place of the extravasation be not hit, the circumstances 
already mentioned ( par. 415) must determine the surgeon whether the ope- 
raation is to be repeated at some other spot. If the extravasation be beneath 
the dura mater ; if this be thrust up into the hole in the bone, fluctuating 
and violet coloured, it must be divided with a cross cut. Bleeding from 
the middle meningeal artery must be stanched by pressure, with a bundle 
of charpie, with a ball of wax, or with a proper compressor, (FauL- 
QUIER’s (a) or GRAEFE’S) (6), or by cauterization with a red hot pin. 
The bleeding from a wounded sinus is to be stanched with dry lint and 
a proper degree of pressure. 

A piece of bone completely broken off must be removed with care. 
Impressed fractures must be raised with a simple elevator, the one end 
of which is to be introduced under the depressed piece of bone, the other 
held with the right hand, and depressed, whilst the fore finger of the left 
hand is placed on the edge of the trepan opening, and the elevator rested 
upon it. Splinters which are thrust into the membranes, or enter the 
brain itself, must be withdrawn with care, and without violence; if they 
be firmly fixed, the opening of the dura mater must be enlarged. 

[The mode of treating extravasated blood has been already spoken of (par. 419, 


| note 2.) 


Bleeding from the meningeal artery, as far as I have had the opportunity of observ- 
ing, never requires pressure, beyond a minute or two with the finger, but commonly not 
even that, as in general the bleeding ceases when the clot has been completely removed, 
as I have mentioned above. I should certainly never think of applying the actual cau- 
tery. ) 

Slight pressure will generally stop bleeding from a sinus.—J. F. 8. ] 


447. The dressing after trepanning is as simple as possible. A mass 
of charpie, smeared with mild ointment, is to be placed between the edges 
of the wound in the skin, so that, without pressing the membranes of the 
brain, it lies at the edge of the aperture in the bone; this is to be covered 
with a thin compress, and the whole retained in its place by a triangular 
head-cloth or a bandage (1). 


The healing of a trepan-wound by quick union, after the removal of all foreign bo- 
dies, proposed by many, is not advisable. The experiments upon the replacement of 
perforated pieces of bone and the cure of wounds by quick union, prove indeed the 
possibility of the union of pieces of bone again replaced; but the danger that the re- 
placed piece will not heal, but, as a foreign body, produce irritation, inflammation, and 
suppuration, is certainly as great if not greater than the probability that the healing will 
be rendered quicker and more sure thereby. This replacement of the piece of bone can 
specially only be attempted when an uninjured skull has been trepanned and nothing 
found beneath it. 

(1) The practice here recommended by CHELtus should on no account be followed ; 


(a) Perret, L’Art de Coutelier, plate cxxxv. part ii. p. 35, plates i. ii. eRe zur Lehre von der 
figs. 21, 22. Trepanation; in von GRAEFE und WALTHER’S 

(b) Huretanp’s Journal der praktischen Arz-  —_ Journal, vol. ii. p. 576, and the Supplement to this 
neik, vol. xxvii. part ii., xxxi. p. 35.—Ibid, vol. paper by Sic#, ibid, p. 592. 
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as the introduction of lint or charpie will necessarily prevent any union by adhesion, 
which it is always highly necessary to promote, and which, unless the scalp be very 
severely bruised, will commonly take place throughout the greater part of the wound. 
It is much better to lay the flaps down over the aperture in the skull, and apply two or 
three narrow strips of adhesive plaster so as to keep them in place, with room between 
to allow the escape of any bloody or serous oozing. No other bandage or compress, or, if 
any, only a single turn of the former should be applied, so as to avoid the least pressure 
on the exposed brain ; and if there be much contusion, a thin light bread poultice between 
muslin, so that the crumbs should not get into the wound, should be applied.—J. F. 8.] 
Merrem, Animadversiones queedam Chirurgie Experimentis in animalibus factis illus- 
trate. Giessee, 1810. 
Wattuer, Ueber die Wiedereinheilung desbei der Trepanation aus geborhten Knoch- 
enstiickes ; in the Journal fiir Chirurgie und Augenheilkunde. Vol. V. Part IV. 


448. In the general treatment, after the operation, bleeding, cold appli-. 
cations, purging must be employed, according to circumstances, for the 
purpose of preventing or putting aside the inflammation ; and the patient 
must preserve the strictest quiet. 

449. ‘The dressings must be replaced once or twice a day, or as often as 
the discharge renders it necessary. If no particular symptoms come on after 
trepanning, the dura mater gradually loses its glossy appearance, secretes 
pus, is covered with pale-red granulations, which gradually rise into the 
aperture in the bone, unite with the granulations of the bone and of the 
external parts, and form a tough scar (1). During this proceeding we 
must endeavour to assist the union of the parts by bandaging, and by 
gradually passing to a nourishing and strengthening regimen. If, after 
trepanning, symptoms of pressure and irritation of the brain continue or 
first arise, it must be ascertained whether the cause be in the wound, in 
the presence of splinters, or in biliary impurities, for the removal of which 
a repetition of the operation, or the treatment already laid down, may be 
necessary. 


Various are the opinions and notions which have been put forward upon the nature 
and way in which the opening in the skull is filled up after trepanning or other loss of 
bone. But the process which nature employs for closing holes in the skull is distin- 
guished in no respect from the process of regeneration observed in other bones. The 
dura mater, pericranium, and bone all contribute thereto. A tissue in form of granula- 
tions is developed from each structure which fills up the aperture, and in which, as in 
the original formation of bone, bony granules are deposited, unite with each other, and 
thus either perfectly or partially make up for the loss of the bone. In the latter case, 
the growth of the bone is for the most part restricted to the circumference, and seems 
to project from the edge of the aperture and spread to a certain distance from it. Hereon 
is grounded Larrey and others’ incorrect opinion, that the loss of substance in wounds 
of the skull depends on length of time and on the thinning of the opposed concentric bony 
fibres. As the dura mater, pericranium, and bony tissue, according to their secretive ac- 
tivity and plastic power, contribute to the restoration of the skull-bones; so is it also seen 
that according as the dura mater is entire, the pericranium not much destroyed, but | 
especially that there is not any great loss of bone, the tissue filling the hole in the 
bone is, in proportion to the various degrees of plastic activity in young and old 
persons, either completely or partially converted into actual callus, which is often merely 
fixed like a pad about the edges of the bone, or has in it no bony growth. In the lat- 
ter case the edges of the bone are covered with cartilage without a trace of actual bony 
deposit. In one case which was consequent to the penetration of a stake through the 
skull into the brain, I observed a cure, although distinct disturbance of the brain re- 
mained: the patient died long after. 


Upon this subject refer to Scarpa, De Anatome et Pathologia Ossium Commentarii. 
Ticini, 1827. sm. fol. 


WEIssBRoD, Ueber die Heilung der Trepanationswunden und der Knockenverletzun- 
gen uberhaupt ; in the Jahrbiichern des arztlichen Vereines in Miinchen, 1831. Part I. . 


ie Dockom, D., Dissert. Anat. path. de Cranii regeneratione. Traj. ad Rhen., 
1837. 
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Vroxick, G., Bemerkungen iiber die Weise, wie die Oeffnung in dem Schidel nach 
der Trepanation oder anderem Knocken verlust ausgefiilltwerd. Amsterdam, 1837. 


= peel Ueber Regenerations thitigkeit der Kopfknochen’; in Presse Médicale. 1837. 
oO. ° 

450. If the pus be thin and bad, strengthening internal medicines must 
be given, and applications of the same kind put on the dressings. If any 
irritation keep up the suppuration, it must be removed; if any pieces of 
bone be loose they must be withdrawn. If the dura mater be tense and 
dirty ; if a fungous growth rise from its upper surface, and prevent the 
escape of the discharge, it must be bound up with drying remedies, pressure 
applied, and careful touching with lunar caustic employed ; and, if the fungus 
do not subside therewith, it must be taken away with the handle of a scalpel, 
or cut off with a knife. ‘The brain may also grow up luxuriantly through 
the opening of the trepan, partly as consequent on expansion of the brain 
after the removal of the pressure, partly when, as consequence of external 
violence or of inflammatory congestion, the delicate vessels of the brain 
pour out blood into its substance, in consequence of which the brain 
stretches towards the aperture in the bone, and ulcerates the dura mater. 
The brain thrusts through the opening and grows in bulk as the effusion 
of blood adds to it; at last it tears through the pia mater, and the layer 
of brain surrounding the blood, which then pours out, coagulates and 
collects as the bleeding recurs. 

The treatment consists in blood-letting, purging, and the application 
of moderated pressure; if the swelling continue increasing it must be 
emptied by introducing a lancet, or removed with a knife. If, with an 
increasing swelling, the aperture in the skull be too small for the escape of 
the blood, it must be enlarged with the trepan. 

FLourens, Mémoire sur les Exuberances du Cerveau par l’Ouverture du Trépan. 
Paris, 1830. 

451. As the scar of the trepan opening, in young subjects only gradually, 
in adults rarely, and in old persons never acquires the solidity of the other 
parts of the skull, it must, to maturity, or, in adults throughout the rest 
of their life, be covered with a plate of dressed leather (a less bulky one 
is made of metal lined with wool) to protect the brain from pressure and 
from external violence. 

Larrey (a) has observed that after closure of the hole, the shape of the skull is 
changed, being flattened on the side of the injury ; the mental activity is simultaneously 
diminished. 

452. The various bandages recommended for injuries of the head may 
be ranged in three classes. I. Many-tailed bandages—1, the six-tailed ; 
2, the eight-tailed; 3, the four-tailed or GauxEn’s sling: II. Head- 
cloths and caps—1, the four-cornered or great head-cloth; 2, the three- 
cornered, or little head-cloth ; 3, ScHREGER’s three-cornered head-bandage ; 
4, the night-cap; 5, Srark’s net: IIT. Rollers—1, thesingle roller; 2, 

the scaphoid bandage ; 3, the T-bandage, especially ScorEGER’s movable 
one; 4, Dionis’s frontal bandage; 5, Hiprpocrares’s cap; 6, the knot 
bandage for compressing the temporal artery. Of all these bandages I 
employ ScuRrEGER’s movable T-bandage, for all wounds, with flaps, and 
for fastening separate bandages, the three-cornered head-cloth as a general 
covering bandage, and HirrocraTes’s cap as the general compressing 
bandage; all the rest are superfluous. 


(a) VELPzAU, above cited, p. 265. 


426 CONSECUTIVE ABSCESS OF LIVER. 


453. Abscesses in the Liver, and also in other intestines of the belly, not 
rarely occur after previous injuries of the head. They often happen without 
the intestines having suffered any shock ; and often they do not take place, 
although there has been a severe shock (1). They more frequently appear 
after injuries of the head, which suppurate, than after concussion without 
wound. They are frequently observed in affections of the brain which 
depend on internal causes ; for instance, in chronic inflammation of the mem- 
branes, in the so-called fungous growth of the dwra mater, and so on. 


((1.) “In the liver,” says Hennen, “ morbid appearances are found throughout every 
shade of affection of its membranes or its secretion; either pain and tumefaction with 
bilious diarrhea, or the same with a perfect torpor of its functions, and inflammatory 
affections, from increased vascularity, to the formation of extensive collections of matter. 
In the spleen pain, tumefaction, hardness, and abscess are occasionally observed. The 
stomach suffers more frequently than any other organ ; but it appears to be more from 
general nervous sympathy than from any organic affection, which is seldom discoverable 
on dissection.” (p. 310.) 

HeENNEN further, and very justly remarks :—“ It often happens, however, that neither 
the liver nor any other organ seems to sympathise with the injuries of the head, while, 
in other cases, almost every viscus will appear to suffer more or less. ‘The sympathetic 
affections vary in the organs which they attack, and in the degree of violence. In the 
thorax they appear from simple increased secretion of the lungs, to tubercles and exten- 
sive purulent formation in their substance. Serum is also found in the cavity, and very 
frequently in the pericardium, and even in the heart itself abscesses have been dis- 
covered.” (p. 310.) 

The same writer mentions that “ priapism is occasionally observed in wounds of the 
head,” and mentions a case in which, “ on dissection, the dura mater was found exten- 
sively separated all over the head. This separation included the tentorium cerebelli, and 
beneath its edge about four drachms of coagulated blood were found, the principal part 
of which lay on the cerebellum.” (p. 304.) 

As to the “loss of the generative faculty, and atrophy of the organs connected with it, 
which have been attributed to blows on the back of the head,” HENNEN observes, “ the 
fact is certain; but whether the anti-aphrodisiac effects proceed from injury to the organs 
of sexual love or to a general loss of power, is a subject for future inquiry.” (p. 302.) 
On this point he quotes the two cases mentioned by Larrey, and that of a Portuguese 
soldier who was his own servant, and in whom “a piece of shell shattered the superior 
part of the occipital bone from within half-an-inch of the great knob on the left side to 
the lambdoidal suture. An irregular angular portion of the left parietal bone, nearly 
an inch in length and about an inch in breadth, was also fractured and beaten inwards.” 
This man laboured under very dangerous symptoms, but had recovered five months 
after ; but he “repeatedly consulted HENNEN on the means of recovering his virility, 
which, he said, the shell had completely carried away with it.” (p. 303.) ] 


454. Abscesses of the Liver, after Injuries of the Head, are not always 
produced by one and the same cause. They are either the consequence 
of an indistinct but intimate sympathetic change of relations between the 
liver and brain, owing to which, when one organ is affected, slight 
disturbances occur in the others (1), or they are consequent on the shock of 
the whole body, connected with injury of the head, and by which the liver, 
on account of its bulk and its loose connexions, suffers more than all the 
other intestines, and is often torn so that fatal effusions of blood take place 
into the belly. 

[(1) With regard to the sympathy between the brain and liver, HENNEN observes that 
“it is by no means such an universal occurrence as some practitioners imagine; nor 
does the affection of the liver, I suspect, so very often depend upon the direct injury of 
the head as upon certain circumstances connected with it. A class of men more pecu- 
liarly liable to hepatic affections than others, are the most frequent subjects of fractured 
skulls, I mean quarrelsome and habitual drunkards, particularly those who indulge in 
ardent spirits ; and we often find that the liver has been diseased long before the inflic- 
tion of the injury of the head. It is scarcely necessary to say, that it will very often 
occur in men of the most temperate habits, and totally unconnected with the affections 


ee 
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of the organs from habitual drinking; I have known it take place within thirty-six 
hours from an accident in a temperate female.” (p. 309.)] 

455. These abscesses of the liver often form without being noticed ; often 
are they preceded by symptoms of more or less active inflammation. The 
pus is frequently superficial, but most commonly deep in the substance of 
the liver, and the entire parenchyma of that structure is not unfrequently 
entirely destroyed by it. In such abscesses swelling and fluctuation may 
be observed in the region of the liver, and the abscess opens externally ; it 
may also empty itself into the general cavity of the belly, into the stomach, 
into the intestine, or into the cavity of the chest. 

456. It is therefore necessary to prevent such abscesses, which, however, 
on account of their concealed mode of origin is often impossible. In 
symptoms of inflammatory irritation of the liver, bleedings and long con- 
tinued antiphlogistic purgings, especially antimonial wine properly diluted, 
are indicated. If the abscess show externally, it must be, as usual, opened. 
If the outflowing pus be good and of white colour, the prognosis is more 
favourable than if it be of a yellowish brown colour. The powers of the 
patient are to be supported by strengthening medicine, and a ready outlet 
must be furnished for the pus. 

Upon the various opinions regarding abscesses of the liver after injury of the head, 
compare, 

Pare, A., GEuvres Chirurgicales, livr. x. chap. xii. 

Bertranp1i, Mémoire sur les Abcés du Foie, qui se forment & l’occasion de Plaies 
de la Téte ; in Mémoires de l’Acad. de Chirurg., vol. iii. p. 486. 

Poureau, CZuvres Posthumes, vol. ii. p. 129. 

Desavxt, CEuvres Chirurgicales, vol. ii. p. 63. 

RIcHERAUD, sur les Abcés du Foie, qui accompagnent les Plaies de la Téte; in 
Journal de Médecine, etc., par CorvisartT, Leroux et Boyer. Frimaire, an x11. 

Awstavx, Clinique Chirurgicale, Liége, 1816, p. 35. 

Textor, in Neuen Chiron., vol. i. part ili. p. 409. 

Dance, Archives Générales de Médecine. Jan. 1829. 


OF WOUNDS OF THE FACE. 


457. A very important object in the treatment of wounds of the face is 
the prevention of scars ; in all cases, therefore, if the wound gape widely, 
if it be irregular and large, if a strong beard or the peculiar position of 
the wound prevent the close lying of the sticking plaster, and no contra 
indications to quick union exist, the suture should be applied. Al- 
though wounds of the face usually bleed freely, yet the bleeding from the 
little vessels is safely stanched by the proper union of the edges. 

[The twisted suture upon thin pins is the best remedy in all wounds about the face, 
excepting those of the eyelids, where, in consequence of their recession behind the bony 
margin of the orbit, they cannot be used. A cold wet rag is to be kept constantly 
applied, whichever suture is employed, and the suture itself must be removed after thirty 
or forty hours. Even if the wound be produced by a blunt instrument, it is advisable 
to attempt union with the suture. If the cut be at any part where there is hair, the 
edges of the wound must be so carefully adjusted that no hairs should jut into them, as 
thereby the union will be prevented, and irritation excited.—J. F. S.] 


458. Wounds of the region of the Eyebrow, when they are especially dis- 


posed to union, if they be vertical, are always united with sticking plaster ; 
but transverse wounds require the suture. If such wounds heal by suppu- 
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ration, their dressing consists only in covering them simply with masses 
of charpie, fastened with sticking plaster. 


Wounds in the region of the eyebrows often cause blindness or weakness of sight: 
1. From concussion of the nervous coat (retina) of the eye. Amaurosis appears in this 
case directly after the injury, and the iris is completely motionless. This amaurosis 
frequently subsides of itself, or by the use of purgatives. If the concussion produce 
tearing of the retina, extravasation takes place in the chamber of the eye, deep-seated 
pain, extraordinary sensibility of the eye on the slightest touch, complete blindness, 
in this case incurable, and especially indicating a strict antiphlogistic treatment for 
the prevention of inflammation. 2. From bruising and imperfect teariny of the great 
branches of the frontal nerve. Hence, also, follows diminution of the powers of sight, 
sometimes at once, sometimes later. The place and condition of the wound must lead 
the surgeon in his diagnosis. The frontal nerve must then be cut through on the upper 
eyelid, and the wound treated according to the general rules. 3. From dragging of the 
frontal nerve, as consequent on the formation of a scar. 'The diagnosis is clear, on account 
of the subsequent occurrence of weakness of sight. Cutting through the nerve is the 
only remedy. 4. From complication of the above-mentioned causes. ‘The treatment of 
the wound here requires the first attention ; subsequently the commotion of the retina 
is to be looked to. The same states of the eye may also be produced by wounds of the 
infraorbital region. I have seen a case of complete amaurosis occur suddenly eight 
days after a blow on the region of the eyebrow, though there was not any trace of it on 
the skin, in which the pupil was natural and movable, and there was not the slightest 
pain. By repeated bleedings, rubbings-in of mercurial ointment, and several blisters 
along the course of the frontal nerve, a perfect cure was effected. 

[Joun THomson mentions “a frequent and most distresing species of injury, which 
occasioned blindness by the passage of balls through or near to the eyes. In the cases 
where balls had passed near to the eyes, the vision was destroyed; in some without 
any apparent injury of the eyeball itself; and in others, with the occurrence of every 
degree of inflammation in that organ. In one case, where the ball had passed through 
behind the eyes, from temple to temple, one eye was destroyed by inflammation and the 
other affected by amaurosis. In another case where the ball had taken precisely 
the same direction, both eyes were affected with amaurosis, but without inflammation 
being produced. In another case where the bullet had entered the face on the upper 
and left side of the nose, and passed out anterior to the right ear, the patient was affected 
with amaurosis of the righteye. The left eye was similarly affected in a case where the 
ball had entered the right side of the nose, and had come out before the left ear. We 
had occasion to see from eight to ten patients, in whom musket-balls had passed through 
behind the eyes, from temple to temple; and in ail of these there was great swelling, 
pain and tension of the head and face. A careless examination would have led one to 
suppose that in these cases the ball had entered the cranium. Cases of this kind are re- 
corded in which the blindness is supposed to have been produced by the balls passing 
through the inferior part of the anterior lobes of the brain; but the results of my own 
observation would lead me to doubt whether, in those cases, the substance of the brain 
itself had been actually injured. In some of the patients in whom amaurosis had been 
produced, there was reason to believe, from the course which the balls had taken, that 
the optic nerves were divided. Ina considerable proportion, however, of those affected 
with amaurosis, it was obvious that the balls had not come into contact with these 
nerves.”’ (pp. 65, 6.) 

Farprau (a) relates the case of a soldier wounded at the battle of Pultuska, in 
1806, by a dismounted bayonet impelled by a ball, which struck him “on the right 
temple two finger’s breadth beyond the angle of the orbit, and a little above it, passed 
up to the hilt, from before backwards, and from above downwards, so as to traverse the 
maxillary sinus on the opposite side, and projected five inches. The man was knocked 
down, but did not lose his senses. He made several ineffectual efforts to pull the bayonet 
out, and two comrades, one holding the head, whilst the other dragged at the weapon, 
also failed. The poor wounded man came to me leaning on the arms of two fellow- 
soldiers. I endeavoured with the assistance of a soldier to pull out the bayonet, but it 
seemed to me as if fixed ina wall. The soldier who helped me desired the patient to 
lie down on his side, and, putting his foot on the man’s head, with both hands he dragged 
out the bayonet, which was immediately followed by considerable hemorrhage, the 
blood pouring forth violently and abundantly. The patient then first felt ill, and, as I 


(a) Observation sur une Plaie de téte par une de Méd. de Chirurgie et de Pharm., vol, xxiv. 
bayonette lancee par une boulet; in Journal Gen. p. 237. An 1809. 
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thought he would die, I left him to dress other wounded. After twenty minutes he 
revived, and said he was much better, and I then dressed him. We were in the snow, 
and as he was very cold the whole of his head was well wrapped up in charpie and band- 
ages. Heset off to Warsaw with another wounded soldier; went partly on foot, partly 
on horseback, or in a cart, from barn to barn, and often from wood to wood, and 
reached Warsaw in six days. Three months after I saw him in hospital, perfectly 
recovered. He had lost his sight on the right side ; the eye and lid had, however, pre- 
served their form and mobility, but the iris remained much dilated and immovable.” 
He mentions another case in which “a ball passed through a soldier’s head, from the 
top of the base of the right parietal bone, and which he extracted from the zygomatic 
pit on the other side. He was cured in four months, and walked about at the end of a 
month.” He refers also to a case of DE Limsoure’s, of which the following is an extract :— 
A young man was ramming down the powder in his fowling-piece with an iron ram-rod, 
the gun went off, and the ramrod struck the head of a person a few paces distant, and, 
entering a finger’s breadth by the side, and as much above the outer corner of the eye, 
at the root of the zygomatic arch, passed through the teguments at the back of the 
head, at the posterior superior angle of the parietal bone, a finger’s breadth from the 
sagittal suture, and as much above the superior angle of the occipital bone. The 
wounded man immediately endeavoured to pull the ramrod out, but ineffectually ; but 
one of his companions at last pulled it out, as straight as when it left the maker’s hands. 
He lost little blood and only at the apertures of the wound, which healed quickly and 
completely by simple but proper treatment. 

In speaking of gun-shot wounds in the neighbourhood of, or penetrating the orbit, the 
following are some of the most important mentioned by HENNEN :—“ Sometimes the ball 
passes behind the eyes, destroying their power, either by cutting the optic nerves at 
once, or causing their subsequent inflammation and thickening. An additional proof of 
the decussation of these nerves is afforded by the effects of gun-shot wounds of the eye; 
for, in many instances, an injury by a ball inflicted in the neighbourhood of one pro- 
duces paralysis of the other.” (p. 340.) “In some cases the ball passes into the orbit 
without bursting the eye-ball, although the power of vision is totally lost.” (p. 341.) 
“Diplopia sometimes, though rarely, takes place from gun-shot wounds in the neigh- 
bourhood of the eyes, of which the following case is an example:—A. B. received a 
wound from a musket-ball, which brushed along the root of the nose and onwards to- 
wards the right eye-brow, but without producing any injury to the bone, and so little 
derangement that the wound healed in a very few days. Immediately on being struck 
by the ball, double vision took place. * * * In about two months the disease was 
removed, but, on running into some excess in drinking, it returned again, and the wound 
burst out afresh. A recurrence to a more rigid regimen perfected the cure in a fort- 
night, and he was discharged entirely from hospital.” (p. 345.) Sometimes a ball will 
enter the orbit, and afterwards descend into “the posterior part of the fauces, forming a 
tumour behind, and nearly in contact with the velum palati,” which happened to a soldier, 
who, in consequence, suffered severe pain, had his respiration impeded, his deglutition 
obstructed, his speech rendered indistinct, and much irritation in ‘the fauces, attended 
with constant flow of saliva and frequent inclination to vomit.” (pp. 341, 42.)] 


Puatner, Progr. de Vulneribus Superciliis ilatis, curcecitatem inferant ad locum 
Hippocrates. Lipsise, 1741. 

Breer, Lehre von den Augenkrankheiten, Wien, 1813, vol. i. p. 168. 

von WALTHER, in his Journal fiir Chirurgie und Augenheilkunde, vol. iii. p. 1. 

Cuexius, Handbuch der Augenheilkunde, vol. i. 


459. Slight longitudinal and transverse Wounds of the Eyelids may be 
always united by court plaster, if it be only so placed that its ends are not 
loosened by the moisture of the tears. In vertical wounds, dividing the 
eyelid, the suture is always to be recommended, the threads, however, are 
to be drawn only through the external fold of the skin, and between the 
threads strips of court plaster are to be applied. The eye is to be kept 
closed with a vertical strip of plaster, and covered with a compress. Hori- 
zontal wounds of the eyelids, if large and connected with loss of substance, 
require the suture for their perfect closure, although, in many cases, they 
can be united by strips of sticking plaster stretched from the cheek to the 
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forehead, and the cheek is to be kept up by the bandage called monoculus. 
Small strips of plaster are to be laid between the threads, and the motions of 
the eyelid are to be prevented by vertical strips of plaster. 

460. Wounds of the Har are difficult to unite on account of the many 
elevations and depressions of the auricle ; and it is for the most part neces- 
sary to put in, at several points, sutures, which should penetrate only the 
external skin. If the ear-passage be also injured, it must be stopped with 
charpie, by which the edges of the wound are brought together, and its 
secretion prevented collecting there (1). Charpie having been laid about 
the whole ear and in its cavities, it is to be covered with a compress, and the 
whole fastened with a cloth folded together, which being placed under the 
chin is carried up over the ears and bound together on the head. If the 
external ear be completely cut off, or attached only at a small part, its union 
must always be attempted. 

[(1) If the gristly part of the ear-passage be cut or torn, on no account must CHELIUS’S 
recommendation of stuffing it with charpie or lint be followed. It is not necessary, for 
the parts can easily be kept together by supporting the back of the auricle; and it is sure 
to be mischievous and painful, because it plugs up the hollow in which the inflammatory 
swelling has opportunity otherwise to take place. If there be much bruising, it is pre- 
ferable to cover the whole ear with a bread poultice, and bring the edges of the wound 
together afterwards when they have begun to granulate.—J. F. S.] 

461. Wounds of the Nose may split it either in the middle or on its wings, 
or a part of the nose may be almost or completely divided like a flap. Cuts 
which split the nose in the middle may be united with sticking plaster, and 
the union assisted with compresses and a double T-bandage, or by a piece 
of sticking plaster, cut out in shape of the letter U. If the wings of the 
nose be divided, they must be united with the suture, which should hold 
only the skin. Wounds which divide the length of the nose horizontally, 
or more or less obliquely, so that a piece is either entirely divided, or 
remains only slightly attached, must be united by the stitch and by stick- 
ing plaster. But when a small portion of the tip of the nose, in this 
direction, is lost, a piece of plaster put on obliquely may be useful. Elastic 
tubes are to be placed carefully in the nostrils, and properly fastened to the 
bandage. 

The bandages for the nose, to wit, Ist, the simple bandage ; 2nd, the single accipiter ; 
3rd, the double accipiter; 4th, the nose-sling; 5th, the upsilon-bandage; 6th, the 
T-bandage; 7th, the double T-bandage of Scurecer, the operation of which consists 
either in lateral compression of the nostrils, in pressure upwards or downwards, are, as 
regards their application and operation, extremely uncertain, and may be rendered super- 
fluous by the proper employment of sticking plaster (as the four-headed sticking plaster 
and plaster bandage of BorrcHEr.) 

462. Wounds of the Cheek may mostly be united by sticking plaster ; 
but when they gape much, are angular, the lips completely divided, or the 
salivary duct injured, they require the suture. In all penetrating wounds 
of the cheeks and lips, when any vessels are to be tied, the ligatures are to 
be applied in the mouth, and to be led out from one or other of its corners. 
If, in injuries of the salivary ducts, the wound do not heal perfectly by 
quick union, and the spittle flow from the still open aperture, the healing 
of the duct must be always attempted, and the origin of salivary fistula pre- 
vented by repeatedly touching with lunar caustic, and by compression of the 
parotid duct with the halter bandage. Chewing and speaking are also to 
be forbidden. 

463. Wounds of the Tongue, when superficial, heal if it be kept at rest ; 
but deeper and especially transverse wounds require sutures. The patient 
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must neither speak nor chew ; he must be fed with strong broth, which is 
to be conveyed into the stomach by an elastic pipe passed through the nose, 
or by nutritious clysters. 


[LawRENCE observes (a), when the tongue is severely bitten during fits, “ that bleed- 
ing takes place which is very difficult to stop. I remember,” says he, “ having had a 
child under my care who had bitten very deeply into the substance of the tongue, just at 
the broadest portion of its loose under part; he had divided it horizontally, nearly in 
the middle line, and bleeding took place, which I found it impossible to restrain by any 
styptic application. I employed in vain the oil of turpentine, and a saturated solution 
of alum freely, and the child had lost so much blood, that I deemed it in danger, if 
heemorrhage continued or recurred. But at last I stopped the bleeding by the following 
measure, which, however, seems rather a rough one: I introduced at the basis of the 
loose part of the tongue, bringing it downwards, a strong needle armed with a ligature, 
and cutting the ligature off after I had brought the needle through, made two ligatures ; 
I tied them tightly one on each side, so as to embrace between the two the whole surface 
of the wound, including nearly half of the loose under part of the tongue. This stopped 
the hemorrhage. I was rather apprehensive that, by causing the loss of so much of the 
substance of the tongue, some bad effect might have been afterwards produced, but it 
was not, and the subsequent articulation of the child was perfect.” (p. 763.)] 


——. 


OF WOUNDS OF THE NECK. 


464. Wounds of the Neck either injure merely the coverings, the super- 
Jicial muscles, or the deeper-lying vessels and nerves, the wind-pipe and 
gullet, or even the spinal marrow. Cuts are the most frequent and have 
either a vertical or transverse direction. If they penetrate merely through 
the skin and superficial muscles, they may be united with sticking plaster, 
and the union of transverse wounds on the front of the neck may be assisted 
by binding the neck forwards, but in longitudinal wounds it must be 
stretched backwards. Bleeding from the external jugular vein may be 
stanched, either of itself or by slight pressure. In wounds with loss of 
substance, or such as suppurate largely, the head, towards the end of the 
cure, must always be kept straight, and the sinking of the pus behind the 
_breast-bone prevented. 

[Astiry Cooper says that the wound above the larynx, which passes through the 
muscles of the jaw and tongue, into the pharynx, being generally inflicted between the 
chin and os hyoides, is the most frequent injury. (p. 242.) The wound may be either 
above or below the tongue-bone, and in the latter case the epiglottis is commonly more 
or less completely sliced off, which renders the case more dangerous on account of the 
irritation to which the larynx is subjected. In one such case AstLEyY Cooper stitched 
the epiglottis to the thyroid cartilage, and the patient recovered, but he was uncertain 
whether the recovery was attributable to that proceeding. ] 

465. Deeper penetrating wounds, in which the large vessels are wounded, 
are usually soon mortal from the sudden bleeding. In injury of the carotid 
artery assistance is still possible if it be at once compressed by an assistant at 
the wounded part, the wounded end laid bareand tied (6). In slight injury 
of the internal jugular vein, the bleeding should be stanched by com- 
pression, or, if it be completely cut through, it must be compressed above 
the injury, and the upper end tied after proper enlargement of the wound. 
In making these ligatures sufficient care should be taken that the nerves lying 


(a) Lectures in Lancet, 1829-30. vol. ii. Coxe ; in London Med.Repository, May, 1820 
(b) HEBENSTREIT; in his additions to BENJAMIN THoMsoN, Joun, M.D., Report of Observa- 
Betu’s Surgery. tions made in the British Military Hospitals 
ABERNETHY’s Surgical Works, vol. ii. p. 115. in Belgium, &c., 1816. London. 8vyo. 
Larry, Mémoires de Chirurgie Militaire, BrescuET ; in French edition of Hongson’s 
vol. i. p. llo. Treatise on the Diseases of Arteries and 
HENNEN, JouNn, Observations, &c., p. 356. Veins, &c., 1815. London. vol. ii. sect, vy. - 
CotureR; in the Medico-Chirurgical Trans p. 37, note. 


actions, vol. vii. p. 107. Texror; in Neuen Chiron., vol. ii. p. 2. 
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close to the vessel, especially the pneumo-gastric, be not included in the 
ligature. The injured branches of the carotid artery may be tied either 
in the open wound, or after carefully enlarging it, or, if this be not pos- - 
sible, the principal trunk of the carotid is to be tied (1). 

[(1) The celebrated Marquis of LonponprErry destroyed himself by stabbing the ca- 
rotid artery with a penknife ; and at the time it was believed that had his medical attend- 
ant acted promptly and properly, his life might have been saved. I recollect an instance 
many years since under my friend Travers’s care in St. Thomas’s Hospital, in which 
either the lingual or facial artery was also wounded with a penknife in an attempt at 
self-destruction. The wound was enlarged with the intention of tying the bleeding 
vessel, but the wound in it was too close to its origin to admit such proceeding. The 
common carotid artery was therefore tied; but the case was unsuccessful, as adhesion 
never took place, and when the ligature ulcerated through, bleeding occurred several 
times; at last a large clot formed in the wound, from which constant oozing went on; 
and on the removal of this to secure the artery, a violent gush of blood followed, and the 
patient died immediately.—J. F. S.] 

466. Injuries of the Pneumo-gastric Nerve cause loss of voice, spas- 
modic symptoms, and death. Injury of the Recurrent Nerve also causes 
loss of voice; this, however, may occur subsequently. . Injury of the 
Laryngeal Nerve is mortal from arrest of breathing (a); and this is also 
the especial branch which so quickly produces death after the division of 
the whole nerve. According to Dupuy’s (0) experiments, animals may 
live for some time after division of both pneumo-gastric nerves, if the air- 
tube be opened below the larynx; but, if the opening be not made, the 
animal dies on account of the palsy of the nerves spreading over the 
muscles opening the chink of the glottis. Ifthe Sympathetic or Phrente 
Nerve, or the spinal marrow be injured, death in convulsions follows. 

467. Wounds of the Windpipe are either longitudinal or transverse; the 
windpipe may be either only cut into, or cut through, or a piece of it taken 
away as in shot-wounds. Vertical wounds of the windpipe require union 
with sticking plaster, and that the head should be inclined much backwards. 
Transverse wounds divide it either partially or entirely ; they are mostly 
consequent on attempted self-destruction, and are usually found at the upper 
part of the neck, between the larynx and the tongue-bone; penetrate to a 
great extent into the back of the mouth; allow the air, spittle, and drink 
to escape through them, or even penetrate into the larynx. They are rare 
at the lower part of the windpipe. 

In these wounds, if the voice be at once lost, the air passes through the 
wound (1), frequently an air-swelling is produced (2), and blood flowing 
into the windpipe may give rise to dangerous symptoms. ‘This may occur 
without the carotid artery, jugular vein, or pneumo-gastric nerve being 
wounded ; the bleeding may come only from the superior thyroid, or from 
the lingual artery. 


[(1) The loss of the voice in large wounds of the windpipe simply depends on the air 
passing out through the aperture, instead of proceeding through the larynx; this is 
readily proved, if by bringing the head forward, the edges of the wound can be brought 
sufficiently close to prevent the escape of the air through it, as then the air takes its 
natural course through the larynx, and a whisper more or less loud, or even a feeble 
voice can be heard. 

(2) HENNEN says :—“ Emphysema is also a frequent though not dangerous symptom 
of wounds of the windpipe ; indeed I have met with it oftener in wounds of the larynx 
and trachea than in those of the lungs, probably because the action of the muscles sub- 
servient to respiration is exerted in such a manner as to send a current of air through 

(a) Pyx, Aufsitze und Beobactungen aus der (6) Journal de Médecine, par Lz Roux, etc. 


gerichtlichen Arzneiwissenschaft. Saml. vii. p. vol. xxxvii. p. 351.—MecKet, Handbuch der ge- 
185. richtlichen Medecin. Halle, 1821, p. 172. 
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the larynx, whence it is drawn forcibly into the cellular substance. Simple puncture 
is, in these cases, the best remedy.” (p. 362.)] 


468. When in transverse wounds of the windpipe the bleeding is 
stanched, the edges of the wound should be brought together by bending 
the head much forwards towards the chest, in which position it is to be re- 
tained. his is done less certainly by bandages than by Kouuer’s cap ; 
the patient is at the same time to be slightly inclined to one side, so that 
the secretion may not readily flow into the windpipe. If the windpipe 
be not completely divided, the edges of the wound should not be separated 
far apart, and the position already mentioned is favourable to union, as 
the stitches excite only irritation and cough which mostly hinder the union. 
Only when the windpipe is cut through, and the edges of the wound gape 
widely, should they be drawn together with a broad ligature fastening the 
external skin merely. 


According to Frick (a), severe wounds of the neck should not at once be healed with 
the stitch; he prefers waiting for a perfect suppuration, and the production therewith of 
new granulations, and then first puts in the suture to bring the suppurating edges into 
contact. 

[Position in the treatment of wounds of the windpipe, at whatever part, is always 
preferable to stitches, which are really of little service, as from the constant drag upon 
them in the frequent attempts made to get rid of the mucus, and of the adhesive matter 
which begins to be secreted a few hours after the injury, they speedily ulcerate and are 
of no use, but rather hurtful from their additional irritation. The only real benefit ob- 
tained from them is that of preventing the edges of the skin turning into the wound, 
which interferes with the union; but even in this attempt they often fail. Keeping the 
edges of the wound as near together as possible with strips of adhesive plaster, applied 
longitudinally and obliquely across the neck, and over these a roller twice or thrice around 
the neck is all that is either necessary or proper. 

It must, however, be recollected that even at the very first it is not always proper to 
close the edges of the wound, and the Surgeon must therefore carefully notice, in dressing 
the wound, how the patient can breathe when the edges are brought together and 
covered up. Not unfrequently the breathing cannot be carried on by the mouth, 
but only by the wound; under which circumstances, if the wound be shut up, diffi- 
culty of breathing and even suffocation may ensue, unless all the dressings be re- 
moved and the air allowed to escape by the wound. Its complete closure, therefore, 
must be dependent upon the freedom or difficulty of breathing by the mouth ; if there be 
no difficulty the wound may be carefully closed; but, if there be difficulty, a sufficient 
Space must be left opposite the wound into the windpipe, to permit the free passage of 
the air. 

Another circumstance may be also noticed as to the unneedfulness of stitches, that is, 
that these wounds rarely, if ever, unite by adhesion, but almost invariably by granula- 
tions, even under the most favourable circumstances. But the use of stitches after the - 
establishment of the granulating process, as proposed by Fricke, is quite superfluous. 

It is certainly proper at first to attempt union by adhesion, and sometimes the angles 
of the external wound will effect it; but generally the parts have been so much handled 
in search of bleeding vessels. as well as irritated by their continual separation by the 
air and mucus forced through the wound, that the greater part of the surface becomes 
sloughy. When this happens, it is better to remove all the dressings, except two or 
three strips of plaster for support, and to surround the whole neck with a light bread 
poultice in a muslin bag, so as to prevent any of the crumbs dropping into the air-tube. 
—J.F.S8.] 


469. In these wounds there always occur severe inflammation of the 
windpipe, spasmodic symptoms, especially severe cough, which is more 
violent in injuries of the larynx than of the windpipe (1). If the wounded 
person have not lost much blood, he must be bled freely from a vein, and 
nitre in emulsion must be given internally. If pain and cough arise, 
bleeding from a vein (even the application of leeches) must be repeated, 


(a) Fiinfter Eericht iiber die Verwaltung des allgemeinen Krankenhauses, 1832, p: 232. - 
VOL. I. 2E 
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and calomel with extract of hyoscyamus given. The food must be entirely 
fluid. Persons who have attempted self-destruction must be carefully 
watched, lest they disturb the bandages. This treatment must be persisted 
in so long as the inflammatory and convulsive state of the windpipe con- 
tinues. 

If union do not completely occur, the wound is to be covered with 
lappets dipped in lukewarm water. If the discharge be great, and the 
powers of the patient give way, Iceland moss, bark, and narcotic remedies 
must be used. The hoarseness which remains for the most part gra- 
dually subsides. 1n injuries of the cartilaginous part of the windpipe, 
there sometimes remains for along while a fistulous opening, which often 
closes of itself (2). When the bandage is removed, the patient must guard 
against a deep inspiration, and much drawing the head backwards (3). 


[(1) If there be much inflammation and cough it is always best to remove the dress- 
ings, even though the breathing by the mouth may be comparatively easy, and allow 
the mucus or other secretion to be coughed through the wound, as their discharge by 
that passage is more easily effected than through the chink of the glottis, and conse- 
quently the necessary exertion and irritation are lessened. If the case proceed favour- 
ably, after a week or ten days the secretion from the lining membrane of the air-tube 
diminishes, it becomes less viscid, and is separated with less exertion ; the granulations 
begin to close the aperture, and breathing begins to be performed through the laryngeal 
chink, and daily increases till the wound has entirely healed. Astiey Cooper men- 
tions an instance of ossification and exfoliation of the thyroid cartilage, in a case where 
the cure occupied several weeks (p. 246); but I believe such occurrences are rare. 

I have had a case of fistulous wound between the thyroid and cricoid cartilage, which 
had been of some weeks’ standing before I saw it, and the passage through the latter 
into the windpipe had become so narrowed, either by the falling together of the cricoid 
cartilage, of which the front had been perhaps cut off from the hind part, or by the 
adhesions which had formed between the lining membrane, that breathing was per- 
formed with extreme difficulty, and with a loud hissing noise. As these symptoms had, 
been gradually increasing it was thought advisable to introduce a short silver tube, to 
do which it was necessary to enlarge the aperture with the knife, and the tube having 
been passed in the breathing immediately became easy, and the hissing ceased. She 
wore the tube for several weeks without inconvenience, and left the house with it still 
in. In this case, as might be expected, the voice was entirely lost.—4J. F. 8. 

(2) These cases are very uncommon. AsTLEY Cooper says that ina wound upon the 
thyroid cartilage, which remained fistulous, he raised a piece of skin from the surface 
of the neck, above the opening, and turned it over it, having previously pared the edges, 
and it united extremely well.” (p. 246.) 

(3) Sometimes after a cut has been going on well for some days, a sudden bleeding 
may come on, either during the exertion of coughing or any other effort, and it will 
be extremely difficult, if not impossible, to ascertain whether the blood come from. 
an artery or vein. A case of this kind recently occurred in our hospital under my 
colleague Mackmurpo’s care. A man cut his throat nearly from ear to ear, on the 
night of the 7th of July, 1845: he lost a large quantity of blood, but when he was found, 
the bleeding had ceased. On examining the wound it appeared that he had cut between 
the hyoid bone and thyroid cartilage, separating with the former the epiglottis. The 
edges of the wound were brought together by bending the head down to the chest, and 
cold water dressing applied. On the next morning one suture was put through the lips 
of the wound, and on the day following other two. On the fourth day they were ail 
removed, as there did not appear any disposition in the wound to union. On the after- 
noon of the 14th the sutures were again introduced. At 5, a.M., of the 15th, he had a 
violent fit of coughing, and, whilst trying to reach the chamber-pot from beneath his 
bed, a sudden bleeding came on, said to be in a twisting stream. It was checked by 
pressure, but on the removal of the finger bleeding recurred, and he lost about half-a- 
pint of blood; but it was controlled by thrusting a piece of sponge into the bottom of 
the wound, which was left open, and cold water applied. No further bleeding having 
occurred, the sponge was removed on the 18th, and the wound has now (26th) filled 
with granulations, and the case has every appearance of doing well._—J. F. 8. ] 


410. In Stabs of the Windpipe, owing to the parallelism of its inner and 
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outer walls, the air readily escapes into the cellular tissue. If slight 
pressure upon the wound do not prevent the escape of the air, the outer 
wall must be enlarged with the bistoury, so that the air may more readily 
escape. 

471. Bruised Wounds of the Larynx and Windpipe, Shot-wounds with 
loss of substance, require besides the general treatment already mentioned, 
a simple linen bandage spread over with a mild ointment. 

If the edges of the wound skin over, and fistulous passage form, which, especially occurs 
in bruises and in wounds connected with the loss of substance, the edges must be refreshed, 
(re-pared with the knife,) and, if possible, united vertically with the twisted suture. 
Attempts have been made to close the opening by healing over it a flap of skin (a). 

472. Wounds of the Gullet occur with an entirely, or, for the most 
part, divided windpipe, (in stabs only is injury of the former possible 
without that of the latter,) and the gullet is either cut into or cut through. 
Severe wounds of the gullet are usually accompanied with wounds of 
the larger vessels and nerves, and are then speedily mortal. Without 
this simultaneous injury, however, wounds of the gullet may be very 
large; it may even be entirely divided without the wound being absolutely 
fatal (6). Injuries of the gullet in large wounds can be ascertained by 
the eye, by examination with the finger, and also by the fluid swallowed 
by the wounded person, escaping through the wound, and exciting severe 
cough. 

473. When in wounds of the gullet the blood has been stanched, the 
same treatment is to be pursued as in wounds of the windpipe: the ex- 
ternal coverings must be fixed, and the head bent towards the chest. If. 
the wound be large, the patient must be supported with nourishing 
clysters, baths, or what is best by strong broths introduced by an elastic 
tube into the stomach. If the tube excite vomiting, coughing, or bleeding, 
it must be removed, and nourishing clysters and baths only used. The 

‘tormenting thirst of such patients is best relieved by putting into the 
mouth slices of lemon or Seville orange sprinkled with sugar. As the 
wound advances towards healing pappy gelatinous food must be cautiously 
given by the mouth. 

The elastic tube kept in the gullet should be about as thick as the little finger, and 
provided with a valve at its top. It is introduced through the nose or mouth; it gene- 
rally slips the first time into the windpipe, which must be ascertained by the motion of 
a taper flame held before the opening of the tube. In this case, the tube is to be drawn 
back, and attempt made to pass it more backwards into the gullet. It may remain many 
days, its outer end being fastened. 

[(1) AsTLEy Cooper “ objects entirely to the introduction of tubes into the pharynx 
and wsophagus, as worse than unnecessary, for they are highly injurious by the cough 
which they occasion by their irritating the wound; and, if adhesion or granulation 
have taken place to close the wound, such tubes tear it open again and destroy the process 
of restoration.” (p. 249.) The correctness of this opinion is fully borne out by the fol- 
lowing case related by Starx (c) :— 

Case.—A man cut his throat; “the external jugular veins on both sides were per- 
fectly divided ; the carotid arteries laid bare; the trachea arteria divided from the 
larynx immediately above the pomum Adami; the epiglottis and glottis, along with the 
os hyoides, perfectly detached from the rima glottidis ; the pharynx cut through, except 
about a finger’s breadth of the back part, which was very much stretched, for the trachea 
thus divided had retracted equal to the clavicles, as had also the fore part of the wsopha- 
gus, which very much stretched the remaining fibres of the pharynx. As the os hyoides 
was perfectly detached from the rima, consequently every muscle that arises from the 


(a) La Lancette Francaise, 1831, 26 Noy.—Fro- in Bezug auf ihre Behandlung und ihr Lethali- 
RIEP’s Notizen, 1831. No. 692. tatsverhaltness, in his Magazin, vol. vii. p. 262. 

(b) Rust, Einige Beobactungen iiber die Wun- _(¢) Medical and Philosophical Commentaries, by a 
den der Lufr und Speise réhre, mit Bemerkungen _ Society in Edinburgh, vol. iv. parti. Jondon, 1776. 
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different cartilages, &c. of the windpipe, and which are inserted in the os hyoides, were 
cut through. * * * I endeavoured to attach the fore part of the esophagus to the 
pharynx with needles and waxed thread; but it was found very difficult to accomplish, 
as the wound was very jagged, the patient averse to have any thing done for him, and 
the pricking of the needles brought on violent retching to vomit, so that the contents of 
the stomach were evacuated by the wound. I next endeavoured to attach the trachea 
to the larynx, which was likewise difficult, on account of the constant convulsive cough- 
ing; however, it was at last done, and the patient in this situation could swallow a little 
water, though the greatest part still ran out by the wound.” Some adhesive straps were 
afterwards applied. His bowels were kept open with clysters. No nourishment given 
by the mouth, but nutritive clysters thrown up every two hours. He went on very well 
till the sixth day, when he became very feverish; the discharge ichorous and offen- 
sive; the breathing quick and difficult, with a loud rattling noise. Hot dressings were 
applied to the wound. On the ninth day the fever had subsided, and the discharge from 
the wound thick and hardly in any degree offensive. On the following day, when the 
dressings were removed, “all the stitches had given way, and the windpipe and gullet 
had retracted as before. * * * Between the os hyoides and the clavicles there was only one 
continued gash, which looked as if the windpipe and the gullet had been cut out entirely.” 
As he was now very much reduced, and both very thirsty and hungry, attempts were 
made “to introduce nourishment by the external wound, by means of a bent catheter 
that had a bladder tied to it; but the catheter had no sooner touched the top of the 
gullet than it produced violent efforts to vomit, and convulsive coughing, which tore the 
wound quite open. Finding this method would not succeed, I laid it aside, and trusted 
to strong nutritive injections only. I again put in a stitch or two into the fore part of 
the windpipe, but soon found they could be of no service, for they not only prevented a 
reunion, but kept up a constant irritation on these sensible parts. I therefore next day 
removed them, and only continued the stitches in the external wound, for the mucus 
and matter now prevented adhesive plaster from sticking ; and in order that there might 
be very little stress on the external stitches, I kept his chin confined close to his breast 
by means of pillows under his head, and a night-cap with straps that tied under the arm 

pits. About this period small granulations of flesh made their appearance on the 
wound.” On the twenty-fourth day he was “sitting up in bed with a plate before him 
containing boiled rice. I asked if he had swallowed any, to which he made signs that 
he had, by patting his belly, and expressing great joy of countenance. I desired he 
would make another attempt, and found, to my great astonishment, that he could swallow 
some, though by much the greatest part came out by the wound.” He continued to 
mend, and “about the end of six weeks from the accident, the external wound healed up 
entirely, except over the pomum Adami, which, by being a little hurt, gradually sepa~ 
rated; and as the separation was very slow, a small part of the external wound turned 
fistulous, and so left a passage into the windpipe, through which he could breathe at 
pleasure, though he generally breathed by the mouth as before, and could swallow either 
liquids or solids without any part coming by the wound.” A fortnight after, he went 
out, got drunk, and vomiting the following morning, “ some of the remains of the liquor 
probably got into his windpipe, for he fell back on his bed and expired in an instant.” 
On examination, there was found “a perfect reunion of all the injured parts; the os 
hyoides was rejoined to the windpipe in the fore part by means of a soft but tough sub- 
stance, which occupied the place of the scutiform and thyroid cartilage. The rima 
glottidis was attached to the sides of the os hyoides by a tough membranous cicatrix, 
which marked the extent of the wound in its first state. All the muscles inserted into 
the os hyoides and originating from the cartilages, &c., had, after being cut through in the 
accident, retracted, and on one side formed a large and hard substance, about twice the 
size of the pomum Adami.” (p. 434-443.) 

Dr. Ryan also relates (a) another, and very similar, case, in which, as in the former 
nature seems to have had most to do with the cure. 

CasE.—A negro received several wounds in the neck, which, when seen some time 
after the accident, appeared to be “ thrusts or incisions with a knife between the upper 
edge of the right side of the thyroid cartilage and the os hyoides ; one incision was made 
transversely, it began below and opposite the middle of the base of the os hyoides, and 
extended almost as far as the right carotid ; it seems to have totally divided the sterno- 
hyoid and hyo-thyroid muscles. This incision was crossed by another, which was made 
in a longitudinal direction.”’ When first found, “they gave him some drink, but it all 
came out through the wound; and they, as well as he himself, declared, that till the 
thirteenth day after the attack he swallowed nothing whatsoever. Hence he was almost 


(a) Dunean’s Medical Commentaries, vol. viii. London, 1783. 
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exhausted, and his situation thought so desperate that recourse was had to none of the 
means usually employed in such circumstances in order to support life. From the time 
he began to swallow he has gradually recovered some strength, and he can now eat plan- 
tains, the chief fare of the negroes.” When Ryan had removed the dressings, “on his 
attempting to drink some water, the most part rushed out by the orifice ; but when it was 
closely stopped up by the application of another’s hand, he swallowed pretty freely, though 
not without some coughing. It is always necessary to make a pressure of this kind 
when he takes any food. I had his mouth and nostrils closed for some time, but he 
breathed through the wound.” (p. 319-21.) 

HENNEN has mentioned a case in which “ the larynx was completely severed between 
the thyroid and cricoid cartilages, and the esophagus laid open throughout half its 
calibre. * * * I confess we were at a loss what to do; for when we attempted to close 
the wound he could not breathe at all. We therefore left it open, keeping his head re- 
clining forward, and expecting that he would soon besuffocated. This did not happen, 
however, for he breathed very well through the wound; but his greatest suffering pro- 
ceeded from thirst, as every thing he attempted to swallow came through the opening. 
We tried to introduce liquids through a flexible tube, but we succeeded very badly, on 
account of the great irritability of the fauces, trachea, and esophagus. As there was 
great abundance of milk to be had, he was put ina bath of this fluid several times a 
day, and clysters of various nutritious fluids were assiduously thrown up. By these 
means he was entirely supported during the space of eighteen days, and nothing but 
common dressings applied to the wound. At the end of this period, the esophagus be- 
came retentive when liquids were taken, and the breathing was beginning to be partly 
earried on through the mouth. From this time he rapidly recovered, excepting a con- 
siderable loss of voice and power of articulation.” (p. 364.)] 


474. As wounds of the gullet very rarely heal by perfect agglutination 
of their edges, but the interspace is filled by the neighbouring parts, there 
usually remains some contraction at this part, or it bulges like a bottle, in 
either of which cases swallowing is difficult. 

475. Stabs of the Gullet, if there be no accompanying severe injury, 
often heal without any symptoms. If the gullet be wounded at the lower 
part, the food that is swallowed may pass into the cavity of the chest. 

476. Deep wounds at the back of the neck often produce a palsied 
condition, and also frequently a wasting, of the lower limbs. Wasting 
of the testicle and loss of the generative power have also been observed 
in these cases. 


[Of the severe nervous symptoms occasionally following gun-shot wounds of the throat. 
HENNEN mentions an instance in an officer who received a ball in “ the sternal portion 
of the m. sterno-cleido-mastotdeus, about an inch above its origin, which passed inwards 
towards the thoraz, but no trace of its route could be discovered. On receiving the shot, 
he instantly dropped, not, however, perfectly senseless, but very muchstunned. He felt 
as if he had received three distinct wounds, the most severe of which he referred to the 
arm of the wounded side, the two others, of nearly similar severity, to his throat and 
stomach.” He lost “an enormous quantity of blood, which also gushed copiously from 
the wound at every effort to cough or vomit. * * * His left arm hung nearly lifeless, 
with a pulse scarcely perceptible ; that of the sound arm was excessively quick, 120 in 
a minute, and very feeble. On the following day he was better, but had such an 
oppression along the course of the diaphragm, that he urged HENNEN to cut for the ball, 
as he was certain, he said, it was the source of this pain. * * * He spat up a florid frothy 
blood very copiously, and the same issued occasionally from the wound. The efforts 
to vomit, and spasmodic catchings of the throat with globus and hiccup were very 
severe. On the third day the dyspnea was almost suffocating, and the nervous symp- 
toms ran very high. On the fourth day his voice was entirely lost, till the sixth, when 
it began gradually to return. On the thirtieth day, after severe spasmodic bilious vomit- 
ing, the speech was again affected suddenly. His arm, which had, after the first 
twenty-four hours, given him occasional uneasiness, and in which he felt a prickling 
sensation on the inner side, was particularly painful at the period of this spasmodic 
attack. It had been wrapped in flannel, and gentle friction had been employed to it; 
but upon examining it more particularly, it was found somewhat shrunk, and the fingers 
cold and nearly insensible to pressure. In about six weeks he went home to England, 
and continued improving.” (p. 358-61.) 
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A case is related by KENNEDY (a) of a man wounded on the right side of the thyroid’ 
cartilage by bullet, which, passing behind the m. sterno mastoideus, was next day found 
lodging a little above the superior costa of the scapula, and when cut upon two bullets 
joined by a neck were removed. The wound healed kindly in five weeks. “ Imme- 
diately upon the patient receiving the shot, his right arm, from a little below the neck 
to the finger-points, became pale, quite cold and benumbed.” Aromatic and spirituous 
fomentations were used, and the arm covered with bags. “In about twelve hours after 
the arm recovered some heat; but the thumb of that hand was seized with violent pain, 
which kept him all night from sleep; and the next day the pain was so unsupportable, 
that he was in danger of turning delirious, though his pulse was scarce quickened and 
he had no thirst or other sign of fever.” Blood was taken from the arm again, (he 
having been bled also on the day previous,) clysters thrown up, and anodyne fomenta- 
tions and poultices employed without relief. Some laudanum was given, which relieved 
the pain, but did not cause sleep, and the pain recurred next morning. The quantity 
of laudanum was therefore increased, and on the third night he had sleep; and after- 
wards it was given also in the morning, but in smaller quantity. As the effect of the 
opium diminished its quantity increased, till in the course of six or seven months the 
opium amounted to 250 drops of laudanum. Two months after he had received the 
wound, not only his thumb was pained, but such another pain was felt, at the joint of the 
elbow, without either swelling or hardness in the pained parts, or in the parts between 
them, and the fore-arm remained free from pain.” At the end of seven months the pain 
began to abate, “ but as the pain became less uneasy the feebleness of the member in- 
creased; and in twelve months the pain was gone, and the use of the arm entirely 
lost. About two years anda half after receiving this wound he went to Bath and used 
the waters for a season: when I saw him after that time at London, he told me he had 
recovered the full use and strength of his arm.” (p. 167-70.) 
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477. Wounds of the Chest (Vulnera Thoracis) are either superficial 
or may penetrate into the cavities of the chest. 

478. Superficial Cut and Sabre Wounds require the same general 
treatment, and their union can always be produced by sticking plaster. 
Superficial Stabs (of which we satisfy ourselves by their direction, by 
the depth to which the injuring instrument has penetrated, and by exami- 
nation with the probe, after placing the patient in the same position he 
was at the moment of the injury, and by the absence of the symptoms to 
be described in penetrating wounds of the chest) are also to be treated, 
according to the general rules, although the more active inflammation, 
which usually occurs in these wounds, requires a stricter antiphlogistic 
treatment. But when extravasation of blood takes place in the cellular 
tissue, and compression is not sufficient to stanch the bleeding, or when in 


ay oe Essays and Observations, published by a Society in Edinburgh, vol. i. Edinburgh, 
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the after-course of the wound a collection of pus takes place, and difficulty 
of breathing and so on occurs, the wound must be enlarged, the bleeding 
stanched, or a proper opening made for the escape of the pus. 

Bruises and shot-wounds of the coverings of the chest may produce 
large outpourings of blood in the external parts, inflammation of the 
pleura and lungs, difficult breathing, spitting of blood, and so on, and 
require a strict antiphlogistic treatment, repeated bleedings, and cold 
applications to the chest. 

479. Penetrating Wounds of the Chest ( Vulnera Thoracis penetrantia) 
either simply open the cavity of the pleura, or at the same time wound 
the viscera lying within the chest. Their danger depends generally on 
the bleeding which comes out of the walls of the chest, or from the viscera 
contained in its cavities, from compression of the lungs and heart by the 
collected fluids, from inflammation of the viscera of the chest, and their 
passages. 

480. We ascertain that a wound of the breast actually penetrates into 
the cavity of the chest, or even injures the viscera contained therein, by the 
depth and direction to which the injuring instrument penetrates ; by the 
careful examination of the wound with the finger or with the probe, the 
patient being put in the same position as at the injury ; by the influx and 
efflux of the air through the wound in inspiration and expiration ; by an 
air-swelling (emphysema) which forms around the wound; by difficult 
respiration, in consequence of the air which enters the cavity of the chest 
compressing the lung and preventing the flow of the blood. In simultaneous 
injury of the lungs the patient suffers deeply fixed pain ; breathing, espe- 
cially inspiration, is very difficult ; a frothy, pale-red blood pours in an un- 
broken stream out of the wound (1); the patient spits blood (the absence 
of spitting of blood is, however, no proof of the lungs being uninjured) ; 
| sometimes also there are symptoms of internal bleeding and compression 
of the lungs, which are hereafter to be considered. ‘The distinction of 
these wounds is more or less difficult according to their various size and 
direction (2). 

Examination with the probe is, in most cases, illusive and uncertain; it may be very 
injurious, from the irritation connected with it, and is, in most cases useless, because 
the diagnosis is determined by other symptoms; and in a simple penetrating wound 
scarcely any other treatment is employed than in a wound that does not penetrate. The 
examination by injection, as advised by many, is still more unsatisfactory, and always 
dangerous. . 

The air passes freely in and out only when the wound is direct. The lungs do not 
always collapse, or fall together, when the cavity of the chest is opened, but remain in 
contact with the pleura costalis, which, in some cases, may depend on adhesion between 
the lungs and the pleura, but in others, is not to be explained. The opening, therefore, 
of both cavities of the chest is not directly mortal. Wutitams concludes from his 
experiments, Ist, that a lobe of the lung when exposed to the air does not collapse, so 
long as the functions of the other lobe and of the assistant organs continue undisturbed 
in respiration ; 2nd, that one lobe of the lung possesses a peculiar power of moving for 
some time, entirely independent of the diaphragm and intercostal muscles, when, indeed, 
the other lung respires: the origin of this power WiLLiaMs cannot determine; 3rd, 
that a sound lung recovers its natural expansive power when the pressure of the exter- 
nal air is removed; 4th, that although the external air passes freely and uninterruptedly 
at the same time through tubes of the same size into the cavities of the chest, the lungs, 
however, do not collapse, if the assistant respiratory organs have their activity still unre- 
strained ; 5th, that a healthy lung never completely fills the cavity of the chest, at least 
in natural respiration. In my experiments on dogs, I always found great collapse of 
the lungs, and the motions which I noticed in them seemed to me less dependent on a 
distinct expansive power in the lungs themselves, than much rather on elevation and 
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depression of the collapsed lungs in the laborious inspiration and expiration of animals, 
as will be described in accidents of the lungs. 

[(1) To these symptoms AstLEy Cooper adds “ considerable irritation and tickling 
in the larynx.” (p. 280.) 

(2) In endeavouring to determine the course which balls take when wounding the 
chest, HENNEN’S observation must not be forgotten, that “a ball striking the body or a 
limb will run round under the skin, and appear to penetrate right across the member or the 
cavity. By the deep-seated course which balls sometimes take, the deception is rendered 
still greater. Thus I have traced a ball by dissection, passing into the cavity of the thorax, 
making the circuit of the lungs, penetrating nearly opposite the point of entrance, and 
giving the appearance of the man having been shot fairly across, while bloody sputa 
seemed to prove the fact, and in reality rendered the same measures, to a certain extent, 
as necessary as if the case had been literally as suspected. The bloody sputa, however, 
were only secondary, and neither so active nor alarming as those which pour at once 
from the lungs when wounded. ‘There is also another source of deception as to the 
actual penetration of balls into the cavities or the limbs; this is where they strike against 
a handkerchief, linen cloth, &c., and are drawn out unperceived in their folds.” (p. 368.) 

In the museum of the Royal College of Surgeons, London, there is a preparation of 
a most remarkable penetrating wound of the chest which recovered, and which was 
under the care of MarpEn of Stratford, Essex (a), and the late Sir WILLIAM BLIZARD. 
In this case the lungs were probably not wounded. 

CasE 1.—T. T., aged thirty-five years, on the evening of 13th June, 1812, having 
incautiously taken off the bridle, before disengaging his horse from the harness and 
chaise, the animal became unruly, and T. T., catching hold of the foretop, attempted to 
replace the bridle; “ whilst thus occupied the horse made a violent plunge, and thrust 
him by the end of the off-shaft against the projecting part of the chaise-house; at which 
instant he felt the shaft perforate his side, under the left arm; whereupon he made a 
violent effort to draw himself back, while the horse kept plunging forward, and he soon 
felt the end of the shaft pass from under his right arm, occasioning acute pain. * * * 
The horse continuing to press forward occasioned on the left side a second wound, by 
the front tug-hook under the shaft.” A person alarmed by his cries came to him, and 
drawing back the shaft discovered that its “end, which had confined T. T., had also 
entered the weather-boarding of the chaise-house, and passed through it, * * * and that 
he was pierced through the body by the shaft of the chaise, and apparently standing on ~ 
tiptoe with both arms extended ;” and that “the end projected several inches beyond 
the trunk of the body.” The shaft was then gently withdrawn, and when released he 
respired two or three times, and found no alteration in his breathing; after which he 
walked up two flights of stairs to bed. Whilst being undressed for the first time felt 
faint, and soon had extreme difficulty of breathing, feeling as he said, “as if he should 
be suffocated by the blood trickling on his lungs.” He was very speedily bled by a 
large orifice to the amount of four pounds, when fainting came on, but no stimulants 
were used, and only a little cold water given. Upon the left side of the chest there 
were two wounds, the lower by the iron under the shaft, and the upper where the shaft 
itself entered, immediately under the arm. On the right side was also a wound in 
nearly the same direction, through which the shaft came out; the latter two wounds, 
each four inches in extent. The left shoulder and side of the chest were slightly em- 
physematous. He had not thrown up any blood. Onthe morning of the 15th, as the 
difficulty of breathing had much increased, with considerable pain, weight, and sore- 
ness, he was bled to thirty ounces with much relief: and in the evening, as there was 
fulness of the belly and nausea, a castor-oil injection and five grains of calomel were 
given. On the following day vomiting had come on, and also pain about the region of 
the diaphragm, in addition to the previous symptoms ; he was therefore bled to eighteen 
ounces. The vomiting increased, and was accompanied with hiccough, but towards 
evening these were relieved by effervescing mixture. .On the 17th the difficulty of 
breathing being worse, seventeen ounces of blood were taken away, which alleviated | 
the symptoms ; and the bowels had been cleared by the calomel, which has been taken 
nightly. He had no pain in his back, nor any on either side except smarting at the 
wounds ; but he thought from the great pain and tenderness about the breast-bone that 
it was broken. Next day the breathing being very laborious, he was bled to twenty- 
two ounces; but, though his respiration was relieved, he had still general tenderness in 
the chest and epigastric region, and therefore a large blister was applied over the front 
of the chest, which benefited him. On the evening of the 20th the breathing had 


(a) An Account of a case of Recovery after the shaft of a chaise had been forced through the thorax. 
London, 1824. 4to. 
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become more difficult, and nineteen ounces of blood were withdrawn. Some threads of 
flannel were observed deep in the wound under the right arm, but were not disturbed. 
On the 22nd he had less pain and difficulty in breathing than since the accident, but 
complained of distressing sensations about the chest, which he could not describe. To- 
day his body linen was for the first time changed, and careful examination being made, 
not the smallest trace of injury could be found on the back. This done, it was thought 
advisable to take away fourteen ounces of blood, which relieved him more than before, 
not feeling any pain, only a smarting sensation, similar to that he had experienced in 
the wounds under the arms, on each side of the breast-bone internally, in the direction 
in which he was convinced that the shaft had passed. A blister was then re-applied, 
and kept open for some days. From this time he slowly recovered, and at the end of 
nine weeks the wounds were nearly closed. He lived for five years without inconve- 
nience, except being put out of breath, on making any exertion, sooner than usual, 
and having the motions of his arms backwards, or raising them upwards, restricted by 
a feeling of tightness across the chest. After this time he occasionally suffered from 
considerable difficulty of breathing, irregular pulse, and struggling rather than pul- 
sating action of the heart. He did not take much care of himself, and, after a time, 
became more seriously ill, and died March 2, 1823, nearly ten years subsequent to the 
accident. 

. Examination.—The thorax was somewhat distorted, from an angular projection at 
the union of the upper and middle portions of the sternum, on each side of which was 
an irregular depression ; on the left, and four inches and a half from the middle of the 
bone, the depression extended forwards three inches, along the intercostal space between 
the second and third ribs; on the right, at three inches distance, the depression ex- 
tended backwards two inches between the same ribs. The upper cicatrix, on the left 
side, was behind the margin of the great pectoral muscle, and the under one an inch 
below it. The right cicatrix was opposite the intercostal space of the third and fourth 
ribs. The m. pectoralis minor adhered to a membranous substance occupying the place 
of the destroyed intercostal muscles, thin, sinooth, strong, and transparent, through which 
the lung could be seen on the left side, but not on the right. The cartilage of the left 
second rib had been broken, and was only united by ligamentous substance, and the rib 
itself also fractured, two inches behind, had united with its inner edge turned a little 
into the chest ; the third and fourth cartilages had been fractured, but united. by bone. 
The right third rib had been broken. On opening the chest, the lungs were found 
strongly adherent, at their back part, to the pleure. In front, on the left side, the lung 
' adhered to the displaced second rib, and to the membrane between the second and 
third ribs, the adhesions extending to the mediastinum as low as the fifth rib. Another 
portion of lung also adhered between the third and fourth ribs, where probably the tug- 
iron had entered. On the right side, the lung adhered to the membrane between the 
ribs, to the extent of an inch and a half around its margin. The pericardium was almost 
entirely adherent to the heart, but not very firmly. The heart itself was larger than 
usual, and the cavity and fibres on the right side proportionally greater than on the left. 
- Marpen observes, in regard to this case, and which the examination seems to bear out 
fully :—* I have no hesitation in declaring my firm belief that the shaft, being small 
at the top and of a wedge-like form, was forced between the ribs, on the left side, into 
and through the cavity of the thorax, under (behind) the sternum, and out between the 
ribs on the right side; not suddenly, but by several distinct movements, whence the 
lungs, large blood-vessels, &c., escaped injury.” (p. 32.) 

For the following case Iam indebted to my friend ANDREws, of the London Hospital, 
under whose care the man was. In this there can be no doubt that the left lung was 
penetrated. 

Case 2.—J.T., aged nineteen years, a Prussian sailor, whilst engaged in lowering, 
the trysail-mast (a), the rope supporting it gave way, and he was transfixed by its bolt, 
to the deck. At the time of the accident the mast had been lowered to within about six 
feet of the deck ; the man raised his arms to lay hold of and guide the bolt into its proper 
place, when at the moment the suspending rope slipped or broke, and the mast dropping 
perpendicularly, fell on his chest, knocked him down on his back, and the bolt passing 
through his chest, pinned him to the deck, which it penetrated to the depth of an inch, 
so that his chest must have been compressed, from before backwards, to a space not ex- 
ceeding four inches. Some time elapsed before the bolt could be drawn out, and he was 
then carried to the hospital,— 


_ (a) The trysail-mast, about thirty-five feet long, and two feet in circumference at the bottom, has at 
this part an iron bolt five and a half inches long, and two and a-half wide, by which it fits into the 
boom, with a collar above to prevent it entering further. 
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Feb. 25, 1831, On his admission, 10, A.m., the countenance was livid, the breathing’ 
excessively distressed; small quantities of frothy blood were occasionally spat up, the 
pulse intermitting ; and for some time after his admission, these symptoms increased, 
threatening almost immediate suffocation. The bolt had entered the chest, between the 
fourth and fifth ribs of the left side, about an inch and a half from the middle of the 
breast-bone, passed obliquely downwards and outwards, and came out between the 
eleventh and twelfth ribs, four inches from the left side of the spine, but was prevented 
passing further by the collar, which chipped out a piece of cartilage, leaving the point 
of the heart with very insecure protection. The fourth rib was broken at its junction 
with its cartilage, as was also the twelfth, and that side of the chest was flattened. In 
addition to his hurt, the scalp on the right side was considerably lacerated, extending 
from the frontal to the lower part of the occipital bone, and exposing a great part of the 
temporal muscle. The lower jaw was also badly fractured. 

A pledget of lint was applied over the wound, and fastened with adhesive straps, but 
nothing more was done, and two hours after his admission the more urgent symptoms 
of suffocation had subsided, and he rallied a little. 

7P.m. The pulse had become full and rapid, varying between 100 and 110; the 
respiration on the left side was inaudible, except at the upper part of the chest; and on 
the right side it was puerile; twelve ounces of blood were taken from the arm, which 
slightly relieved him, and a dose of calomel and rhubarb given, which freely purged him. 

Feb. 26. Has passed a restless night; pulse 110; tongue brown and dry in the middle. 
In the afternoon thirty leeches were applied to the chest: two grains of calomel ordered 
every four hours; milk at his pleasure. In the evening the same number of leeches were 
again applied; and, the pulse continuing accelerated, towards midnight ten ounces of 
blood were taken from the arm, which produced syncope, and on his revival the patient 
thought himself better. 

Feb. 27. Had passed a quiet but sleepless night; pulse 110. Leeches were applied 
morning and evening. 

Feb. 28. He passéda tolerable night, occasionally getting half an hour’s sleep. The 
pulse continued rapid but weak. On applying the ear to the chest the pulsations of the 
heart were found violent, much more than indicated by the pulse. Thirty leeches were 
therefore ordered to the region of the heart. In the afternoon his bowels were copiously 
relieved. As towards evening he became restless, and dreaded a long night, fifty minims 
of landanum were given at bed-time, which threw him into a profound sleep that lasted 
four hours. 

March 1. Was not so well this morning ; and the pulse being quick and fuller, the 
leeches were repeated on the chest, and fifteen ounces of blood, which was highly buffed 
and cupped, were taken from the arm; these rendered him faint, but somewhat relieved 
him. At midnight, the pulse continuing rapid, twelve ounces of blood were taken away, 
and a draught containing forty minims of laudanum and thirty of tincture of digitalis 
were given. 

March 2. Has passed a good night, and had some refreshing sleep; pulse less fre- 
quent; tongue white, but the mouth not affected by the calomel. The leeches were re- 
peated, the calomel ordered every six hours, with half a grain of opium at each dose. 
[The notes do not state, but probably the calomel had run off by the bowels, and therefore 
had not affected the mouth; to check the purging, I presume, the opium was added.— 
J. F.8.] The leeches were repeated in the evening, and the anodyne draught at bed-time. 

March 3. Has had a good night and five hours’ sleep; pulse continued quick; the 
wound was dressed, and the leeches applied to the chest, and repeated in the evening; 
forty drops of laudanum were given at bed-time. 

March 4. Has passed a good night; thinks himself better, and that he shall get better 
if undisturbed. ‘The leeches repeated; the calomel only to be taken twice a day. In 
me evening his pulse 132; tongue dry and brown. Leeches repeated, and also the night 

raught. 

March 5. Has hada better night than he expected ; pulse 120 ; he complains of soreness 
of his gums and mouth ; wounds in the chest rapidly granulating. Leeches repeated. 

March 6. Mouth very sore, specially near. the fracture ; pulse 134, very weak; tongue 
moist and less coated. The scalp wound was first dressed, and found to be united 
throughout ; the wound in the chest going on well. The calomel and the anodyne 
draught continued. 

March 7. Has slept well; pulse 120, and fuller; the respiration continues inaudible 
at the lower part of the left lung, with dulness on percussion ; the mouth being less sore 
the calomel was ordered four times a day ; the leeches repeated, and anodyne draught 
continued. On the following evening he was ordered arrow-root and biscuit powder. 
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- March 9. Better; calomel thrice a day ; on the following day only three grains were 
given, and only twenty-five minims of laudanum given at night. 

March 12. Has passed a very good night; says he feels quite well, and is astonished 
so many inquiries are made about his health. A grain of calomel twice a day ; the 
anodyne at night. Milk, arrow-root, and biscuit powder, as he pleases. From this time 
he continued improving, till 

March 23. When he had a slight rigor; the pulse became very rapid, varying from 
140 to 150; tongue dry, and excessive thirst; is very restless, and apprehensive that all 
is not right ; the bowels have not been relieved for two days. Sixteen ounces of blood 
were taken away, which was rather buffy; a cathartic injection immediately, and a ca- 
thartic draught ordered every three hours till the bowels are moved. 

March 24, Has slept but little; tongue dry; pulse very quick and weak. Thirty 
leeches applied to the chest ; saline mixture and two grains of calomel every three hours 
ordered. He was rather better in the evening. Sixteen leeches to the chest. 

March 25. His mouth being slightly affected, the calomel was ordered only every 
six hours, and twelve leeches to the chest. Feels himself better; pulse 118. 

March 26. Says he feels quite well again; pulse above 100. This morning for the 
first time complains of a cough accompanied with tickling in the throat. T'welve leeches 
to the chest. ‘Two grains of calomel thrice a day; and next day, he complaining of 
soreness of the mouth, it was ordered only night and morning. 

March 28. Says he feels quite hearty again: cough is troublesome ; respiration re- 

turning in the left lung; very feeble just below the wound on the front of the chest 
with slight rhoncus mucosus. Blanc-manger and a little coffee twice a day. 
_ April 2. Since the last report has been going on as well, except that his bowels have 
been disposed to costiveness, and it has been therefore necessary to give sulphate of 
magnesia in peppermint water every three or four hours, and a purging clyster. Com- 
plains of his cough becoming more troublesome. 

April 4. Has been going back for the last day or two. The cough harasses him 
very much, and prevents him sleeping: pulse rapid and very weak. The wound in his 
chest looking well, but a sinus about three inches long passes obliquely outwards between 
the ribs and skin, which, being laid open, exposed a small portion of the cartilage of 
the fourth rib. 

April 8. Much the same: cough as troublesome: gets but little sleep: pulse 120, 
feeble. He takes syrup of poppies and squill vinegar three or four times a day, when 
the cough is urgent. To continue the blanc-manger, milk and broth as he pleases, and 
' have one egg every morning. 

April §, Has had a better night and less cough. 

April 12. Going on satisfactorily ; says he feels quite himself again ; sleeps well ; 
appetite good; pulse about 90. 

April 22. Continues improving daily: respiration more audible, except at the lower 
part of the left lung; pulse perfectly quiet; sleeps well. Allowed table-beer and half 
a chicken daily. After this time nothing of consequence happened ; and on the 30th of 
May he was convalescent. 

The quantity of blood spat up in this case, did not exceed that commonly coughed up 
in broken ribs. The discharge of pus from the wounds till they had healed was ver 
trifling. The pulsation of the heart was very violent, and distinctly raising the bed-clothes, 

He recovered his health perfectly ; first went into service as a footman, but returned 
to the sea, and was twice shipwrecked, and saved his life by swimming a considerable 
distance. In 1841 he was well, and went a voyage to the West Indies. 

AsTLEY CoorER mentions the case of “a man who had been wounded through the 
intercostal muscles with an iron spindle; the wound healed, but tetanus supervened, of 
which he died. Upon inspecting the chest after death, the lung was found to have 
assisted in closing the wound by adhering to the injured pleura.” (p. 230.) 

Opportunities of examining the condition of wounded lungs after their cure are of 
rare occurrence. HENNEN says he has “never had the opportunity of examining the 
lungs after recovery from a severe wound.” (p. 386.) 

An account of such a case has, however, been given by EvErarD Home (a), thirty- 
two years after the injury had been received. “In searching for the course of the ball, 
the spot where it entered the lungs of the left side was very readily discovered by the re- 
mains of a small cicatrix, the membrane at that part being thinner than common, and 
having a puckered appearance which terminated in a central point. This part of the 

(a) The case of a person who was shot through the lungs and survived for thirty-two years ; with an 


account of the appearance of the contents of the thorax after death ; in Trans. of a Society for the improve- 
ment of Medical and Chirurgical Knowledge, vol. ii. London, 1500. é 
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lungs had not the slightest adhesion to to the pleura, but was in its natural detached state. 
The course of the ball through the substance of the lungs was readily traced by dis- 
section, for an induration of the substance of the lungs was formed wherever it had 
passed ; this was best seen by making transverse sections of this thickened part. The 
appearance of the lungs in the right side was of the same kind, but in a less degree. 
The course of the ball was nearly through the upper lobe of both lungs, at nearly the 
distance of two inches and a half from the highest part of them where it entered the 
left lungs. The portion of lungs above the ball did not contain air, but the cells were 
filled with serum, so that it was more dense than natural, and sunk in water; but this 
part was not in any degree shrunk or contracted. It had no communication with the 
branches of the bronchia, the adhesive inflammation consequent to the wound having 
consolidated all the parts above the line through which it passed.” (pp. 17], 72.) 


Upon this subject see also 

BREMOND; in the Mémoires de |’Académie des Sciences, an 1739. 

Norris; in the Memoirs of the Royal Society of London, vol. iv. 

Ricuters, Chirurgische Bibliothek, vol. iv. p. 695. 

ABERNETHY’s Surgical Works, vol. ii. p. 178. 

Wi.iaMs, On the Effect of Air penetrating the Cavities of the Chest in Wounds of 
the Thorax ; in London Medical and Physical Journal, June 1823. 

REYBARD, above cited. 


[480* In regard to the prognosis of wounds of the chest, HENNEN ob- 
serves :—‘‘ I should be unwilling to lull either a patient or a Surgeon into 
a false security, or to underrate the real danger of any case; but I have 
seen so many wounds of the thorax, both from pike and sabre thrusts, and 
from gun-shot, do well ultimately, that I cannot but hold out great hopes, 
where the third day has been safely got over, for though occasional hemo- 
ptysis may come on, at almost any period during a case, and its approach 
can neither be entirely prevented nor anticipated, the more deadly heemor- 
rhages are usually within the first forty-eight hours ; and yet to this alarm- 
ing symptom, when within moderate bounds, the safety of the sufferer is 
often due. Dr. Grecory of Edinburgh was in the habit of stating in 
his lectures, that of twenty-six wounds of the thorax received at the battle 
near Quebec two only were fatal.”’ (pp. 386, 87.) | 

481. Penetrating wounds of the chest are most conveniently treated 
under the following conditions :—1. Simple penetrating wounds; 2. 
Wounds complicated with the presence of foreign bodies ; 3. Penetrating 
wounds with bleeding ; 4. Penetrating wounds with protrusion of part 
of the lungs. 

482. Simple penetrating Wounds of the Chest, or those in which the 
cavity of the pleura merely is opened, are rare. Their treatment consists 
in the speedy.closing of the wound, and in the prevention of inflamma- 
tion. The patient, after a deep inspiration, should expire, and then the wound 
is to be carefully closed with sticking plaster, covered with a compress, 
and fastened with a broad chest-bandage and a shoulder-bandage. ‘The 
patient is to be treated on astrictly antiphlogistic plan. Ifthe inflammation 
be prevented the wound heals quickly. If inflammation come on and be 
long continued, consecutive extravasation from exudation of the pleura is 
frequently produced after a lapse of fourteen days, and renders the opening 
of the cavity of the chest necessary. 

483. Foreign Bodies, which complicate penetrating wounds of the chest, 
are either broken pieces of the injuring instrument, balls, pieces of clothes, 
driven into the wound, or splinters of the ribs. If the state of the injury 
do not itself point out the presence of foreign bodies, the symptoms by 
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which it can be inferred are very equivocal. They excite constant irrita- 
tion, difficult respiration, pain at the wounded part, even though the most 
severe antiphlogistic treatment has been long continued; or although the 
symptoms had diminished, a fresh accession, copious suppuration, and so 
on, may occur. ‘The circumstances of the accident must be carefully 
reviewed, in order to determine on the presence and position of the 
foreign body, which is often most decidedly possible by the introduction 
of an elastic or metallic sound, for the purpose, either by suitable enlarge- 
ment, or by a fresh opening in the interspace of the ribs corresponding to 
its position, when it can be done, to extract it. The longer suppuration 
is kept up by a foreign body in the cavity of the chest so much more 
difficult is its extraction, because the interspace is much diminished by the 
falling together of the ribs. Larrey (a) has in one such case cut out the 
upper edge of the lower rib with the lenticular, as deeply as needful, for 
the purpose of extracting the ball, and did not wound the intercostal 
artery. 

Bullets may penetrate the chest, ran round the lungs, and pass out nearly opposite 
their point of entrance (1). Instances have occurred in which bullets have lain in the 
cavity of the chest for a long while, without producing inconvenience; in such cases 
they have been enclosed in a covering of coagulable lymph, as in a capsule (2). 

[(1) See Hennen’s Observations on this point (par. 480, note 2.) 

(2) In one case the ball remained in the substance of the lung for twenty years, the 


patient continuing in good health, and no symptoms occurring to indicate its position. 
In another, the ball rolled about in the cavity on every motion of the body (6). | 


484. In penetrating wounds of the chest bleeding may occur from the 
arterta intercostalis, the arteria mammaria interna, from the lungs, or from 
the great vessels of the chest. In large and direct wounds the blood flows 
out freely ; if the wound be narrow, if it form a long and, perhaps, curved 
canal, the blood empties itself into some one space internally, and the 
| quantity poured out is relative to the size of the wounded vessel, and the 
space in which the effusion has taken place. 

485. Under such collection of blood in the cavity of the chest the face 
is pale, the pulse small and quick, the countenance shrinks, there is singing 
in the ears, cold sweats over the whole body, exceedingly difficult breath- 
ing, danger of suffocation ; that side of the chest in which is the extravasa- 
tion is more full and moves less during respiration ; the patient breathes 
best on his back, with the upper part of his body raised; suffocation 
threatens if he lie on the sound side. As the extravasation increases, the 
symptoms become more severe, and the patient dies suffocated. 

486. The symptoms of extravasation of blood in the chest are very 
different, and often very equivocal. If the extravasation he slight, or if 
it have been slow in its production; if the lung be adherent with the 
pleura to a great extent; if the individual be less sensible on account of 
the loss of blood; if previous disease of the chest exist; if spasmodic 
symptoms accompany the injury, then the diagnosis is extremely difficult. 

487. The most certain and determinate signs of extravasation of blood 
in the chest are, the continued symptoms of an internal bleeding, diffi- 
cult, quick and short breathing, with spitting of blood in wounds of the 
lungs, in which inspiration becomes easier and expiration more difficult, 
and in sleep threatens suffocation ; constant anxiety in a greater or less 
_ degree ; difficulty or utter incapability of lying on the sound side; a dull 


(a) Memoires de Chirurgie Militaire, vol. iv. (6) Mancerus, Bibliotheca Chirurgica. Geneva, 
- 200. 1721. folio. - - : 
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sound on percussion of the chest, increasing with the increase of extravasa- 
tion; the respiratory murmur accompanied with a gurgling murmur, and 
in a severe case of extravasation subsiding entirely, or perceptible only at 
the upper part of the chest; a tolerable condition when lying on the back 
with the chest much raised; irregular action of the heart and pulse; loss 
of sleep ; pale, sparing, and even suppressed urine. 

The less certain and constant symptoms are, increased expansion of the 
wounded side of the chest, by which the ribs are separated from each 
other, and their mobility interfered with; oedematous swelling of the 
chest (in some parts at least the muscles appear more full) ; in the greater 
extent over which the pulsation of the heart can be felt, and its displace- 
ment to the opposite side by the pressure of the fluid; a sensation of 
weight on the chest, or an audible squash on the patient’s motions; a 
swelling beneath the short ribs and in the region of the belly, from de- 
pression of the diaphragm; ecchymosis on the short ribs of the injured 
side, first occurring some days after the accident; cedema of the hand and 
foot, and redness of the cheek upon the injured side. 

488. The existence of extravasation may be distinguished with certainty 
when the symptoms described, (par. 487,) or if not all, yet the most part of 
them appear together, continue, and increase; if they be unaccompanied 
with any other organic affection, and do not yield to general treatment in 
the first twenty-four hours. ; 

489. The blood extravasated into the cavity of the chest operates not 
only as a mechanical hindrance to respiration by compression of the lungs, 
so that they gradually lose their cellular character, and unite with the 
pleura; whence it happens that, after long continued extravasation, its 
discharge is of no use, the lung being no more capable of expanding 
itself; inflammation of the surface, with which it is in contact, also soon 
takes place, as the blood operates fatally by its decomposition, though it 
often continues long in its naturally fluid state. ‘The bleeding must 
therefore be stanched, the further extravasation be prevented, and the 
effusion into the chest removed. | 

[In incised or punctured wounds, hemorrhage takes place,” observes HENNEN, 
“instantaneously, and profusely ; in gun-shot wounds, if the intercostal artery or lungs 
are only brushed, or some of the more minute vessels opened, it is not so violent; and 
we have rather to prepare for what may occur on the separation of the eschars, than to 
combat any existing symptoms, the general tendency to pneumonic inflammation ex- 
cepted. In the event of secondary bleeding from the lungs themselves, we are in pos- 
session of no external means for remedying it; but whenever the tenaculum can be 
used to an injured intercostal artery, it should at once be applied, and the vessel secured 
by ligature. Unfortunately, however, we but too often are disappointed in finding the 
source of the hemorrhage ; and here judicious pressure is our only resource. In some 
slight injuries I have used the graduated compress with success ; but if the sloughing is 
extensive, nothing but the finger of an assistant, relieved as often as occassion may re- 
quire, and pressing direct upon a compress placed along the course of the vessel, or so 
disposed as to operate upon its bleeding orifice, will be of any avail.” (p. 375.)] 

490. It is very difficult in most cases, in many quite impossible, to de- 
termine the origin of the bleeding in penetrating wounds of the chest. 

491. Injury of the Intercostal Artery may be presumed when the 
wounded person does not spit blood, and when the symptoms of extravasa- 
tion areurgent. If the wound be large, bright-red but not frothy bloed 
spirts from the wound in an unbroken stream ; if the finger be put on the 
point where the artery is wounded, its spirting may be felt. The wound 
is directed towards the lower edge of the rib. 
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The insertion of a gutter-shaped curved piece of card-board, recommended by Ricu- 
TER and others, is useless. The finger alone can distinguish the bleeding vessel, if the 
blood pour into the cavity of the chest, in which case, in expiration or in coughing, it 
always flows from the wound in a full stream. In the symptoms already given, it must 
not, however, be overlooked, that they refer to injury of the intercostal artery alone, but 
that ordinarily injury of the lung happens at the same time. This objection applies also 
to the canula proposed by ReyBarp (a), provided at its front end with a lateral aperture 
to be held against the wounded vessel, and at its hind end connected with a bladder. 

[An interesting example of a fatal gun-shot wound of the intercostal artery is given 
by GraiFE (6), which was the cause of considerable dispute on account of the shot 
not having been found in the neighbourhood of the wound :— 

A young man, aged fifteen years, received a discharge of small shot in the chest and 
belly at the distance of about forty-eight paces. He instautly fell, but soon afterwards 
got up and ran for about six hundred paces when he again fell exhausted. About an hour 
afterwards he was discovered and taken home. On examining his person the following 
external injuries were observed :—1, a small round wound of the form of a middle-sized 
shot on the right side of the chest near the sternum and the interspace between the first 
and second ribs; from this wound a quantity of florid blood continued to issue: 2, a 
wound of about the same size and shape, on the right side of the belly, between the 
navel and ribs. This wound appeared to be superficial: no blood issued from it: 3, a 
slight contusion of a circular form on the left side of the belly not far from the navel. 
He died thirty-eight hours after the receipt of the wound. On examining the body and 
tracing the wound in the chest, the substance of the m. pectoralis major, through which 
the shot had passed, was found filled with thick black blood; a quantity of the same 
kind of blood continued to escape from the chest through the orifice during the inspec- 
tion. On laying open the cavity the quantity extravasated amounted to twenty-eight 
ounces, the greatest quantity being in the right side. The right lung was collapsed, 
occupying only about one-fourth of its cavity. There was an opening on its anterior 
surface at the upper part, corresponding to the external wound. From this a canal was 
traceable for about an inch and a quarter into the substance of the right lung backwards ; 
it then passed towards the surface of the organ for about an inch and a-half, and ter- 
minated in a cul de sac. At the inferior margin of the sixth rib, and at about two inches 
from its head posteriorly and internally, a lacerated opening of about an inch in depth 
was discovered. On carefully dissecting this part, the sixth intercostal artery was found 
torn through, and the muscular structures around filled with blood. No foreign body 

_ was here discovered by which the wound might have been caused, nor was there any 

communication externally and posteriorly, by which such a body might have passed out. 
The abdominal wound was about the size of a pea; it had penetrated the abdominal 
‘cavity, but the viscera were uninjured. No shot could be discovered to account for this 
wound. 

The Medical College to which the dispute was referred, after giving a review of the 
case, decided that “ the only wound penetrating the cavity of the chest being that already 
described as situated anteriorly between the first and second ribs, through this opening 
the shot must have entered, which produced the deep-seated laceration. From the exa- 
mination of this wound during life and after death, it is clear that the canal which the 
shot had formed did not pass horizontally backwards, but in a direction from above down- 
wards. Under these circumstances, the part at which the shot would strike posteriorly 
would be between the sixth and seventh ribs. The circumstance of no shot having been 
found in the neighbourhood of the wound, is no obstacle to the admission of this opinion 
of its origin; since it is well known that large musket-bullets are often deflected from 
their course by a slight resistance, and lie concealed in parts remote from the wound. If 
this be observed with regard to such large masses of lead, a fortiori it would take place 
with small shot. ] 


492. We are rich in remedies proposed for stanching bleeding from the 
intercostal artery, but equally poor as to the facts which determine their 
fitness and applicability. ‘To these belong the tying round of the rib 
according to GERARD (c), GoULARD (d), and LEBER (e); the tying the 
artery (without the rib) by means of an armed needle, jointed at its fore- 


(a) Above cited, plate iii. fig. 2. (c) Dronts, Cours dOperations de Chirurgie, 

(6) In Henxe’s Zeitschrift fiir die Staatsarznei- par De 1a Faye, Paris, 1771, p. 341. 
kunde, 1836, and British and Foreign Medical Re- d) Mémoires del’ Academie des Sciences, an 1740. 
e) PLencx, Sammlung von Beobachtungen, 


view, vol.iii. p. 536, . 1837. 
See vol. ii. p. 210, 
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part, after the manner of ReyBARD and NEVERMANN (a); its immediate 
ligature proposed by Ben. Bexu (6); the compression of Lorrery (ce), 
Quesnay (d), Betiog (e), and Harper (f); the compressors of DE- 
SAULT and SABATIER (g), by means of a square piece of linen, of which 
the middle is so deeply thrust into the wound and fitted with charpie, 
that if the ends be pulled the middle is pressed as a plug against the 
artery ; or by a proper, thick plug, furnished with a strong thread, passed 
through the wound, and, by means of the thread brought to the rib. Ac- 
cording to Meprn the wounded vessel should be completely cut through 
with a myrtle leaf, pushed back, and a tent pressed upon it. ASSALINI 
proposes cutting the artery through, and allowing it to retract ; to close 
the wound carefully, and subsequently to discharge the existing extra- 
vasation. 

GrossHEIM (fh) recommends von ARENDT’S aneurismal needle. My observations to 
the contrary are in the Heidelberger klinischen Annalen (t). 

NEVERMANN (f), after enlarging the wound to the intercostal muscles, divides the latter 
together with the pleura, a little from the lower edge of the upper rib for some lines, and 
introduces a staphyloraphic needle armed with a thread flat into the chest upwards, so 
that the point of the needle is some lines above the rib; the needle is then drawn round, 
so that the point readily turns forwards to the incision, and passed with it close to the 
bone, and specially on its under edge; he then pulls the thread out of the needle’s eye, 
withdraws the needle, and ties together the intercostal artery, vein, and nerve. 

493. 'To employ the greater number of the plans of treatment recom- 
mended and above described, for stanching bleeding of the intercostal 
artery, a large wound is always needed, and if the wound be not large, it 
must be increased. They are generally to be considered as exceedingly 
dangerous proceedings, the result of which is always uncertain. If the 
uncertainty be remembered, in which the Surgeon generally finds himself 
as to the source of the bleeding, and that in simultaneous injury of the 
lungs, the bleeding from those organs is increased by the employment of 
most of these remedies, the application of immediate ligature or of com- 
pression must not be unconditionally recommended. Injury of the in- 
tercostal artery, near the breast-bone or in the middle of the ribs, where 
most wounds of the chest occur, does not always produce severe bleeding, 
as foreign and home practice proves (J). The injury of the intercostal 
artery, near its origin, always indeed causes very dangerous bleeding; but 
in this case also on account of the depth of the artery, and also the know- 
ledge of the source of the bleeding, is the application of the preceding 
means difficult and indeed impossible (m). 

Tt is most suitable therefore, in bleeding from the intercostal artery, to 
employ only such treatment as is pursued when the bleeding is from a vessel 
of the lungs, and to hope that by closing of the wound, by strict antiphlo- 
gistic treatment, by cold applications to the chest, by the pressure of the 
blood retained in the cavity of the chest, the wounded artery will become 


(a) Above cited, p. 141, plate iii. fig. 2. 


der Art. intercostalis nach Verwundungen zustillen 
, () System of Surgery, 3rd Edit. Edinburgh, 
787. 


in Berliner Med. Centralzeitung, 6 Aug. 1836. 

(1) Ravaton, Pratique Moderne de la Chirur- 

(c) Memoires de l’ Académie de Chirurgie, vol. _gie. Paris, 1785, vol. ii. p. 130. Spiess, above 
ii. ited. 

(ad) Dissertatio de Hemorrhagia Arterie inter- (m) Cue ttus, Ueber die Verletzung der Art. in- 
costalis sistenda. Berol., 1823. tercostalis in gerichtlich medicinischer Hinsicht 5 


(e) Médecine Opératoire, vol. i. p. 179. 

(f) Neue Bemerkungen und Erfahrungen. Ber- 
lin, 1731, vol. i, p. 59. 

(g) Manuale deChirurgia. Milano, 1812. 

(2) In von Graft FE and WALTHER’S Journal. 

(¢) Vol. iii. part ii. | 

(k) Ueber das beste Verfahren, eine Hemorrhagie 


in Heidelberger klinisch Annalen, vol. i. part iv. 
also vol. iii. part ii., and in Spizs, above cited, 
See also Von GraEFe, Bericht iiber das klinische 
chirurgisch-augenarztliche Institut der Universitat 
zu Berlin fir das Jahr 1826. Berlin, 1827. And 
in Journal fir Chirurgie und Augenheilkunde, 
vol. x. p. 369. 
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closed with a clot, after which the extravasation may be discharged in the 
usual way. Only in large, open wounds is the immediate ligature of the 
intercostal artery possible. If the pleura be not wounded at the same 
time with the intercostal artery, it may be attempted to stanch the bleeding 
by filling the wound with charpie. 

494. Wounds of the internal Mammary Artery must be distinguished 
on anatomical principles and by examination, as in wounded intercostal 
artery. Between the fifth, sixth, and seventh ribs it must be nearly 
always accompanied with a division of the rib-cartilage ; and it may be 
wounded without effusion of blood into the cavity of the pleura. 

What has been said in reference to stanching bleeding from the inter- 
costal, in part, also, applies to that from the mammary artery. It may, 
perhaps, be taken up on the second, third, and fourth intercostal spaces. 
As to the other modes of treatment, only compression, by means of folds 
of linen filled with charpie, and the remedies advised for stanching bleed- 
ing from the lungs are to be employed. 

495. When the large vessels in the cavity of the Chest are wounded, the 
person dies quickly ; only when the wound is small can he live for a little 
time. If no very large vessel be wounded, the symptoms vary. 

If the lungs be wounded at a part where they are connected with the 
pleura, there will not be any effusion into the cavity of the pleura, and that 
space only made by the wounding instrument into the lungs will be filled 
with blood; it flows out, if the external wound be sufficiently large, or 
filters into the cells of the lung itself. But if the lung be wounded at 
an unattached part, the blood will flow into the cavity of the pleura, and 
the symptoms already described will be produced. 

496. The stanching of bleeding from wounded lungs can only be effected 
indirectly. 

1. The power of the circulation must be so reduced by the most strict 
antiphlogistic treatment, by large repeated bleedings, that by the greatest 
quietude of the patient, by continued use of cold applications to the chest, 
and cooling medicines, a plug may be formed in the opening of the vessel, 
which, under the weakened circulation, cannot be thrust out by the force 
of the moving blood, and consequently the wounded vessel is obliterated. 
The bleeding must therefore be so often repeated as the pulse begins to 
rise and to threaten, by the increased motion of the blood, the thrusting 
out of the just formed clot. 

2. The blood must be retained in the cavity of the chest, partly for the 
purpose of assisting the formation of the plug, partly to prevent its early 
throwing off. The wound must be therefore, as already said, well closed 
with sticking plaster. If under this treatment the bleeding stop, of which 
we become aware by the cessation of the primary symptoms, by the return 
of the natural warmth, and so on, and the symptoms of extravasation still 
continue, then, after two or three days, we must proceed to open the cavity 
of the chest. Only when there is manifest danger of suffocation is this to 
be done earlier; in which case, however, a repetition of the bleeding is 
always so much earlier to be feared. 


The union of penetrating wounds of the chest, recommended on the grounds just men- 
tioned, is objected to by Verne (a), for the following reasons:—* 1. In most penetrat- 
ing wounds of the chest, injury of the thoracic viscera also exists, and if primary bleed- 
ing do not at once take place, most commonly, in injury of the lungs, consecutive 
extravasation occurs. 2. The signs of a penetrating wound are extremely doubtful, and 

(a) Above cited, p. 32. 
VOL. I. 26 
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equally so are those of extravasation ; they may be so complicated with the constitution 
of the patient, with organic disease of the chest, with nervous causes, with supervening 
inflammation, and so on, as to render the most acute practitioner doubtful. Such stabs 
of the chest only are, therefore, to be considered simple wounds, in which the most careful 
examination does not prove penetration. In all vertical and oblique wounds, however, 
in which the examination gives no certain grounds, or when the wound has certainly 
penetrated ; further, in those wounds where local examination has not proved penetration, 
but when, either immediately or some hours after the injury, only some symptoms of 
extravasation or of internal injury begin to appear, the wound is to be enlarged not only 
to its very bottom but, if it penetrate, also through the pleura. A correct knowledge of 
the direction of the wound is thereby obtained, air and blood can freely escape, all infil- 
tration is prevented, all the symptoms may be attacked as they arise, and if there be no 
internal injury nor extravasation, the wound may be closed. But wounds in the neigh- 
bourhood of the spine or sternum must be treated as simple wounds, and, if symptoms 
i extravasation come on, an opening into the chest must at once be made in the usual 
place.” 

To this mode of treatment, it may be objected that the closure of the wound is, in 
many cases, the only mode of stanching bleeding from the lungs; that in many cases of 
penetrating wounds of the chest, even with injury of the lungs, a cure without extra- 
vasation follows, or the effused blood is absorbed, of which experience refers to many 
cases ; that consecutive extravasation certainly occurs earlier when the wound is en- 
larged, because the inflammation of the lungs and pleura is thereby rendered more 
severe. It is, therefore, generally more advisable to close the wound, and only to have 
recourse to its enlargement if it be not too high on the chest, pretty nearly midway be- 
tween the spine and the breast-bone, and the medical attendant must be guided by the 
symptoms of extravasation as to opening the cavity of the chest. The enlargement of 
the wound is to be made either upon the finger or on the director, and always in such 
direction that the lower edge of the rib be avoided, and the cut have a conical form 
towards the pleura. The further treatment is the same as that already stated in refer- 
ence to opening the cavity of the chest. 

These reasons are also opposed to REYBARD’s (a) recommendation of introducing into 
the chest a canula with a bladder, around which the wound is to be closed with sticking 
plaster ; and in this way both the air collected in the cavity of the chest and the extra- 
vasated blood are to be discharged. 

[ AstLey Cooper says that danger in three ways results from wounds of the lung ; 
first, from hemorrhage ; secondly, from inflammation of the lung, and effusion into the 
seme? of the pleura; and thirdly, from emphysema. As to their treatment he states 
that 

In hemorrhage “the patient must be freely bled to prevent the continuance of the 
hemorrhage from the wounded lung, and the opening must not be closed in the parietes, 
until allthe bleeding from the lungs have ceased, otherwise the blood will remain in 
the cavity of the chest, and produce irritation and inflammation.” (p. 230, 31.) 

HENNEN observes on the same point :—“ In whatever part of the thorax a ball, bayonet 
or sabre strikes, our first object is to diminish the quantity of circulating blood, so vast 
a proportion of which passes through the contents of the cavity. On this the very ex- 
istence of our patient depends, and we cannot from reasoning 4 priori fix any bounds 
to the quantity to be taken, or determine the intervals at which it is to flow: our prac- 
tice in both respects must be governed by the effects. * * * The mode to be instantly, 
adopted in these cases is as follows:—Without searching after balls or fragments of 
bone, or attempting to ascertain the precise track of the bayonet or pike, or expatiating 
on the particular vessels or their branches, which may be injured, let the man lie quietly 
along, and lose from thirty to forty ounces of blood from his arm by a large orifice. 
This done we should remove the clothes or handkerchief. which may have been put 
hurriedly over the wound to stanch the blood. If he has fainted during the bleeding, or 
if we find him in that state when we arrive, instead of administering any cordials to 
him, we should put our finger into the wound, and extract everything within reach, 
whether cloth, ball, iron, splinters of bone, or clots of blood. If the orifice be not 
sufficiently large, we must not be afraid of making it moderately larger by the cautious 
use of a probe-pointed bistoury, or the sharp one with a small morsel of wax on the 
end of it. By this means we make way for the removal of extraneous bodies, and may 
possibly discover the bleeding orifice of one of the intercostal arteries, which sometimes 
are cut, but not at all so often as speculative writers would lead us to believe.” If it be 
a gun-shot a mild light dressing is sufficient ; “ but if incised the lips should be closed 


(a) Above cited. 
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at once; and this treatment will be found to afford the most certain preventive to em- 
physema, future hemorrhage or collections of matter. I scarcely recollect an instance 
where it was necessary to remove the adhesive straps, or (where it was gun-shot) the 
usual dressings.” The patient is to be left quiet, in a cool place, and often needs no 
further aid ; “ but if the case is very severe, he will possibly lie for some hours in a state 
of comparative ease, till the vessels again pour forth their contents, and induce fresh 
spitting of bloody froth, and a repetition of all the symptoms of approaching suffoca- 
tion. The lancet must again be had recourse to; and, if by this management, repeated 
as often as circumstances demand, the patient survives the first twelve hours, hopes may 
begin to be entertained of his recovery from the immediate effects of the hemorrhage. 
In the after-treatment of a wound of the nature here described, we shall be considerably 
assisted by the aid of medicine, but until the danger of immediate death from hemor- 
rhage is over we must not think of employing anything, except depletion, by the lancet; 
it and it only can save the life of the wounded man.” (pp. 372, 73.)] 


497. Emphysema is that swelling which arises from the escape of air 
into the cellular tissue. It only rarely occurs in large and direct wounds ; 
more commonly in those of which the external opening is not wide, and 
which have an oblique direction, as in stabs; and it is very common in 
broken ribs, when the bony points penetrate the lungs, and in shot-wounds, 
on account of the great swelling which closes the external opening. 

498. Emphysema takes place when the air penetrates through the ex- 
ternal wound into the chest, and on account of the outer and inner 
wound not being parallel, is driven into the cellular tissue; or in wounds 
of the lungs when the air is driven through the cells of the lungs into the 
cavity of the pleura, and thence through the wound into the cellular tissue. 
In the former case the swelling is not large, and does not spread beyond the 
circumference of the wound ; in the latter the swelling is much more ex- 
tensive and may spread over all parts of the body, the palms of the hand 
and the soles of the feet excepted, in consequence of which the natient 
has a frightful appearance. Emphysema is readily distinguished from all 
other swellings by the natural colour of the skin covering it, and by its 
peculiar crackling sensation when touched. 

[‘‘ Emphysema, the third consequence of wounded lungs, is,” says ASTLEY CoorEr, 
“less dangerous than the others. It sometimes extends to the face, covering the neck 
and also a large part of the trunk.” (p. 232.) HENNEN observes that in military sur- 
gery emphysema “does not occur perhaps in one case of fifty, and that, in a great 
proportion of those where it does take place, under judicious treatment it is trifling. 
Sometimes, however, it is indeed tremendous in appearance, and most distressing in 
reality. * * * I have seen a bayonet thrust in the chest, where all distinction of chin, 
neck, and chest were confounded in one general and unbroken surface ; and it has been 
found that the air has entered the more condensed cellular substance, forming the 
envelopes of the different organs, and even into the substance of the viscera themselves : 
one proper application of the scalpel would have prevented it all.” (p. 376.) 

I have seen one case of emphysema, merely from broken ribs, much like that men- 
tioned by HENNEN, in which the whole upper part of the chest, the neck, and head were 
swollen so much, and the features so destroyed, that together they were as formless as, 
and had a great resemblance to a large loaf which had been soaked in water. A few 
punctures, however, gradually voided the air, and the patient did well.—J. F. S.] 

499. When the air escapes from the lungs into the cavity of the pleura, 
and there collects, the same symptoms of compression of the lungs are 
produced as in extravasation of blood. Breathing is disturbed, and be- 
comes extraordinarily difficult; the patient sits up, and bends forwards ; 
the countenance becomes reddened and swollen, the pulse small and con- 
tracted ; the extremities cold, and the oppression will quickly destroy the 
patient. 

[HENNEN relates a very remarkable case of secondary empl sen, in a soldier who 
was shot by a rifle bullet, which entered a little above and behind the articulation of the 
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left clavicle with the scapula, in front of the edge of the m. trapezius, passed apparently 
across the back, and was cut out forty-eight hours after, below and behind the right 
acromeon. About ten minutes after blood flowed copiously from the mouth on turning 
from side to side, and was brought up by hawking or coughing slightly. About the 
same time also air was discharged from the orifice, and continued to be so whilst the 
wound remained open. In about five months the wound had healed, several spicula of 
bone having been discharged during the cure. Some time after, whilst exercising with 
the dumb-bells, “air was forced from the chest among the soft parts on the left side of 
the neck and the posterior part of the shoulder, and was easily recognised by the emphy- 
sematous crepitus. This spread considerably, became painful on pressure, and his 
breathing was difficult and attended with great pain on the left side of his chest.” An 
incision was made, a large quantity of purulent matter and air discharged, but after two 
months ithealed. A month after the air re-appeared, and the dyspnea and pain recurred ; 
subsequently also severe cough and expectoration of mucus streaked with blood. When 
he coughs or shuts the glottis and makes an effort to expire, a sudden croaking noise is 
produced, which can be heard at a considerable distance, and on placing the hand at the 
root of the neck at these times, the soft parts are felt to be suddenly distended, and to 
communicate a feeling of crepitation, which continues at all times to a greater or less 
degree in the neighbourhood of the wound. This noise, and the accompanying escape 
of air, can be prevented by pressure with the point of the finger in the course of the first 
ribs, a little above and nearer to the spine than the cicatrix of the original wound.” An 
incision made into the root of the neck discharged only a little air, and did not afford 
much relief. He sunk, and died hectic. Ezxamination.—The cavity of the chest dimi- 
nished ; the lungs on both sides adhering very firmly to the pleure ; their structure 
firmer, and their air-cells almost obliterated; the bronchi filled with puriform mucus. 
“ At the upper and posterior part of the left side of the thorax a cavity, between the 
surfaces of the pleura pulmonalis and costalis, capable of containing from ten to twelve 
cubic inches of air, and thickly lined with coagulable lymph, particularly where the 
lungs adhered to the parietes of the chest, and containing only a small quantity of pus. 
Two small openings were observable at the upper part of the cavity, penetrating through 
the pleura costalis, between the second and third ribs, and communicating with an abscess 
which existed in the upper and back part of the shoulder, immediately beneath the skin, 
and extending several inches backwards and downwards from the external wound. The 
second rib had been fractured, much callus had been thrown out for its re-union, and a 
part of it was bare.” (p. 380-83.) ] 


500. If the emphysema be not very great, merely confined to the neigh- 
bourhood of the wound, it may be got rid of by the application of dis- 
persing remedies. If it be greater, and raise the skin from the muscles, 
deep scarifications must be made in different parts, and the air discharged 
by squeezing. If suffocation threaten, the wound must be enlarged ora 
fresh but direct one made into the chest, by which the air passing from 
the lungs may freely escape. By enlarging the wound, or by opening 
the chest at another place, merely pressure on the lungs is prevented. 
ABERNETHY (a) considers the application of a broad chest-bandage espe- 
cially advantageous in emphysema, in order to prevent the motions of the 
chest. 


The practice of sucking, (pansement 4 secret,) pumping, and so on (b), to draw out 
the air collected in the cavity of the chest, as well as any extravasation, is doubtful and 
dangerous; for, so long as the wound in the lung is not healed, the air soon again col- 
lects, a bleeding scarcely stanched is thereby renewed, and opportunity is given for 
collapse of the lung; the same also applies to the detachment of the plug. If the air 
pass out freely from the wound, the pressure upon the lungs and diaphragm can never 
be very great. The air remaining in the cavity of the chest is soon absorbed. 

[In whatever proportion,” says HENNEN, “ the effusion of air (into the chest) 
may be, the wounded lung is incapable of perfectly performing its functions; did it 
dilate and contract by the inhalation and expiration of air, it never could heal at all. 
Fortunately it lies for the most part sunk, and always quiescent; and when the wound 
in its parenchymatous substance coalesces, it gradually extends so as to fill, as it origi- 

(a) Above cited, p. 153. 

(b) Anet, l’Art de sucer les Plaies sans se servir 8vo.—Lupwia, Progr. de Suctione Vulnerum Pec- 

de la Bouche d’un Homme. Amsterdam, 1707. toris. Lips., 1768. 8vo. 
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nally did, the side of the chest to which it belongs. Whenever the orifice in the tegu- 
ments is open, the air has a free passage through it, and continues to be forced out at 
every attempt at expiration until the process of adhesion has taken place, if not prevented 
by art. If the lung lies collapsed at the bottom of the thoracic cavity, and that the 
external wound is healed up before it has resumed its natural inflated state, any small 
portion of air that may remain there is soon decomposed or absorbed. In many cases, 
however, where adhesion exists, or has subsequently taken place, between the wounded 
lung and the thoracic pleura, air in small quantities continues to be discharged through 
the external orifice, (whenever the dressings are removed,) until it is perfectly healed, 
without any serious inconvenience to the patient.” (pp. 377, 78.)] 

501. Protrusion of a Portion of the Lung in Wounds of the Chest is 
rare. It cannot arise, as has been falsely held (a), from expansion of the 
lungs, but from the air in expiration streaming violently out of the wound, 
which, as it is partially behind the lungs, forces, by its violent escape, 
the edge of one or other lobe of the lung into the wound. At least in 
animals I have never seen any other part protruded (6). If the protru- 
sion be recent, the lung healthy, and the condition of the wound permit, 
it must as quickly as possible be gently returned. In general it is ne- 
cessary to enlarge the wound for this purpose. To prevent its repro- 
trusion, the wound must be properly closed and covered with a compress, 
which is to be fastened with a bandage. If the protrusion have existed 
long, if the protruded part be in a state of gangrene from the constriction, 
a ligature must be put on its base, and the protruded gangrenous part cut 
off in front, or left to itself. 

(“The sinking of the lung is not,” according to HENNEN, “an uniform conse- 
quence of a penetrating wound of the thorax. We have sometimes ocular proof of 
this, not only by the close contact in which the lungs lie to the wound, discoverable at 
first sight, but by protrusions which occasionally happen, and which, in the hands of 
the older surgeons, were removed by the knife,—a practice now rejected, and gentle 
pressure substituted.” (p. 378.)] 

502. Inflammation of the Lungs and Pleura, which are always to be 
feared in penetrating wounds of the chest must be prevented or moderated 
by the strictest antiphlogistic treatment. The patient must be kept in 
the greatest bodily and mental quiet; he must not speak ; and take only 
cooling drinks and food. Nitre is to be given internally, attention paid 
to keeping the bowels open, and repetition of the bleeding as often and as 
largely as the condition of the patient may seem to require. 

Inflammation of the lungs and pleura may proceed to infiltration of the 
lungs with blood, to suppuration, or serous effusion into the cavity of the 
pleura. ‘The suppuration of the lungs forms an abscess, which empties 
itself either by the mouth or into the cavity of the chest. In the latter 
case, and in serous collections in the cavities of the pleura, symptoms of 
extravasation appear, and opening the chest becomes necessary. 


[“‘ Inflammation of the lung,” says AstLEY Cooper, “is to be guarded against by large 
and repeated bleedings, determined by the dyspnoea and hardness of the pulse ; but there 
is little danger of bleeding too much in one of these cases, as it is an object not only to 
diminish the force of the circulation, but the quantity of blood in the pulmonary vessels. 
If effusion follows, it is the result of neglected inflammation, or of having closed the 
external wound too early. In the one case it is a purulent secretion; in the other a 
bloody serum, which produces the dyspneea some days after the accident. For effusion 
into the chest, it is right to perform the operation for paracentesis thoracis, to draw off 
the pus or bloody serum which has collected. * * * In old persons there is great danger 
in fractured ribs with wounded lungs, and I always give a guarded opinion, for I have 
seen several die from effusion of fluid into the cellular tissue of the lung. The greatest 

(a) RicureEr, Anfangsgriinde, vol. iv. p. 441.— — Ha .tipay, Observations on Emphysema. Lon- 


Mayow, De Respiratione, Lugd.Batav., 1071, p. 5. don, 13807. 
(b) Srizss, above cited. 
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care and quiet are therefore required in such a case, and it is better to give digitalis than 
to bleeding very largely.” (pp. 231, 32.)] 

503. The symptoms of inflammation of the lungs and pleura, when they 
become severe, have great resemblance to those of extravasation. The 
circumstance distinguishing them is, that the symptoms of inflammation 
diminish after properly employing antiphlogistic treatment, whilst those 
of extravasation continue or increase. 

504. Wounds of the Heart are fatal, either suddenly by the bleeding, 
or the danger depends on the contraction of its fibres, if only some of them 
be divided, on the collection of blood in the pericardium, and on the dif- 
ficulty of cure from want of rest, and the consequent addition and extension 
of inflammation. Only slight wounds of the pericardium and of the heart 
are curable when the inflammation has not been great; at least distinct 
scars from previous injuries have been observed on the pericardium and on 
the surface of the heart (a). Cases, however, have occurred of wounds 
of the heart which have healed, in which several days after the injury 
and independent of it, death has taken place, and the bullet been found in 
the heart (0). 

We presume that the heart is wounded from the direction and depth of 
the wound. The peculiar symptoms given of this injury are, a more or 
less severe pain in the region of the heart, extraordinary restlessness, and 
insupportable anguish ; irregular intermitting pulse ; cold extremities, cold 
sweat, and frequent faintings. The bleeding varies as the wound is super- 
ficial or deep; in both cases it may be absent on account of the peculiar 
contraction of the muscles, especially in oblique wounds. The blood either 
pours forth externally, or into the pericardium, or into the chest, with 
symptoms of extravasation and of internal bleeding. Special symptoms 
of wound of the pericardium and of the surface of the heart are not de- 
scribable, and equally indistinguishable are the symptoms of the parts 
wounded. Perhaps the different colour of the blood in wound of the left 
and right side of the heart might rendera diagnosis probable. ‘The right 
ventricle is most frequently wounded. Wounds of the arteries are as dan- 
gerous as those of the ventricles ; in them a small wound may be closed 
by contraction of the muscular fibres. 


SPEYER (c) distinguishes the peculiar causes of death at these different periods in 
which it follows wounds of the heart; when death occurs early the cause is to be 
found in the heart itself, but in the more slow and subsequently occurring death the 
collection of blood in the brain and apoplexy are the cause. 

[The following is an example of speedy death after wound of the heart (d). A man 
was jammed between two carts, taken up senseless, and dead by the time he had been 
brought to the hospital. On examination, the whole surface of the chest was found 
ecchymosed; the eighth and ninth ribs broken and depressed; the cavity of the left 
pleura contained a large quantity of dark-coloured liquid and grumous blood ; the lung 
pushed upwards and inwards, and the diaphragm downwards. The pericardium was 
slit on its left side.to the extent of two inches, and contained a small quantity of black 
coagulated blood. The heart presented at its hind surface a transverse wound corre- 
sponding to that in the pericardium, an inch and a half long, and penetrating both ven- 
tricles, which had doubtless been caused by the broken ends of the eighth rib, which 
protruded into the cavity of the chest. The lung and diaphragm were ecchymosed, but 
not wounded. The left hypochondrion contained extravasated blood from a transverse 
lacerated wound of the spleen. The liver and all the abdominal viscera were both 
rather pale and bloodless. (p. 752.) 

(a) RicuEeRanp, Nosographie Chirurgicale, vol. (c) Ueber die Ursache der Todlichkeit eindrun- 
iv. p. 3. gender Herzwunden; in the Heidelberger medi- 

(b) Dict. des Sciences Médicales, vol. iv. p. 217. _ cinischen Annalen, vol. iv. part iii. p. 259. 


PenapA, Saggi scientifici e litterari di Padova, (d) Case of Wound of the Heart by a Fragment 
1794, vol. iii. part ii. p. 60. of a Rib; in Lancet 1829-30, vol. ii. 
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In FEATHERSTONE’S case (a) of the soldier who slipped, and falling upon his bayonet 
wounded the muscular substance of the left ventricle, lived only forty-nine hours, two 
quarts of blood were effused into the cavity of the chest, the pericardium was nearly 
filled with blood, and had a puncture which extended three-quarters of an inch into 
the muscular substance of the left ventricle about two inches from its apex. On opening 
the ventricle the bayonet was found to have penetrated its cavity, and to have ent through 
one of the fleshy columns of the mitral valve. A small coagulum was formed at the 
edge of the wound through the pericardium. Upon this case FEATHERSTONE observes 
that “ death in this case, it is perfectly evident, was not produced from any alarm ex- 
cited in the system by the wound, but occurred as a secondary consequence from the 
hemorrhage increasing to such an extent as to interrupt the action of the heart and 
lungs. That the hemorrhage proceeded chiefly from the heart must be admitted ; 
there was no symptom whatever that indicated a wound of the lung; none could be 
found in the most deliberate examination ; and the intercostal artery was entirely free 
from injury.” 

In Dr. BasrncTon’s case (5), the marine who fell from the gangway on his bayonet, 
which pierced through the heart besides wounding other viscera, died in less than 
twenty-four hours. The emphysema which had commenced early at the upper part 
of the chest gradually augmented, and, about three hours before death, had reached the 
head and face, and before he died had extended over the whole body. ‘The external 
wound was midway between the spine and white line, and the last rib and crest of the 
ileum ; thence the bayonet had passed through the sigmoid flexure of the colon, through 
the stomach two inches from the pylorus ; thence through the left lobe of the liver, 
through the centre of the tendon of the diaphragm and the pericardium; then through 
the heart near the tricuspid valve, through the lungs, and out of the right side of the 
chest, between the cartilages of the second and third ribs terminating in the substance 
of the pectoral muscle. In the belly there was a little bloody serum; in the pericar- 
dium a small quantity of blood, but in the right pleura two quarts of the latter fluid. 

In another case (c), where there was laceration of the pericardium, and a superficial 
wound of the heart, the patient who had been thrust against a wall by the shaft of a 
cart, lived twelve days. The sternum was fractured, and on examination its upper 
part was found protruding into the pericardium, and to have lacerated the right ventricle 
through nearly a third of its substance. There was not any fluid in the pericardium, 
but its inner surface was lined with false membrane. The heart itself pale, and its sub- 
stance very friable. The right fourth, fifth and sixth ribs were fractured ; a large quan- 
‘tity of blood extravasated in the pleural cavity on that side, and the lung pushed upwards. 

Sometimes extraneous bodies remain lodged in the heart, as in the following instances. 
HENNEN says he has “seen a preparation of a pin lodged in the human heart (but 
without any trace of how it got there.) The patient had complained of pain in his chest 
‘about three months previous to his death, and died of carditis. On examination, im- 
mense thickening and enlargement of the organ, with extensive effusion of coagulable 
- lymph upon its surface, and adhesion to the pericardium was discovered.” (p. 396.) 

FourNIER mentions (d) the case of a soldier who received a gun-shot wound of the 
chest, and was taken up for dead, on account of the severe bleeding which had occurred. 
By great care the flow of blood began to diminish on the third day ; his strength insen- 
sibly increased, suppuration came on, and many splinters of bone exfoliated. After 
three months the wound was healed ; the patient’s health restored, without other incon- 
venience than frequent palpitations of the heart, which harassed him for three years. 
During the following three years they became less troublesome, and he then died of 
disease unconnected with the heart. On examination the cicatrix was found very deep, 
with loss of substance of the fractured rib. The ball was found lodged in the right 
ventricle of the heart near its tip, enfolded in a great measure in the pericardium, and 
resting on the septum medium.” (pp. 396, 97.) 

PLoucquer also recites a case where a ball lodged in the anterior ventricle of the 
human heart, where it is said to have remained for years. | 


Compare also Dupuytren, Legons Orales de Clinique Chirurgicale, vol. ii. p. 157. 
Lees; in Dublin Journal. May, 1837. 


STEIFFENSAND, Ueber Herzwunden und Blut Extravasat in der Brusthohlt; in Cas- 
PAR’s Wochenshrift. 1838. No. 15. 


De Jone, Diss. de Vulneribus Cordis. Groning, 1838. 


(a) Med. Chir. Trans., vol. ii. c) Repert Gener. de BrescuHeET. 
(6) Medical Records and Researches. d) Cas Rare; in Dict. des Sciences Médicales. 


456 WOUNDS OF 


JoBeRT, Réflexions sur les Plaies Pénétrantes du Coeur ; in the Archives Générales de 
Médecine. Sept. 1839. 

505. Only the most strict antiphlogistic treatment can in these wounds 
be employed. Ifextravasation into the pericardium take place, the making 
an aperture in it is the only although very doubtful remedy. 

[505.* Wounds of the pericardium sometimes occur without injury of 
the heart, and may be fatal (1) or not (2). | 

(1) AstLey Cooprr mentions a case in which a man was “ wounded by another with 
a reaping-hook deeply through the cartilages of the ribs. The wound was small, but 
deep; and the man had the appearance of one who had sustained a dangerous injury. 
In two or three days after he had much pain in the region of the heart; a quick small 
pulse. In a few days more he began to swell, and could not lie down in bed. I forget 
how long he lived, but think for a fortnight or three weeks; and after his death, it was 
discovered that the hook had passed through the cartilages of the ribs into the pericar- 
dium, in which there was an effusion of bloody pus.” (p. 232.) 

(2) HENNEN relates a case of a bayonet wound of the pericardium and diaphragm. 
The patient recovered of the immediate effects of the injury, and died three months after 
of pneumonia. The aperture was large enough to admit the finger, and through it 
protruded a fatty pellicle or tongue fully an inch long and the fifth of an inch wide, 
convex and lobulated in front, but smooth and flat behind, and originating from the 
front of the heart an inch and a-half from its tip. A little above this the heart was con- . 
nected to the pericardium by long, broad, and strong fibrous bands, evidently the result 
of inflammation long before his last illness. (pp. 397, 98.)] 

506. Injuries of the Gullet, Thoracie Duct, Diaphragm, and Spinal 
Marrow, may be connected with penetrating wounds of the chest. As in 
these cases there must be always at the same time injury of the most highly 
important parts, the mortal result is usually not to be prevented. Wounds 
of the diaphragm, especially of its tendinous part, are always acccompanied 
with the most severe pain, anxiety, cramps, and convulsions, against which 
a strictly antiphlogistic treatment must be employed. If the wound in the 
diaphragm be large, the intestines of the belly may pass through the 
opening into the cavity of the chest. 


Upon injuries of the spinal marrow, compare Caspar in Rust’s Magazin, vol. xiv. 
part ili. p. 409. 


V.—OF WOUNDS OF THE BELLY. 


TRAVERS, BENJAMIN, An Inquiry into the Process of Nature in repairing Injuries 
of the Intestines; illustrating the Treatment of Penetrating Wounds and Strangulated 
Hernia. London, 1812. 8vo. 


Scarpa, Sull’ Ernie, Memorie Anatomico-Chirurgiche. Milan, 1809. fol.—The 
same translated. A Treatise on Hernia, with Notes, by J. H. Wismart. Edinb., 1814. 
8vo. 


FINGERHUTH, Dissert. de Vulnerum in Intestinis Sutura. Bonn, 1827. 


Josert, A. J., Traité Théorique et Pratique des Maladies Chirurgicales du Canal 
Intestinal. Paris, 1829. vol. i. p. 52. 


Weser, H. L., De Curandis Intestinorum Vulneribus. Accedunt quedam Plagis 
Ventriculi atque Abdominis. Berol., 1830. to. 

507. Wounds of the Belly (Vulnera Abdominis) are, 1, Superficial ; 
2, Simply Penetrating ; 3, Penetrating, connected with injury of the 
Organs of Digestion, or of the Uropoietie System. 

508. Superficial Wounds of the Belly. ‘These are distinguished by 
some peculiar symptoms from the superficial wounds of other parts. | 

In injury of the tendinous sheaths of the abdominal muscles, especially 
from oblique stabs, severe inflammation, fever, pain, and vomiting quickly, 
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occur, and the inflammation often spreads considerably. Only strict anti- 
phlogistic treatment and enlargement of the wound can remove these 
symptoms. 

Bruises of the belly produce, by the concussion of the intestines, severe 
symptoms, as violent pain and tension of the belly, fever, often tearing of 
some intestine, extravasation into the cavity of the belly, and speedy death. 
Exudation of blood, or actual tearing of the vessels, may subsequently be 
produced, by gorging with blood of the vessels weakened by the shock. Here 
at first is indicated the most strict antiphlogistic treatment, often repeated 
bleedings, leeches, cold applications, cupping, and subsequently exciting 
remedies, infriction of volatile ointments, lotions of aleohol and caustic 
liquor ammonia, application of aromatic herbs, and the administration of 
arnica internally. In bruises of the belly the muscles are often torn, whilst 
the skin remains uninjured ; in such cases, during the treatment, and after 
the consequent cure, pressure must be employed, to prevent the occurrence 
of rupture. The same caution is necessary in all wounds which penetrate 
the muscles; the patient must be put in such position as will entirely 
relax the abdominal coverings, and the union of the wound properly as- 
sisted by a broad belly-bandage. 

If connected with the wound there be bleeding from the epigastric, in- 

ternal mammary, or abdominal artery, it must be stanched, if possible, by 
_ ligature, for which purpose enlargement of the wound is requisite, or by 
pressure. 

| TRAveERs asserts that “where the integrity of the abdominal parietes is preserved, 
as in those which he has denominated simple wound, it is remarkable that effusion more 
generally follows. These are ruptures of the bowel, produced by falls or blows upon 
the belly, where the integuments are even unabraded.” (p. 36.)] 

509. All wounds of the belly, even when superficial, must be treated 
antiphlogistically, because the inflammation easily spreads to the peritoneum 
If suppuration occur in the wound, the pus may collect in the cellular in- 
terstices of the muscles in their aponeurotic sheaths, or between the pert- 
toneum and the abdominal muscles. Pain arises therefrom, and a more 
or less deep-seated swelling, with distinct or indistinct fluctuation. In such 
cases the wound must be either enlarged in the manner already described, 
or the pus must be discharged at the most prominent part of the swelling, 
by a proper opening, and the abscess treated according to the general rules. 

510. Penetrating Wounds of the Belly. If wounds of the belly be not 
large and direct, the bowels or caul do not project, and neither feces, bile, 
nor any stercoraceous gas escapes through the wound, it is difficult to deter- 
mine whether they penetrate or not, for observation of the depth and direc- 
tion in which the injuring instrument enters, so far as the introduction of a 
probe will show, is not always certain (1). The general symptoms also which 
usually accompany penetrating wounds of the belly, as small, weak, con- 
tracted pulse, pallid countenance, coldness of the extremities, great weak- 
ness, hiccough, vomiting, and swelling of the belly, are not always certain 
signs, as they occur also in sensitive, faint-hearted persons, in simple super- 
ficial wounds of the belly. In large penetrating wounds we are directed 
by the sight and touch. 

[(1) The escape of the intestines from injury in penetrating wounds of the belly is 
very remarkable. HENNEN says he has “seen several ; among others, he has been wit- 
ness to the recovery of a soldier who had been shot through the abdomen by a ramrod, 


which passed in anteriorly, and actually stuck in one of the transverse processes of the 
vertebre, from which it was not disengaged without the application of some force. _This 
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occurrence took place before Badajos in 1812.” (p. 402.) The following, also, is a very 
striking example of the same kind, although fatal :— 

Casr.—H. D., aged fifty-two, was admitted under my colleague GREEN, 

Oct. 8, 1829. Having fallen from a ladder, a height of twenty-six feet, upon some 
cast-iron railing, two spikes of which were broken by his fall; one was taken out of his 
body, but the other could not be found. There were two wounds in the belly, one just 
above the navel, and the other, out of which the spike had been taken, just above the 
left hip-bone. He had alsoa wound in the right arm behind the middle of the m. biceps 
flexor cubiti. He was much depressed, but after a time rallied a little. During the 
night he vomited, and next day, reaction having come on, he had pain and tenderness 
of the belly; but he soon failed again. Brandy was given, and leeches applied to the 
belly. No stool. On the third day the tenderness continued, and over the left ilio-pubic 
region there was a considerable inflammation, to relieve which leeches were again 
applied. In the afternoon he had a copious liquid motion, and in the evening several 
more very copious and offensive. At half past 11, p.m., he died. On examination, the 
omentum was found adherent to the wound; the intestines smeared with blood, and on 
raising them the cavity of the pelvis was seen full of blood; the broken spike, having 
passed without injuring any of the viscera, had torn the right common iliac vein, deeply 
indented the third lumbar vertebra, and lay across the rectum. No marks of peritoneal 
inflammation. | 


511. This uncertainty is, in simple wounds, of no great consequence, 
and repeated examination with the probe is not needed, as very simple 
treatment is required. ‘The opening is to be covered with sticking plaster, 
and a compress and belly bandage applied. In cut and torn wounds, 
the mode of their union depends on their extent and direction. Lon- 
gitudinal and transverse wounds, if small, may always be united by the 
application of sticking plaster, compress, and a belly-band, or SIEBOLD’s 
bandage. In large transverse wounds, in which the intestines cannot be 
otherwise retained, stztching of the belly (gastroraphia) is necessary. 


[“‘ Inquiries into the natural situation and extent of a wound of the abdomen,” says 
TRAVERS, “and the circumstances under which it was received, particularly the fulness 
or otherwise of the stomach, are chiefly important, as they enable the practitioner to 
study with effect, and follow up with advantage the operations of nature. It is almost 
needless to insist upon the impropriety of probing or dilating the wound, formerly a 
prevailing practice, and of applying adhesive straps and rollers round the belly, in place 
of warm emollient poultices and fomentations.” (p. 74.)] 


512. For union of wounds of the abdominal walls the twisted, interrupted 
and loop stitch areemployed. The former effects the closest union, but the 
latter is suitable in all cases. 

Stitching up the belly is always to be considered as an important matter ; 
it easily causes a dangerous degree of inflammation, hiccough, vomiting, 
and so on. The dread of these occurrences and the numerous cases in which 
healing of the most severe wounds of the belly have taken place without 
stitching, must restrict its use. It must not, however, be overlooked that 
in some wounds of the belly, though not large, the union cannot be certainly 
effected without stitches, as in such cases the sticking plaster and bandages 
are easily displaced by the enlargement of the belly, which usually takes 
place by pressure, vomiting, and so on, and protrusion or squeezing of the 
bowel into the wound ensues. 

513. The employment of the stitch differs according as the threads pe- 
netrate the peritoneum, or only external to it, through the muscles and 
skin. In the latter case, as many sufficiently long and somewhat flattened 
threads are to be taken as stitches are required, furnished at one end with 
a pretty large curved and sharp-cutting needle. The edge of the wound is to 
be held between the fore finger of the left hand, introduced into the belly, and 
the thumb placed outside of it, and drawn somewhat towards the operator ; 
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the needle is held with the thumb of the right hand on the concave, and the 
fore finger on the convex part, to the very tip, so as to cover it completely. 
The needle, thus held, is to be introduced into the wound, and placed close to 
the muscular surface of the peritoneum ; the fore finger of the right hand is 
to be somewhat drawn back, and placed obliquely across the convexity of the 
needle, which is now to be thrust from within outwards, at a greater or less 
distance from the edge of the wound, according to its different size. In 
this way the other needles are to be passed through the opposite edges of 
the wound. So many stitches are to be put in, at equal distances, as the 
extent of the wound may seem to require. An assistant then brings the 
two edges of the wound into contact, with his hands laid flat, and the 
Surgeon ties the threads together with a simple knot, anda loop. For 
the support of the union, strips of sticking plaster are to be applied in the 
interspaces, which are most advantageously carried round the whole belly, 
crossed on the wound, and the ends applied in opposite directions. The 
wound is to be covered with a pad and compress, and the whole supported 
with a belly-bandage. The position of the patient must also be such that 
the walls of the belly should be loose, and the edges of the wound as little 
stretched as possible. 

514, According to GRAEFE (a), the traumatic reaction occurs equally 
whether the suture perforate the peritoneum or not; but in the latter case 
the wound is always less perfectly closed within. Instead of the fine flat 
thread he uses a soft tape, a line and a half in breadth, provided at each 
end with a flat needle, having a double cutting edge in front, and a trans- 
verse eye, at which part the thread must be well flattened and oiled. The 
needle is to be held with the thumb, middle, and fore finger, not far from 
its eye, and pressed, in like manner, with its convex surface on the front 
of the fore finger of the other hand, so that the point and cutting edges 
may be covered. ‘The needle is then introduced within the belly, placed 
against the peritoneum, half an inch from the edge of the wound, and the 
wounded surface being stretched by an assistant, and inclined somewhat 
outwards, the needle is to be thrust obliquely from within outwards with 
a sudden thrust; and then the same is with the other needle upon the 
opposite side. ‘The union is to be assisted with circular sticking plasters, and 
so on, as in the previous case. 

Compare also WEBER, above cited, p. 39. 


515. The treatment of all penetrating wounds of the belly must be 
strictly antiphlogistic. Repeated bleedings, quiet, great abstemiousness, 
and simple mild drinks must be employed. ‘The dressing should be simple, 
and should be renewed as rarely as possible. If stitching have been em- 
ployed, the threads must be removed when it is presumed that union 
has taken place (from the sixth to the eighth day) ; but the union must be 
supported with sticking plaster and bandage, till the scar is completely 
perfected. In order to prevent a rupture after the cure is effected, the 
place of the scar must be always supported with proper pressure. If after 
union of the wound of the belly with stitches, vomiting and hiccough occur, 
if the wound inflame smartly, and these symptoms do not yield to the anti- 
phlogistic treatment, and to the use of opium, the threads must be loosened 
or entirely removed, and the wound merely held together with sticking 
plaster and bandage. 


(a) Ueber Minderung der Gefahr beim Kaiserschnitte; in the Journal fir Chirurgie und Augenheile- 
kunde, vol ix. part i. 
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[‘ In a penetrating wound of the abdomen,” says HeNNEn, “ whether by gun-shot or 
by a cutting instrument, if no protrusion of intestine take place, and this, it must be 
observed, in musket or pistol wounds rarely occurs, the lancet, with its powerful con- 
comitants, abstinence and rest, particularly in the supine posture, are our chief depend- 
ence. Great pain and tension, which usually accompany these wounds, must be relieved 
by leeches to the abdomen, if they can be procured, (their application to the anus, so as 
to unload the hemorrhoidal vessels, is much practised on the continent, in Russia especi- 
ally, and is often attended with remarkable relief,) by the topical application of fomen- 
tations, and the warm bath; and if any internal medicine is given as a purgative, it 
must, for obvious reasons, be of the mildest nature. The removal of the ingesta, asa 
source of irritation, is best effected by frequently repeated oleaginous clysters ; indeed, 
on the first infliction of a wound of the abdomen, the contents of the intestinal canal and 
stomach are generally evacuated spontaneously by vomiting, and soon followed by stools, 
which are sometimes tinged with blood; their accumulation must be guarded against by 
a rigorous diet; for to the general state of fulness of the vessels induced by food, is added _ 
its local and mechanical stimulus in the undigested form.” (pp. 401, 402.) ] 

516. Penetrating wounds of the belly may be connected, 1, with pro- 
trusion of the intestines; 2, with injury of the bowels; 3, with effusion 
into the cavity of the belly. 

517. In every penetrating wound of the belly, although its extent be but 
small, the caul or the intestines protrude. The protruding part either lies 
loosely in the wound, or is firmly grasped by it; and it is found either 
in its natural condition, or highly inflamed, and even mortified. It 
must be returned as quickly as possible into the cavity of the belly, and 
its further protrusion prevented. The patient should be placed in such 
position as will relax the abdominal muscles, and the intestines, by their 
own weight, will be kept from the wound. If the protruded parts be soiled, 
they must be washed with lukewarm water, and pushed by the two fore 
fingers, moistened with warm water, according to the direction of the wound, 
back into the belly, the patient at the same time making a long expiration. 
That part of the intestine last protruded must be first returned, the mesen- 
tery before the intestine, and the latter before the caul. The returned part 
must also be kept back with one finger whilst another portion is pushed in 
with the other. After the reduction, the fore finger must be introduced 
into the cavity of the belly, to be sure that the intestine have not passed 
into the interspaces of the muscles. The wound of the wall of the belly 
is to be treated according to the previous rules; the patient put in such 
posture as that the intestines should least press against the wound, and in- 
flammation should be prevented by strict antiphlogistic treatment. 

518. Should it not be posstble to return the intestine in the way directed, 
because it is filled with air and feeces, or is protruded in very large 
quantity, and girt by the wound, it must be diminished by gentle com- 
pression, a portion of it drawn out of the belly, and then returned. If 
this do not succeed, the wound must be enlarged, just so much as needful 
to make the reduction possible. This enlargement is most conveniently 
made at the upper angle of the wound, because it is more free and because 
the intestines are not so easily again protruded if the wound be enlarged 
upwards as when downwards. Only when the upper angle corresponds 
to the white line, or to the suspending ligament of the liver, must the 
lower angle be preferred for enlargement. ‘The wound should be en- 
larged in the following manner: the bowel, is to be pressed aside with 
the left hand, whilst with the right a blunt director is introduced be- 
tween the bowel and the edge of the wound, into the cavity of the belly, 
and held with the fore finger and thumb of the left hand, with its handle 
depressed. The intestine is next to be slightly raised, for the purpose of 
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seeing that there is nothing between the director and the wall of the belly, 
then drawn down with the other fingers of the same hand, and a blunt- 
ended bistoury introduced with the right hand on the groove of the 
director, and forming an acute angle with it, as deep as the enlargement 
of the wound requires; after which the director and bistoury are to be 
withdrawn together. ‘The return of the protruded parts is to be effected 
according to the previous rules. If the girthing be so tight that no di- 
rector can be introduced, the intestine must be pressed down with the left 
hand, by which the upper angle is freed, and the fore finger of the left 
hand, with its nail upwards, is to be directed into it, upon which first the 
skin, and then the muscles and aponeurosis are to be cautiously divided ; 
and having come to the peritoneum, a director may be introduced, upon 
which it also may be divided : the intestine may, however, often be returned 
without doing the latter. 

519. If the protruded intestine be highly inflamed, and bluish red, but 
if its gloss and firmness are not yet lost, it must be returned as quickly as 
possible, because only thereby, and with a simultaneous antiphlogistic 
treatment, can the passage to mortification be prevented. Butif the intes- 
tine be actually mortified, it must be treated as will be mentioned in treating 
of mortified ruptures. 

520. When the protruded caul is healthy, and the wound sufficiently large, 
it must also be returned with the moistened fore fingers of both hands into 
the cavity of the belly, after having first been washed with lukewarm water, 
if fouled with sandand the like. If inflammation have already commenced 
in the caul, it must not be returned. If the caul be tightly grasped, 
the wound must be enlarged, and the replacement effected as already de- 
scribed. But if the protruded caul be much bruised, and partially disor- 
ganized, suppuration would take place after its return, and we should have 
to dread dangerous inflammation of the peritoneum from the presence of 
a portion of the caul so much altered. It should therefore be left out, and 
covered with a compress steeped in a decoction of marshmallows. The 
same practice is to be pursued when the caul is gangrenous; the advice 
given in this case, to spread out the caul, to cut off the mortified parts with 
scissors, and to tie the vessels before returning it, is in most cases useless, be- 
cause already has the protrusion formed adhesions about its-whole circum- 
ference. If asmall piece of the caul protrude through a narrow opening at 
the upper part of the belly, and the reduction be impossible without en- 
larging the wound it may also be left to nature ; it unites with the edges of the 
wound, is covered with granulations, and prevents a rupture, is thrown 
off, or gradually recedes into the belly (a). But if the protruded caul be 
of large size it must always be returned, because it may contain part of an 
intestine, or its fastening in such an unnatural position may cause painful 
symptoms of tightness at thestomach (6). Ligature of the caul is question- 
able. When the caul protrudes with intestine, and the enlargement of the 
wound is necessary, this must always be done at the lower end of the 
wound, although the director be used. 

DupuyTreN (c) held most advisable the practice of leaving the caul protruding, 
because thereby its bruising and tearing is prevented, which, in a small wound, cannot 


be otherwise ; and he did not enlarge the wound, which always increases the danger of 
rupture. All other modes of practice, as being accompanied with great detriment, should 


(a) Larrey, Memoires de Chirurgie Militaire, Edit. par Sanson et Brarn, Paris, 1822, vol. ii. p. 


. vol. tii. p. 439. 


(b) SaspatieR, Medecine Opératoire, Nouv. (c) Ib. p. 138. 
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be rejected. The cutting off the caul produces much bleeding; its reduction brings a 
half-mortified structure in contact with a healthy one, which often produces severe in- 
flammation ; the ligature of the whole, in most cases, reproduces the symptoms of con- 
striction. If the wound, through which the caul has protruded, be very narrow, it 
happens, though very rarely, that, from the swelling of its edges and of the caul, symp- 
toms of constriction appear. If these symptoms be not relieved, as they almost always 
are by blood-letting, diet, bathing, softening fomentations, leeches, or, lastly, by enlarg- 
ing the wound, when they run on to death, suppuration of the caul to a great extent and 
abscesses at different parts, and more or less firm adhesions with the corresponding sur- 
face of the peritoneum are found. Inflammation of the caul is, however, much more 
frequent after it has been tied and retained, than after the above practice, in which a 
strict antiphlogistic treatment, and an enlarging of the wound at the time, is nearly 
always sufficient to relieve the symptoms, 


521. All the intestines of the belly may be injured by penetrating 
wounds; the danger of the wound is then greater and in the intestine so 
much the more as it is nearer the pylorus. 'The symptoms to be feared 
are effusion of feces, blood, bile, and the like, and violent inflammation. 

522. The peculiar symptoms of Wounds of the intestinal canal are, 
the patient vomits blood or passes it with his stools (1); stinking air and 
feculent matter escape from the wound; if the wounded gut protrude 
through the opening, it is found collapsed, and the wound in it may be 
seen (2). Ifthe wounded gut be in the belly, these symptoms often first 
appear subsequently, and the injury of the intestine can then only be pre- 
sumed from the depth to which the wounding instrument has penetrated and 
from the existing symptoms, the great anxiety, and so on, (par. 509,) the 
tension and painfulness of the belly. 


[(1) Vomiting of blood, or passing blood by stool, does not always follow a wounded 
intestine ; nor is extravasation of its contents into the peritoneal cavity a necessary con- 
sequence, although the wound may not be small. 

CasE 1.—A sailor was admitted into St. Thomas’s Hospital many years ago, having 
been stabbed in the left hypochondrion by a bayonet, which “ entering the jejunum at its 
commencement on the left side of the spine, traversed the duodenum and perforated it at 
its second turn.” He vomited incessantly, and towards the evening of his death he 
threw up feculent matter, but never any blood, nor did he pass any by stool. He lived 
about thirty hours. There was not any feculent effusion in the cavity of the peritoneum, 
and the wound in the intestine was so small that it had been nearly overlooked. (pp. 19, 
20.) ‘This case is related by TRAVERS (a). 

CasE 2.—W. H., aged fifteen years, was admitted under my friend GREEN’s care, 

Oct. 31, 1827. Having fallen some height on his belly upon an iron bar, he had severe 
pain and tenderness all over the belly, but specially at the pit of the stomach; great 
difficulty of breathing; pale anxious countenance ; cold sweats, and constant vomiting 
of green, thin, watery fluid. In the course of the same evening he had a small motion, 
but no blood either in it or in the vomit. He died in about thirty hours. A wound an 
inch in length was found in the jejunum. The whole peritoneal cavity was highly 
inflamed, and containing a large quantity of serous effusion, but neither blood nor stool. 

CasE 3.—M. C., aged twenty-eight years, was admitted under my late colleague 
TYRRELL, 

July 27, 1829. Shortly after eating his dinner was crushed between a waggon and a 
post. He had great tenderness of the belly, difficulty of breathing, and cold sweat. He 
vomited continually, but not any blood, and no relief was obtained from his bowels. He 
died in about fourteen hours. The jejunum was ruptured, and the edges of the wound 
everted and ragged. The peritoneum was inflamed, and its cavity contained some bloody 
serum, but no feculent matter. 

Cast 4.—J. L., aged eighteen years, was admitted on the evening of 

July 16, 1829. Having been struck by some part of the machinery of a working steam- 
engine, which tore a wound in his belly from a little below the navel to the outer side 
of the thigh, extending over the hip-bone. Through this wound nearly all the small 
intestines and the sigmoid flexure of the colon were protruded, the latter having in it a 
wound of half an inch in length. Being in attendance for my friend GREEN, I tied the 


(a) Cited at the head of the article. _ 
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wound in the colon with-a single silk thread, returned the intestines, and brought the 
edges of the wound in the walls of the belly together with the quill suture. He was 
covered with cold sweat, and had great pain in the belly, but had little anxiety of 
countenance. Fourteen hours after he began to vomit greenish matter, but no blood ; 
his breathing became laborious. He did not pass any stool, and died in thirty hours, 
during the last hour and a-half of which he was comatose. The peritoneum was in- 
flamed, and serum effused in its cavity ; no adhesion in the wound of the colon, which 
was lying on the m. iliacus, but a portion of that intestine was firmly adherent to the 
muscles. 

(2) As regards “ wounds in which the intestinal tube directly communicates with the 
surface, and the alimentary or fecal matter is discharged by the parietes,” TRAVERS 
states that “the principal feature by which they are distinguished from those unattended 
with feculent discharge or prolapse, namely the discharge of the intestinal matters, 
results from the size and apposition of the openings in the parietes and the gut. The 
symptoms are generally less imminent than of those in which the external communica- 
tion does not exist, chiefly because the evacuation which takes place at the wound is a 
direct and powerful check upon the disposition to membranous inflammation which 
supervenes. ‘The event of effusion being provided for, and the peritoneal inflammation 
rendered less probable or less formidable in its occurrence, the eventual importance of 
the case appears to turn upon the restitution of the intestinal functions.” (p. 136-38.) ] 


523. A wound of the intestine may be a stab, a longitudinal or trans- 
verse wound, in which last the intestine may be either simply cut into or 
completely cut through. In slight stabs of the intestine the opening of the 
wound is always closed by the protrusion of the inner coat. In longitu- 
dinal wounds the edge of the wound always turns out, and from the con- 
traction of the longitudinal and transverse fibres of the gut the wound 
assumes an oblong form. In transverse wounds the edges are not so widely 
separated, but they are more thickly turned out. In a transverse cutting 


through of the intestine the ends retract, and expand. 

[Wounds of the bowels, like those of other parts, are of various kinds, and exhibit, as 
TRAVERS observes, “certain appearances depending upon the action of the bowel. If 
a gut be punctured, the elasticity of the peritoneum and the contraction of the muscular 
fibres open the wound, and the villous or mucous coat forms a sort of hernial protrusion, 
and obliterates the aperture. If an incised wound be made, the edges are drawn asunder 
and reverted, so that the mucous coat is elevated in the form of a fleshy lip. If the sec- 
tion be transverse, the lip is broad and bulbous, and acquires tumefaction and redness 
from the contraction of the circular fibres behind it, which produces, relatively to the 
everted portion, the appearance of a cervix. (‘These appearances,’ TRAVERS remarks, 
‘have also been described by Hatuer (a).’) If the incision is according to the length 
of the cylinder, the lip is narrow and the contraction of the adjacent longitudinal, re- 
sisting that of the circular fibres, giving the orifice an oval form. This eversion and 
contraction is produced by that series of motions which constitutes the peristaltic action 
of the intestines.” (pp. 85, 86.)] 

524, The opinions regarding the treatment of an intestine wounded and 
at the same time protruded are very different. Various kinds of stitches 
are proposed for the union of the intestine in longitudinal and partially 
transverse wounds ; the glover’s stitch (b), the loop-stitch (c), the darning 
stitch (d); in transverse wounds, through the whole thickness of the 
bowel, the stitch of the four masters (e), in which both ends of the intes- 
tine are fastened on a piece of windpipe of some animal, or on a cylinder 
of cardboard oiled ; the stitch (RAMpoHR’s) with ensheathing of the upper 
into the lower part of the intestine (f), and the interrupted stitch o 
which the threads are cut off near the knot, and the knots are discharged 


with the stools (g). The stitch is employed by many with the view of 


(a) Elementa Physiologie, lib. xxiv. sect. 2, (d) GARENGEOT, Traité des Opérations. Paris, 
“ Revolutio,’’ and Opera Minora, vol. i. sect xv. 1708, vol.i. p. 188. : 

(6) Hersrer, Institutiones Chirurgice, plate iv. (e) Louis; in the Mémoires de l’Académie de 

g. 26. Chirurgie, vol. iii. p. 192. 

(c) Le Drawn, Traité des Opérations. Paris, (f) Masi, Dissert. Obs. Misc. Helmst., 1780. 


1742, p. 80, (g) Joun BELL and TRAVERS. 
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preventing the escape of the contents of the bowel (and, therefore, many 
stitches are always used); but by others rather for the purpose of retain- 


ing the wounded intestine in a position corresponding to the external Br. 


wound, and for effecting its union with the peritoneum. Some object to 
every kind of stitch, and only pass a loop through the mesentery, which 
Scarpa (a) also forbids. . 

Larrey carefully unites wounds with the glover’s stitch, folds them in opposite 
directions, and brings them together with two threads of different colours. 

525. Of late it has been attempted, by various experiments on brutes, 
to lay down certain rules for the ¢reatment of wounds of the intestines. 

In complete division of the intestine Denans (0) introduces into the 
upper and lower end of the gut a silver or zinc ring, thrusting it inwards 
about two lines from each end; he then brings the two ends together over 
a third ring, of which the two springs retain the external rings. The 
included ends of the intestine mortify, and the rings thereby becoming un- 
fastened are discharged by stool, after they have united the serous surfaces 
in contact. This experiment in the dog has most successful results. 

BECLARD’s practice on brutes, which he has also proposed for men, 
consists in slipping one end of the intestine within the other, after which 
he passes a ligature about the external portion of the intestine, near the 
edge of the wound, and ties it together. The ligature, by the approxima- 
tion of the parts above and below it, covers at the same time the projecting 
upper and under pieces of the intestine, by which the serous membrane of 
both are brought into contact and so retained. The part tied by the liga- 
ture is, after a few days, cut through, the ligature falls into the hollow of 
the bowel and is passed by stool. 

JoBERT (ce), if the wound be above three lines long, employs the stitch, 
by which the edges of the wound are so brought together internally that 
the serous surfaces touch. In complete division of the intestine, after 
having ascertained which is the upper end, he takes hold of it with the left 
hand, and with the right thrusts a straight needle, armed with silk, from 
within outwards three lines distant from the mouth of the wound, and 
does also the same with a second thread upon the back of the intestine. 
He then thrusts the under end inwards, introduces the left fore finger, and 
upon it an assistant passes the needle from within outwards through the 
intestine. He then endeavours, by gently drawing, to bring the edges 
together, and to introduce the upper within the lower end. ‘The piece of 
intestine is now retained, the threads drawn together and retained with 
sticking plaster. After five days the scar is perfected and the threads may 
be withdrawn. . 

LemsBert (d) holds one lip of the wound, whilst he introduces the fore 
finger into the cavity of the gut, and with the thumb on the external surface 
presses and pierces it within two lines and a half from the bleeding edge, 
allowing the needle to pass about a line between the membranes of the in- 
testine, and again passes it out a line and a half from the edge. After he 
has:thus fastened on the external surface of the intestine a small piece of 
the serous and muscular coats, or even of the mucous coat, if the two 
former be not sufficiently resistant, he takes hold of the opposite edges of 


(a) Above cited, p. 279.—Scarpa, Sull’ Ernie, translated by Wisuarr. 
(b) Recueil de la Societe Royale de Medecine de (d) Répertoire Generale d’Anatomie et de Phy- 
Marseille, lan, No.I. 1826. ‘ siologie pathologique, vol. ii, Juin 3, 1826. FRo- 


(c) Memoires sur les Plaies du Canal Intestinal. KIEP’s Chirurg. Kupfertaf, plate clxxi. 
Paris, 1827. 
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the wound, finds the point which corresponds to the part already pierced, 
and pushes in the same needle about a line and a half from the edge, 
allowing it to pass for a line’s space between the coats and about two lines 
and a half from the bleeding edge. The other threads are applied in 
the same manner at a distance from three to four lines. The edges of the 
wound are then turned inwards by means of a probe, and a simple knot is 


_ made upon the probe, after which it is withdrawn. In consequence of this 


stitching, a ridge formed by the edges of the wound, projects into the in- 
testine ; externally a grove is seen, where the serous surfaces of the intestine 
lie close together. If the intestine be cut completely through, the edges 
of the wound produce an internal circular valve. 

ReyBarp (a) recommends, in long and oblique wounds, the applica- 
tionof a flat thin piece of wood, having a double thread fastened to it, 
the ends of which are thrust with a needle through the corresponding edges 
of the wound of the intestine, and then both ends threaded together into a 
single curved needle, are drawn outwards at some distance from the edge 
of the wound, in the wall of the belly, through the latter, and here fastened 
on a roll of charpie, so tightly that the edges of the wound in the bowel, 
united on the piece of wood, are pressed to the inner surface of the perito- 
neum. ‘The wound in the belly unites. On the third day the threads are 
loosened and withdrawn; the bit of wood is discharged by stool. In a 
complete cutting through of the intestine, the union of the gut with the 
peritoneum around the wound is effected either at first by a portion of the 
mesentery ; or the gut is to be fastened to the bottom of the wound with 
some stitches, and then a pair of forceps having been applied on the 
opposed walls of the intestine, which form a projecting angle, they are cut 
into with the enterotome, and united by the continued application of the 
forceps during forty-eight hours, when the faeces take their natural course 
and the external wound closes. 

| [As Cuetius, after enumerating so many modes of stitching up a wounded intestine, 
has given a decided preference to that recommended by Lempert, without noticing 
the practice of English Surgeons, except a very trivial reference to AstLEY Cooprr’s 
treatment of slight wounds in these organs, it is necessary to show what had been 
already proposed and done in this country long before. 

TRAVERS mentions the following experiment made by SHrPToN (6), an English sur- 
geon, in the year 1702, and which is the groundwork of his own experiments. “Surp- 
TON having cut away a portion equal to two finger’s breadth of the ileum of a dog, con- 
nected the extremities by an uninterrupted suture, and closed the external wound. The 
cicatrix being completed, and the parts examined at the end of three weeks, the result 
proved highly curious. The sewed intestine lay at a considerable distance from the 
wound, firmly attached to the peritoneum, but the suture had yielded, so as to allow the 
cut ends of the gut to recede, which were enveloped in a sac formed of adhering 
omentum and intestine. The following are the writer’s words:— Ad cicatricem ab 
interna parte accuratius lustrandum, intestinum juxta longitudinem excidimus, quo ex 
uno latere vulneris labia adducta, ex altero eadem divisa proximisque adjacentium in- 
testinorum partibus agglutinata fuisse apparebat, ita ut exteriores eorum tunice internum 
ab isto latere efformantes parietem, intestinalem fistulam continuarent, cibisque deve- 
hendis commode inservirent.’ (p. 1301.) The appearances described and delineated by 
SuipTon bear a pointed resemblance to those of experiment N. The divided parts 
were retained in the one case by suture, in the other by the continuous portion of the 
tube in opposition, though not in contact. In both, the interval of the orifices was a sac 
formed by the adherence of surrounding parts, which received the intestinal matters. 
In Suipron’s experiment the artificial canal was more uniformly cylindrical, because 
the division was complete, in my own it was irregular, because the section was partial.” 
(p. 114-16.) 


(a) Mémoires sur le Traitement des Anus Arti- (b) Observatio de portione intestini canis felici- 
ficiels, des Plaies des Intestins, et des Plaies pené- _ ter abscissa; in Phil. Trans. vol. xxii, p-i. 1703. 
trantes de Poitrine. Paris, 1827. 
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Etsg, in treating of Gastroraphy(a), by which he says, “ I mean sutures of the intes- 
tines,” recommends bringing the edges of the wounded gut together with the uninter- 
rupted stitch ; but it seems doubtful whether he had ever any opportunity of carrying out 
the practice he describes; for he says :—‘“ If we consider when these sutures are to be 
applied, we should think there is seldom any opportunity to have them performed. In 
the first place it is never to be used unless the intestines protrude out of the wound of 
the abdomen. * * * If the intestine should protrude and it be wounded, what method 
are we to follow? Some authors very strongly recommend the interrupted suture ; 
others likewise recommend the uninterrupted suture, but performed in a different 
manner, as, for example, the Surgeon is to hold one end of the intestine and the 
assistant the other; the needle (being a straight one) is to be stuck through both lips 
of the wound, and you must leave some inches of thread, which is to be tied to a bolster 
that is to be left on the outside of the abdomen. The needle is then to be stuck 
through again, observing always to do it on the same side, and, when finished, to leave 
three or four inches of thread to hang out of the wound, as before, and so as to be fas- 
tened to a bolster, &c. This then is an uninterrupted suture, but different from what 
was used in sewing up dead bodies. The threads are to be fastened to bolsters, that 
they may be afterwards withdrawn. * * * Few of these cases do well, as the feces 
are generally discharged through the wound into the cavity of the abdomen. When 
the wound of the intestine is healed, you are to remove the suture ; but how are we to 
know this? They say when the colicky pains have left the patient, and the feeces come 
the right way, you must first remove the suture of the abdomen, and then carefully 
draw the other away.” Exsk refers to Lx Dran’s “ looped suture,” in which “three 
common straight needles, with common sewing thread, are passed through both sides of 
the intestine at equal distances; at the same time the assistant holding both sides of the 
intestine, the threads on each side are twisted close to the intestine, afterwards all of 
them are placed together, and the whole twisted again together, so as to bring the lips 
of the wound in contact; the thread is then to be left out of the wound, and fastened to 
a bolster. When the parts are united the threads are to be untwisted and so removed. 
This is a very ingenious method, but doth not answer so well as the former.” 

I have mentioned this plan of Etsr’s to show, that although one part of the treat- 
ment, viz. that of sewing up the intestine completely, which we shall presently see is the 
proper practice, was effected, yet it was counteracted by bringing a mass of threads out of 
the wound, consequently keeping the cavity of the peritoneum open, instead of endeavour- 
ing to close it, and thereby necessarily to increase the already too great disposition of 
that membrane to inflame, and thus throw further obstacle in the way of the cure. 

BENJAMIN BELL (b) objected to Le Dran’s method of stitching, “that in some degree it 
must contract the diameter of the gut, by which dangerous obstructions might after- 
wards be produced. Instead of it the glover’s suture, as it is termed, is commonly 
practised; laying the lips of the wound exactly together, and perforating both at the 
same time, a second stitch is now made by carrying the needle to the same side at which 
it first entered, at a small distance, perhaps at the eighth part of an inch, from the first, 
and in the same manner must continue by a proper number of stitches to draw the whole 
extent of the wound together. This being done, a sufficient length of the thread is to 
be left out at the external wound, for the purpose of drawing it away when we suppose 
the wound in the gut may be united. Even this method of treatment, however, must 
evidently tend to lessen the diameter of the gut, and I think the operation may be per- 
formed with the same degree of security, and in a manner that will obviate this difficulty, 
by entering the needle always from the inside of the gut and pushing it outwards. The 
operation should commence near to one end of the wound; the needle being pushed 
through one side of the gut, the ligature should be drawn forward and retained by a 
knot formed on the end remaining in the inside. The needle must now be carried straight 
across and entered in a similar manner, so as to pierce the opposite side of the wound 
also from within; but the following and every succeeding stitch will not be opposite to 
each other. * * * The end of the ligature may at last be secured and cut off close to 
the other extremity of the wound, if the gut is to be put freely back into the abdomen, 
or it may be left of a sufficient length to hang out at the wound. * * * This is indeed 
usually done, that we may have it in our power, as it is said, to draw away the ligature 
on the wound of the gut being cured. It is probable, however, whatever suture may be 
employed, if more than one or two stitches have been passed, that it will be very diffi- 
cult and even uncertain, our getting the ligature away without hurting the intestines 
more than we ought to do. I would never advise, therefore, with any view of this kind, 
that the ligature should be left out at the wound; less danger will arise from cutting it 


(a) MS. Lectures on Surgery. (b) System of Surgery. 3d Edit. 1787. vol. v. 
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entirely away and allowing the stitches to remain; a considerable part of it will fall 
into the cavity of the gut.” (pp. 277-81.) 

Joun BELL (a) objects to the practice of sewing up the whole wound in the intestines, 
and directs “ to make but one single stitch and sew the wounded intestine to the outward 
wound ; there the gut will adhere, throw out its feces for some time, and then heal, the 
outward and the inward wound uniting in one knot or scar.” (p. 523.) 

TRAVERS’s views in some important respects resemble those of BENJAMIN Bet. He 
_ Says :—“ Reflecting upon these results,(those from SHrpTon’s experiments, ) and unac- 
quainted with the precise nature of the union by suture, I was induced to believe that 
simple apposition by the least possible interference, would suffice for the purpose of 
restoration. ‘To determine which point, | divided the small intestine of a dog which 
had been for some hours fasting, and carried a fine stitch through the everted edges, 
at the point opposite to their connexion with the mesentery. The gut was then allowed 
to slip back and the wound was closed. The animal survived only a few hours. On 
examination the peritoneum appeared highly inflamed. Adhesions were formed among 
the neighbouring folds, and lymph was deposited in masses upon the sides of the wounded. 
gut. This presented two circular orifices. Among the viscera were found a quantity 
of bilious fluid and some extraneous substances, and a worm was depending from one 
of the apertures. By the artificial connexion of the edges in a single point of their 
circumference, and their natural connexion at the mesentery, they could recede only in 
the intervals, and here they had receded to the utmost. The suture prevented the; con- 
traction of the circular fibres from the obliquity produced by the more powerful action 
of the longitudinal between the two fixed points. All circumstances therefore combined 
to facilitate effusion, the obvious cause of the quickly destructive inflammation.” In 
another experiment, “I increased,” says TRaveRs, “the number of points of contact by 
placing three stitches upon a divided intestine, cutting away the threads and returning 
the gut. The animal refused food, and died on the afternoon of the second day. On 
examination, similar marks of inflammation presented themselves. The omentum was 
partially wrapped about the wound, but one of the spaces between the suture was un- 
covered, and from this the intestinal fluids had escaped. On cautiously raising the 
adhering omentum, the remaining stitches came in view. Here again the retraction was 
considerable and the intervening elliptical aperture proportionally large. On the side 
next the peritoneum, however, the edges were in contact and adhered, so as to unite the 
sections at an angle. From these experiments it appeared that apposition at a point or 
points is, as respects effusion, more disadvantageous than no apposition at all; for it 
admits of retraction and prevents contraction, so that each stitch becomes the extremity 
of an aperture, the area of which is determined by the distance of the stitches.” (p. 116-19.) 

HENNEN says that he has only had two cases of wounds of the intestine, one with a 
shoemaker’s knife and the other with a sabre, and he “practised the mode by a single 
stitch to the abdominal parietes and then closed the wound; * * * cutting off both ends 
of the ligature, and a perfect cure was effected in a few days in both cases.” (p. 41 2.) ] 


526. In considering these various modes of treating wounds of the in- 
testines, the objections made against stitching the intestines in general first 
present themselves. If every stitching of an intestine be considered as 
exceedingly dangerous, so much the more so must it be when, as com- 
monly, the gut becomes inflamed by the injury or by the admission of air. 
Stitches through the several coats of the intestines, the threads still being 
retained, always produce a dangerous degree of inflammation. Numerous 
cases, in which, after the application of stitches on the intestine, the pa- 
tient has soon died under very severe symptoms, prove this; and if some, 
after the employment of the stitch, have recovered, the reason is, that the 
stitches have torn out and the threads been discharged with the stools (6). 
The union of the wound of the intestine never produces an immediate con- 
nexion of its edges; as the continuity of the canal of the intestine after 
wound is reproduced merely by the adhesion of the wounded intestine with 
the peritoneum, or the surface of the neighbouring intestine. The stitch, 
also, cannot always be effectual on account of the escape of the fzecal matter, 
as the edges of the wound can never be kept in complete contact, but are 


(a) Principles of Surgery, New Edit. 1826. vol.i. | (6) Scarpa, above cited.—Travers, abovecited, 
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always more or less separated by the retraction of the longitudinal fibres 
of the bowel, especially when the stitches begin to ulcerate. 

527. To these objections it may be replied, that the assertion, that when. 
stitching is employed on wounds of the intestine its result is almost always 
fatal, is proved by frequent experience to be unfounded (a). It must also 
be admitted, as an advantage of the stitching of the wound of the intestine, 
that though no immediate connexion of the edges of the wound be produced, 
still great separation is prevented by its adhesion with the peritoneum 
whereby the duration of the cure is shortened, the possible danger of stop- 
page of the passage of the contents of the bowels from adhesion of the 
angle of the intestine, and also the danger of artificial anus is prevented. 
The earlier generally accepted opinion that wounds of the intestine do not 
always unite by the immediate connexion of their edges, is denied by 
Larrey (0), who, resting on his own observation, asserts, that the union 
of a divided intestine, as in other parts, is effected by the projection of the 
opposed vessels, and so much the more quickly the closer the edges are 
united and kept in contact. The intestine, indeed, unites with the sur- 
rounding parts; but these adhesions are merely temporary, nature subse- 
quently divides them by degrees, in order to restore to the intestine its 
peristaltic action. 


[ The grand objections to the practice of returning a wounded bowel without a suture 
are,” says TRAVERS, “the heavy drain upon the system if, as is probable, the evacuation 
be alimentary ; the irritation occasioned by the continual discharge, and the tardiness 
of the healing process ; the danger of future impediment to the free course of the matters 
from a permanent angularity of the adhering fold, or the encroachment of the parietes 
upon the tube in healing; and lastly, of future prolapse and even artificial anus, from 
the actual deficiency of the paries intestinalis, corresponding to the extent of the cicatrix. 
The objections now stated do not lie against the suture. The matters, with but slight 
interruption, such as often occurs from other causes, take their accustomed route; the 
nourishment of the patient is not withdrawn; the wound is reduced to a simple muscular 
wound and may be united, in part at least, by the first intention. The intestine being 
truly and directly reduced, recovers position and function; its cylinder is perfect of 
itself, and not formed by the walls of the abdomen.” (pp. 185, 86.) 

“It is not the kind of suture employed,” Travers further remarks, “but the applica- 
tion of it conformably to the principles of its operation, which is the object of real 
importance. The leading objection raised against the glover’s suture is the difficulty of 
withdrawing it without injury to the recent adhesions ; and the attempt at improvement 
upon it uniformly consists in the removal of this difficulty. It was upon the close con- 
nexion of the injured gut with the parietes exclusively that the union was supposed to 
depend, and it was not hinted before the time of Mr. Bensamin BEL1 that the suture 
would be discharged into the gut.” (pp. 180, 181). The following are BELL’s observa- 
tions (c) referred to:—It is probable, however, whatever suture may be employed, if 
more than one or two have been passed, that it will be difficult, or even impossible, to 
get the ligature away without hurting the intestine. I would never advise, therefore, 
with a view to this, that the ligature should be left out at the wound ; less danger will 
arise from cutting it entirely away, and allowing the stitches to remain. A considerable 
part of it will fall into the cavity of the gut.” 

The following are TRAveERs’s directions for the stitching a wounded intestine :—“ Let 
a small round sewing needle (triangular needles are certainly very ill fitted for the 
occasion) armed with a silk thread, be passed near to the lines formed at the bases of 
the everted lips. The thread is to be carried at short regular distances through the 
whole extent of the wound, the operator being mindful that an equal portion of the 
edges is included in each stitch. When the suture is finished, let the thread be securely 
fastened, and cut close to the knot. The reduction of the prolapsed folds should then be 


(a) Journal de Médecine, vol. xxvi. xliii. lx. 
Philosophical Transactions, 1722-1758. LomBarp, 
Clinique des Plaies recentes oi la Suture est 
utile. Strasbourg, 1800. Sect. x. Dictionnaire des 
Sciences Medicales, vol. xliii. p. 48. Larrey, 
Observations sur une Plaie du Bas Ventre, avec 
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conducted with the nicest caution; and when completed, the wound of the teguments 
should be treated with a stitch, a plaster, or a poultice, as circumstances dictate.” 


(p. 188.)] 

528. In deciding on the several kinds of stitches, the most objections have 
been made to that recommended by Rampour, in which, if the intestine 
be completely divided, it is extremely difficult or impossible to distinguish 
_ the upper from the lower end of the intestine, and to introduce it properly, as 
it is much retracted within itself, and the ends of the intestine raised into 
each other are not in that relation which favours their union. ‘Thus the ex- 
ternal coat is in contact with the internal, consequently a serous is applied 
to a mucous membrane, which, under inflammation, always pours forth a 
Jarge quantity of mucus, thereby preventing the union. Drnawns and Jo- 
BERT have indeed by their practice set aside this circumstance ; but similar 
difficulties remain with both of them as well as with Ramponr’s plan ; the 
mesentery must be separated and thereby the vessels going to the intestine 
are injured ; there remains the difficulty of distinguishing the upper from 
the lower end of the intestine, and its insertion is still more difficult because 
the arc of the lower end is diminished by its own thrusting in. LumBerrr’s 
practice is entirely free from these objections ; it may be employed equally 
in longitudinal wounds, and in complete division of the intestine; and is 
distinguished from REyBARD’s mode of proceeding by its simplicity. 
529. In all cases in which the wound of the gut is not so small that it 
is closed by its protruding internal membrane, the wound may have a longi- 
tudinal, oblique, or transverse direction. stitching, after LemBrrv’s plan, 
may be then considered as the most suitable practice. In small wounds, 
AstLry Coorer, having lifted up the wounded part with a pair of forceps, 
applied around it a fine silk thread, and cut off its ends close to the knot. 
The ligature was discharged by stool. 

| DupvyTren (a) has simplified Lempert’s mode of stitching. The edges of the wound 

are to be thrust inwards, and the peritoneal surfaces brought into contact; a threaded 
needle is then to be passed through the back of each fold from the one to the other, so 
that each time the thread is brought back again over the lips of the wound, as in the 
glover’s stitch, but is always introduced from the same side. The first edge is therefore 
always pierced from without inwards, the second from within outwards; and so it is 
recommenced with the former. By this stitching, the edges of the wound are brought 
together not merely by the stitches, but also by the pressure of the thread repeatedly 
drawn back obliquely or spirally. The united gut is then returned into the cavity of 
the belly ; the ends of the thread fixed externally are to be cut off at the time of the 
actual union of the wound, and the threads withdrawn. ; sas 

In complete division of the intestine, the same treatment, that is, the turning in the 
edges of the wound and the use of the glover’s stitch, is more simple and efficient. The 
fore-finger of the left hand is to be introduced into one piece of the intestine, held be- 
tween it and the thumb, and the wall of the gut penetrated as near as possible to the 
mesentery, at a line and a-half from the edge; a piece of thread, four or five inches 
long, is to be held by an assistant; herewith the opposite portion of the intestine is held, 
and perforated in the same way, and again brought back to the former piece, till the 
mesentery is again reached, when the stitching is perfected; the threads are then to be 
somewhat drawn, the edges of the wound laid straight with the forceps, the intestine 
returned into the belly, both ends of the threads to be fastened externally, left for five 
or six days on the surface, and then cut off to be removed. If it be thought dangerous 
to draw out the encircling threads, a thread may be introduced among them, at the free 
edge of the intestine, into one of the spiral loops, and with this, after cutting through 
both ends of the suture thread, it may be drawn out. Both ends may also be cut off, 
and the spiral thread left, which then falls into the intestine and is discharged by stool. 
This stitch is easily taken out, requires no special operation, and is so firm that the air 
cannot escape through the wound. 


(a) Above cited. 


470 GENERAL TREATMENT 


According to JoBerT (a), the application of the stitching, with turning in of the edges 
of the wound but drawing together of the threads. ‘The inflamed serous membrane bears 
this, but it tears in knitting together. HA 

[Travers gives the following excellent description “of the reparation by artificial 
connexion of the divided parts” of a wounded intestine. “It commences with the ag- 
glutination of the contiguous mucous surfaces, probably by the exudation of a fluid similar 
to that which glues together the sides of a recent flesh wound when supported in con- 
tact. The adhesive inflammation supervenes and binds down the reverted edges of the 
peritoneal coat, from the whole circumference of which a layer of coagulable lymph is 
effused, so as to envelope the wounded bowel. The action of the longitudinal fibres 
being opposed to the artificial connexion, the sections mutually recede as the sutures 
loosen by the process of ulcerative absorption. During this time the lymph deposited 
becomes organized, by which further retraction is prevented, and the original cylinder 
with the threads attached to it are encompassed by the new tunic. The gut ulcerates 
at the points of the ligatures, and these fall into its canal. The fissures left by the liga- 
tures are gradually healed up; but the opposed villous surfaces, so far as my observa- 
tion goes, neither adhere nor become consolidated by granulation, so that the interstice 
marking the division internally is probably never obliterated. An intestine treated by 
suture is always more or less connected by incidental adhesions to the contiguous sur- 
faces ; these may, with some caution be detached from the peritoneal coat. Irregularities 
of the external surface, from exuberances of deposition, seem to depend upon the partial 
or irregular apposition of the cut extremities; and the width of the interstice is de- 
termined by the more or less firm and complete contact in which the divided parts are 
held by the suture. Although the substance of the paries intestinalis is ever after defi- 
cient in the line of division, yet, by inspection of the external surface, it would be 
difficult, if possible, to say, where the division had taken place, even at a recent period 
from the injury.” * * * “It has been found sufficient for the purpose of union to in- 
clude only the the peritoneal covering of the intestine in the suture, a proof that provided 
the severed extremities are firmly brought into contact, the event under any circum- 
stances, willbe uniform. The adhesion which takes place between the mucous surfaces, 
in a few hours after their connexion by suture, is in no instance permanent, being 
destroyed by the retraction of the divided parts when the ligatures loosen. But if this 
retraction could be prevented, and the mucous surfaces were retained in contact, it is 
probable that no organized, and of course no permanent union could take place betwixt 
them ; for the internal coat of the bowel is, as before observed, indisposed to the ad- 
hesive inflammation. For this reason it is, that the ligatures invariably pass into the 
canal; their separation externally would have interrupted the healing process, as we 
find to be the case in other parts to which they are applied.” (p. 128-32.)] 


530. If, in a perfectly divided intestine, only one end project through 
the wound, and the other be not to be found, a single loop is to be drawn 
through the mesentery, brought back, and attached to a corresponding part 
of the external wound. 

531. If there be supposed to be a wound ofan intestine, or ifit be certainly 
ascertained, (par. 520,) nothing more can be done than to bind up the 
superficial wound, and obviate dangerous inflammation by strictly antiphlo- 
gistic treatment. Repeated general and local blood-lettings must be had 
recourse to, which the seemingly great weakness of the patient, the small 
compressed pulse, the cold extremities, should not preclude. Softening 
poultices are to be applied over the belly, and it should be attempted to 
overcome the great disposition to costiveness which exists in every wound 
of the intestine, by mild purgatives with oily emulsions, but still more 
certainly with repeated clysters, and with calomel. The patient should be 
kept as quiet as possible, and lie upon the injured side. 

If the feecal matter escape from the wound, it must be kept open ; and, 
as often as cleanliness requires, it must be dressed. At every dressing: it 
must be attempted, by a slight pressure on the region of the wound, to 
facilitate the escape of the fecal matter. The prescribed general treatment 


(a) Archives Générales de Médecine, 1837, March. 
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applies, as self-indicated, to those cases in which the wounded intestines 
are retained together either with or without suture. 


This is the only treatment which, in shot-wounds, can be really employed ; because in 
such cases the intestines rarely protrude, and the extraction of foreign bodies is im- 
possible. 

_ __ [In the treatment of wounds of the intestines without feculent discharge or prolapse 

TRAVERS says :—“ The remedies upon which I feel disposed to rely are few and simple. 
Total abstinence from solid food and a drink easy of absorption given in very sparing 
quantities and at long intervals, with a rigid preservation of the supine posture, are re- 
strictions which should be rigorously observed so long as any are indicated. * * * In- 
jections, as Par& has well observed, should be administered, if at all, with great caution. 
One full bleeding might be advisable before the commencement of symptoms. To any 
more active treatment I should take the state of the stomach as my guide. The intimate 
connexion and lively sympathy subsisting between the digestive and the vascular systems 
render the pulse an equivocal if not fallacious criterion of the morbid changes which are 
toensue. But ifthe stomach is quiet, we have little to fear ; if it can be tranquillized, mis- 
chief may be averted ; it is not in a state to retain medicine, if medicine could be ex- 
hibited with a prospect of obtaining the end; but to this itis manifestly inadequate under 
the circumstances of the case. How then shall the irritation of this organ be appeased 
which, if it continues, is a never failing omen of. destruction ?—I would answer by the 
reduction of the system. Early, free, and repeated blood-letting, general and topical, 
is the main remedy upon which I place reliance. Nor while the stomach retained its 
irritability and the pain continued undiminished, would I be deterred from it by the 
variations of the pulse. The apprehension of reducing the power of the system below 
the means of reparation is futile. Under such a state of active inflammation in such 
parts, the patient cannot long exist; nor if he could, would this state admit of the repair 
of an injury.” (p. 74-7.) ; 

I do not think the sole reliance on bleeding here recommended by TRAvVERs is suf- 
ficient in the conduct of these cases, in which the peritoneal inflammation always sets 
in very speedily; neither do I think it expedient to carry it to such extent as he ad- 
vises, for I am sure that cases would occur in which almost the last drop of blood might 
be withdrawn, and yet the inflammation continue. I think it is therefore preferable to 
treat these cases as peritoneal inflammation after operation for strangulated rupture are 
treated, that is, by more moderate bleeding, and by the use of mercury till the consti- 
tution is affected, either by calomel, or by rubbing in mercurial ointment ; and of these 
the latter is to be preferred, because although the stomach will commonly retain the 
calomel, yet it will often run off by the bowels, which it is far less likely to do, if rubbed 
in.—J. F. 8. 

“The process of spontaneous reparation,’ Travers observes, “ depends upon the in- 
definite extension of the peritoneum, (by which membranous surfaces, identical in their 
organization and properties, are everywhere opposed, ) and upon its disposition to assume 
the adhesive inflammation. Thus, if a bowel be wounded lying in contact with the pe- 
ritoneum of the muscles, it repairs itself by the mutual adhesion of the cut surfaces ; 
another, more distant from the parietes contracts a close adhesion with the contiguous 
fold, or lays hold of the adjacent omentum. If the wound is an orifice from loss of 
substance, it is never obliterated by the deposition of new matter, but by the permanent 
close adhesion of the surface applied to its margin; if on the contrary it is simply a 
division of substance, as in a clean cut wound, the sides may unite per se, without con- 
tracting any surrounding adhesions.” (pp. 58, 9.)| 


582. Very commonly a contraction takes place at the part where the 
intestine is wounded, in consequence of which the fecal matter is passed 
with difficulty, collects, and even may produce bursting of the intestine. 
Therefore, for a long time after the wound is perfectly healed, a proper 
dietetic regimen is to be pursued, and, especially, all overloading of the 
intestinal canal, and the use of coarse food, are to be avoided. 

533. The most dangerous complications of penetrating wounds of the 
belly are, effusion of fecal matter, blood, or other fluid. ‘These extravasa- 
tions do not happen so easily or so frequently as is supposed, on account 
_ of the mutual pressure which the intestines and the walls of the belly exert 
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upon each other, so that there is no space between them. ‘These effusions 
therefore, when they occur, spread not always in every direction upon the 
surface of the intestines, but collect in one spot. 


[“ Effusions of blood from large vessels,” TRAVERS remarks, generally “ prove fatal by 
their volume suspending or interrupting the functions of life. * * * The complete ef- 
fusion of bile, urine, or feculent matter, prove uniformly fatal, by their quality inducing 
a destructive inflammation. The symptoms of an effusion which oppresses the vital 
functions by its volume, or arrests them by inducing syncope, will be easily distinguished 
from those of an effusion which excites inflammation. The former indeed usually sub- 
side in death, before the latter are engendered. It would be difficult to determine the 
fact of fecal effusion, perhaps in most cases impossible. * * * The train of symptoms 
characterizing a peritoneal inflammation, the result of local injury, differs in many re- 
spects from that which has been described as belonging to puerperal peritonitis. Indeed 
few symptoms of the disease, originating from the same cause, are not varied and mo- 
dified in different subjects, so as to prevent us from regarding them as diagnostic. In 
some cases the belly is distended, in others soft ; in some it is acutely painful to the 
touch, in others it will bear a degree of pressure; the pulse is often small and rapid, 
but I have known it moderately full and not much exceeding its natural frequency. 
Distressing nausea and vomiting, constipation, acute pain and restlessness are invariably 
present, and are perhaps the only symptoms which may be considered certain in their 
occurrence.” (p. 71-74.) 

“Sometimes the effusion of the contents of the intestine,” says HENNEN, “takes place 
very soon after the receipt of the wound; in other cases, especially of gunshot, it does 
not appear until the eschars separate.” (p. 406.)] 


534. The contents of the intestine do not extravasate so readily as blood, 
because the resistance of the walls of the belly is greater than that which 
it has to overcome, in order to its being driven forward in the intestinal 
canal. The effusion of feecal matter happens more easily in the small than 
in the large intestines, easier in torn than in cut wounds; more easily in 
oblong than in transverse wounds, but more especially when the intestine 
is full, or the resistance of the walls of the belly is diminished by effusion 
of blood, or by the entrance of air into the cavity of the belly. In how 
far the changes which take place in the different wounds of intestines can 
render difficult the escape of the feculent matter, depends upon the causes 
already stated (par. 523.) 


[TRAVERS observes:— “It appears that effusion is not an ordinary consequence of 
penetrating wounds, that the same opposition to effusion exists after death as before it, 
and consequently that such opposition must depend on passive pressure, not on active 
resistance. If the gut be full and the wound extensive the surrounding pressure is 
overcome by the natural action of the bowel tending to the expulsion of the matters. 
But in defect of either of these states, effusion cannot follow. If the canal be empty 
at the time of the wound, no subsequent state of the bowel will cause effusion, nor can 
effusion take place from a bowel at the moment full, provided it retains a certain portion 
of its cylinder entire.” (p. 25.) He further adds :—“ When, however, air has escaped 
from the bowel, or blood has been extravasated in quantity within the abdomen at the 
time of the injury, the resistance opposed to effusion will be less effectual, although the 
parietal pressure is the same, as such fluids will yield more readily than the solids na- 
turally in contact.” (p. 26.) 

“The impediment to effusion of intestinal matters consists,” according to TRAVERs, 
“ first, in the resistance which the mechanism of the abdomen opposes, and secondly in 
the circumstances contingent upon and peculiar to intestinal wounds. By the former I 
mean the general contact and equal pressure before explained, (viz., if the chest or belly . 
of a living animal could be inspected, whilst the boundaries remain entire, it would be 
found that the contents were in actual contact with the parietes; that an intestine, for 
example, was on every side in contact with the surrounding intestines, or with the 
peritoneum lining the muscles, Instead therefore of floating loosely, as has been repre- 
sented, it is supported by the equable pressure of the parts in its vicinity (p. 9);) by the 
latter the processes of eversion, contraction, and peritoneal adhesion.” (p. 132.)] 
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535. The symptoms produced by such effusion are, high fever, dryness 
of the tongue and throat, unquenchable thirst, distension and painfulness 
of the belly, convulsive twitchings, hiccough, vomiting, anxiety, and so 
on; the inflammation thereby excited passes quickly into gangrene. These 
symptoms generally come on the day after the accident. 

536. Lffusion of blood into the cavity of the belly takes place either from 
a wounded epigastric or internal mammary artery, if the state of the wound 
prevent the free external escape of the blood, or from the arteries and 
veins within the belly. Blood from the cavity of the belly often seems to be 
driven, by the pressure of its walls, through the wound into the intestine, 
at least there is often observed a decided discharge of blood from the rectum, 
which cannot arise from the vessels of the gut alone. The blood collects, 
according to the different size of the injury and of the vessel, in larger or 
smaller quantity, more quickly or more slowly. The symptoms of effusion 
of blood into the belly are, therefore, very different, and, in general, depend 
on the loss of blood, on the pressure of the blood upon the intestines, and 
the irritation thereby excited. ‘The patient gradually becomes weaker and 
weaker ; in proportion as the effusion increases, the belly swells at the lower 
and fore part, or upon one side or other, and fluctuation is felt. From 
the pressure of the blood on the urinary bladder there is frequent desire to 
make water, the countenance of the patient is pale, the pulse small, the 
limbs become cold, and frequent swoonings occur. If the bleeding cease, 
these symptoms disappear, but recur when it returns. If the blood be 
poured out slowly, or in small quantity, the symptoms are less marked. 

537. The blood effused in the cavity of the belly collects either in a 
circumscribed space, between the surface of the intestines and the front 
wall of the belly, mostly in a single mass, on one side or other of the white 
line ; or at different parts at the same time; or it is diffused and spread in 
all directions, and between the windings of the intestines. The causes of 
this variety of relations of the blood effused in the cavity of the belly de- 
pends partly on the quantity, on the origin, and quickness of the effusion 
(copious and quickly produced effusions and those from the veins are more 
diffused) ; partly on the changed relations of the tone of the intestines 
and walls of the belly, from other circumstances, as, for instance, the 
simultaneous escape of air into the cavity ; partly on the violent movements 
of the patient, partly on the original seat of the inflammation. In diffused 
and extensive effusion, death ensues either from bleeding or from severe 
extensive inflammation. In circumscribed extravasation, plastic exudation 
occurs from inflammation around the mass of blood, by which it is cut off 
from the rest of the cavity of the belly. The fluid parts of the blood are 
absorbed; the solid parts may continue a long while, and at last disappear 
by absorption. If the extravasated mass be larger and not removed by 
absorption, it gradually softens in the middle, and becomes the seat of a 
fetid fermentation; the swelling formed by the extravasation becomes 
larger, and fluctuates ; pain, tension, fever, vomiting, and so on, arise. 

Upon the different opinions, in reference to the circumscription of blood effused in the 
cavity of the belly, (J. L. Perit, Bex, Fourcabe,) and its extension, (GARENGEOT, 
DESOER, ) compare also JOBERT. 

538. If extravasation appear after a wound has been received, the 
patient must be laid upon the injured side, and the wound kept open, a 
wad of half-torn linen being introduced into the lower angle of the wound 
so as to effect the escape of the blood. If extravasation occur after the 
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wound have closed, it must be again opened, and a broad belly-band ap- 
plied for the purpose of pressing the extravasation towards the wound. 
If the bleeding continue, we have no direct means of stanching it; re- 
peated blood-lettings must be employed, with the most complete state of 
quietude ; cold fomentations must be laid on the belly, and a belly-band 
applied sufficiently tight. If the extravasation be near the wound, the 
finger or the probe must be carefully introduced, and the intestine some- 
what thrust back; if swelling and fluctuation occur at any other part, or 
after the wound has closed; if the effused blood be not absorbed under 
proper treatment ; if symptoms of decomposition, pain, tension, increase of 
the size of the swelling, fluctuation, and fever appear, in such cases the 
extravasation must be emptied, which is best done by a bistoury, with 
careful incisions dividing, layer by layer, the coverings to such extent 
that the collected fluid flows out readily ; but we must not run the danger 
of disturbing the adhesions around the extravasation. The evacuation with 
the trocar, which can be employed only in very large swellings and dis- 
tinct fluctuation, is always less satisfactory, and the presumed removal of 
the air thereby of less importance. The further treatment is simple; the 
wound is to be covered with charpie and a poultice, the free escape of the 
decomposed blood being carefully provided for, and assisted by gentle 
injections of lukewarm water. The general treatment must be propor- 
tionate with the circumstances. If the blood be extravasated into the 
whole cavity of the pelvis, it sinks into the pelvis, because the adhesions 
surrounding the extravasation are destroyed, and mortification and death 
soon ensue. 


[538.* In wounds of the belly and intestines, the ball or other sub- 
stance which has penetrated, is sometimes retained, and after a time passed 
by the natural passages. 


The following remarkable instance of this kind is mentioned by HENNEN :— 

Casr.—Serjeant P. M. received a ball in the belly on the evening of the 18th June, 
1815, which struck him “ upon the right side, about one inch below the navel, and three 
fingers’ breadth to one side. Scarcely a tinge of blood followed the wound. He did 
not fall, but walked about fifty yards to the rear, from whence, in half an hour, he was 
carried to a large barn in the village, where he remained for three days before he was 
conveyed to an hospital at Brussels. During this period he was bled three times ad 
deliquium. The first vein was opened about twenty-four hours after the receipt of the 
wound. On his arrival at Brussels his principal complaint was incessant straining to 
stool, for which he received daily clysters. On the sixth day from the receipt of the 
wound, immediately after an enema, he had an urgent call to the close stool, when he 
passed a small-sized rifle musket-ball, enveloped in mucus, and unaltered in shape, ex- 
cept a small groove indented in it, probably from cutting along the bayonet or ramrod 
of the piece from which it was fired. The wound was perfectly healed on the 26th 
August following, without any ill accident or uncommon occurrence from the time of 
receiving it, except that, during the course of the first night he was sensible of a sort 
of watery oozing that moistened the linen placed on his wound, particularly whenever 
he drank, which he frequently did. This circumstance he was never after sensible of. 
He joined his corps at Paris, but had not been more than ten weeks there, when severe 
pains again arose in the bowels; some bits of cloth were passed by stool, an abscess 
formed externally ; and every symptom threatened approaching peritonitis, which was 
relieved by active means, under the charge of Staff-Surgeon Drase.” In the following 
year he was seen: “ his general health was good, but if he indulged in a full meal, he felt 
severe pain in the part. He was subject to obstinate costiveness ; and if he allowed 
the bowels to remain for any length of time in that state, the pain produced in the 
abdominal region, and particularly in the wounded part, became very severe indeed. 
The motion of his limbs gave him no pain, although for some time after receiving the 
wound he was obliged to bend his body in walking, and he performed that movement 
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with considerable uneasiness ; but if he stooped or drew in his breath forcibly, he ex- 
perienced very severe pain. In all other respects, his general health and appearance 
were in as good a state as before the receipt of the injury.” (pp. 404, 405) ] 


A.—OF WOUNDS OF THE STOMACH. 


539. The Stomach may be supposed to be injured from the depth and 
direction of the wound. The usual symptoms are vomiting, vomiting of 
blood, escape of the food, fixed pain in the region of the stomach, 
together with anxiety, depression, and the other symptoms accompanying 
penetrating wounds of the belly. These symptoms are not, however, 
always decisive. If the external wound be large, a part of the stomach 
may protrude through it. 

540. Wounds of the Stomach are always very dangerous; as in other 
wounds of the intestinal canal, extravasation into the belly and inflamma- 
tion are to be dreaded. The danger is greater if the stomach be wounded 
when full of food than if empty. Wounds in the middle of the stomach 
are less dangerous than those in its curvatures. 

541. The treatment of wounds of the stomach generally agrees with 
that laid down for wounds of the intestines. If there be not vomiting 
after injury of a full stomach, according to some opinions, it should be 
_ emptied by an emetic, but others recommend this should not be done, 
for fear of increasing the wound and the extravasation in the belly. The 
patient must be treated on the most strict antiphlogistic plan; he must 
not feed by the mouth; his thirst must be alleviated with slices of lemon 
or Seville orange sprinkled with sugar; relief by stool must be pro- 
moted with softening clysters, and warm fomentations on the belly, if 
the sensibility permit. If severe spasmodic symptoms be present the 
simultaneous employment of opium in the clysters is indicated. If the 
food escape through the wound, it must be kept properly open, and the 
patient laid upon the wounded side. If the external wound be large, the 
wound of the stomach directly opposite, or the wounded part of the sto- 
mach protrude, a thread may be drawn through both edges of the wound 
of the stomach, and its ends allowed to hang out, in order therewith to 
bring the edges of the wound somewhat together, and to retain them 
properly to the wound in the walls of the belly ; or the stitching may be 
employed according to the rules given for its use in wounds of the in- 
testines (1). After forty-eight hours the loop may be withdrawn, because 
adhesion with the peritoneum has then taken place and extravasation into 
the belly is impossible. If a fistula remain the opening must be kept 
closed with a proper compressing apparatus (2). 

[(1) The following is a brief account of Scort’s case (a2) of wounded stomach without 
protrusion, after which the patient recovered. 

CasE 1.—C. T., aged twenty-five years, a seaman, was wounded 

March 31, 1784, by a small sword, which passed in between the second and third of 
the lower false ribs on the left side, and penetrated horizontally into the cavity of the 
belly to the extent of more than five inches. His countenance (half an hour afterwards 
when he was first seen) was collapsed, and covered with a cold sweat; pulse at the wrist 
scarcely perceptible; constant hiccough, frequent retching and vomiting of blood, and a 
considerable discharge of blood and other fluids from the wound. Barley water had 
been given to drink, as he was very thirsty, but was thrown up immediately after passing 
the esophagus, and effervescing mixture with some laudanum had no better effect, being 


thrown up tinged with blood. The retching continuing very violent, and the patient 
complaining of a lump, or dead weight as he called it, in his inside, he was desired to 


(a) Medical Communications, vol ii. p. 78, 
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drink some warm water, which was soon thrown up with a good deal of barley in solid 
grains, and some pieces of half-digested meat. More water being given, was also returned 
tinged with blood. It was determined to give nothing more by the mouth, but an 
emollient clyster was thrown up, which brought away a considerable quantity of feces. 
A second clyster was then injected, containing two drachms of laudanum, which was for 
the most part kept up. Warm fomentations were applied; the wound lightly dressed ; 
and he was directed to lie as much as possible on the injured side, to favour the discharge. 
On the following day he was in much the same state; towards morning he had some 
rigors and very violent spasms; complained of cold over the whole body, and a con- 
stant gnawing about the pit of the stomach. A laxative clyster was injected, and 
produced a copious evacuation ; after which a veal-broth clyster, with two drachms of 
laudanum, was thrown up twice in the day, and retained. Hot flannels dipped in milk 
and water were applied to his arms and legs, and hot bricks to his feet. He passed a 
little water twice. 

April 2. Had passed a restless night, and complained of intense thirst, with a constant 
burning pain in the lower part of his stomach; hiccough and spasm less frequent ; 
pulse 120, small. An injection of six drachms of Epsom salt with broth was thrown up, 
and brought away a considerable quantity of soft slimy faeces, containing small bits of 
clotted blood enveloped in mucus. Clysters of broth and laudanum were thrown up 
during the day, and retained ; and he was allowed some orange pulp to allay his thirst, 
and barley water with lemon juice to wash his mouth. 

April 3. Very early this morning, whilst supported in bed to wash his mouth, he acci- 
dentally swallowed some of the liquor, and was seized with violent retching accompanied 
with convulsions of the chest ; but threw up nothing, except a small quantity of bloody 
fluid. He was covered with cold sweat, and the pulse low and intermitting. Warm 
fomentations were applied to the stomach, and veal broth with two drachms of laudanum 
thrown up, by which he was relieved. Injections of broth were given at intervals of six 
or eight hours. 

On the following day the hiccough, retching, and other unfavourable symptoms, had 
ceased; but he still complained of fixed pain in the stomach, with a sensation of heat 
and soreness extending from the wound towards the middle of the belly ; pulse 110, 
small; thirst. The external wound had began to discharge good matter. 

The same plan of treatment was continued, but the clysters from four to five pints a 
day; fomentations, and bathing the hands and feet with milk and water. He passed 
about three pints of urine in the course of the day. Purging salts were occasionally 
added to the clysters, to stimulate and cleanse the bowels; but after the fourth day there 
was scarcely any feculent matter discharged, but only a small quantity of viscid bile. 

On the tenth day after the injury he was very sensibly relieved ; his thirst and febrile 
symptoms abated; pulse 90, and regular; and he was in good spirits. As he wished 
for some calf’s-foot jelly, about half a pint, lukewarm, was given, which had no bad 
consequences ; but the first time of swallowing was followed by frequent eructations and 
a great discharge of air, which he said produced rather a grateful sensation than other- 
wise. Next day he had milk for breakfast, and chicken broth for dinner. The nutritive 
clysters were continued till the sixteenth day, but less frequently; and for the next fort- 
night he lived wholly on bread and milk and light broth ; after which he was allowed 
chicken, veal, and other meats easy of digestion. The external wound had healed for 
some time, and he recovered very gradually. The only inconvenience he suffered was 
from costiveness, which was relieved by gentle laxatives and stimulating clysters ; and 
a sense of soreness and stricture which extended from the external wound towards the 
middle of the belly, and particularly felt after a violent expiration or any sudden exten- 
sion of the body, when, to use his own expression, his side was drawn inwards and 
upwards. The latter Scorr supposed to have originated from an adhesion of the in- 
flamed stomach to the peritoneum. It went off gradually as he recovered strength, 
though still felt in a certain degree in stooping, walking quick, or any great exertion of 
the body. 

In the following case TRAVERs (a) tied a ligature around the wound of a protruded 
stomach, and the patient recovered :— 

Casr 2.—M. G., aged fifty-three years, was admitted into St. Thomas’s Hospital 

Oct. 18, 1819. Having attempted about noon to destroy herself, by wounding her belly 
with a razor. A large transverse wound divided the parictes to the extent of three 
inches, a little below the navel, in a line inclining obliquely downwards from left to 


(a) A Case of Wound with Protrusion of the some very valuable observations on Wounds of the 
Stomach ; in Edinburgh Journal of Medical Science, Stomach from various causes. 
vol.i.p.p.8l. 1856. Accompanying which are 
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right. Through this the greater part of the large curvature of the stomach, the arch of 
the colon, and the entire large omentum, were protruded and strangulated. The omentum 
was detached from the stomach to a considerable extent ; and two wounds appeared on 
the latter viscus, the one a peritoneal graze, and the other a perforation of its coats 
admitting the head of a large probe. From this opening a considerable quantity of 
mucus issued. When admitted at half-past 6, she was exceedingly faint and exhausted ; 
pulse 102, and irregular ; countenance pale and dejected ; surface of the body moderately 
warm ; little pain in the abdomen ; diaphragm irritable, having a disposition to, rather 
than actual hiccough, but no vomiting. The space between the omentum and stomach 
was filled with coagula, but it did not appear that she had lost much blood. A small 
portion of the coats of the stomach, including the wound, was nipped up with a pair of 
forceps, a silk ligature tied around it, and after a vertical dilatation of the wound, the 
protruded viscera with considerable difficulty returned into the cavity of the abdomen ; 
the parietal wound was closed by the quill suture; warm fomentations were applied to 
the abdomen ; and the patient ordered to be kept strictly quiet, and without food or 
drink. During the reduction she suffered excruciating pain, and from the spasmodic 
action of the diaphragm considerable resistance was offered to their return, notwith- 
standing the entire relaxation of the abdominal muscles. 

Oct. 19, 8 a.m. Has slept a good deal, and passed a tolerable night; has vomited 
twice, in consequence each time of tea having been given, contrary to orders. Feels 
comfortable and free from pain, and has little tension of the abdomen; but upon pressure 
there is considerable pain; no motion, but has voided much high-coloured urine; pulse 
120, full and soft; skin warm; tongue white and moist; countenance less pallid and 
anxious. An injection of salt and gruel ordered. In the evening three drachms of castor 
oil were given, as there had not been any operation from the injection, which had caused 
great pain. She has vomited a little twice, though she has not taken any thing. Pulse 
rather contracted and hard Twenty leeches to the abdomen. 

Oct. 20, 8 a.m. Has had a restless night, and vomited once, but has not had any 
hiccough. Pain and tension of the belly increased; skin hot and dry; pulse 106, 
hard; tongue dry, and rather brown; no stools; complains of much thirst. 2 P.m., a 
considerable exacerbation of the symptoms just mentioned, with violent headache and 
sickness. Eighteen ounces of blood from the arm. A drachm of sulphate of magnesia 
in effervescing saline mixture every hour. Twenty leeches to the belly. 10 p.m. 
much relieved from pain and fever; pulse reduced and less hard; blood a little buffy, 
but not cupped ; retains the medicine, but it has not operated. She continued restless 
during the night, but became easier towards the following morning, and had two offen- 
sive dark-coloured motions. Pulse full and soft; considerable tension of the abdomen. 
Took a little bread and milk, at breakfast. During the day she had three stools, and 
continued improving during the following day, when she was ordered beef tea and 
gruel, and to take the salts in mint water. 

Oct. 23. Was disturbed last night with spasms of the abdominal muscles, which were 
soon relieved by warm fomentations. The sutures were removed, and the wound ap- 
pears united by adhesion, saving at its right extremity, where there is a small aperture, 
from which a serous fluid escapes in considerable quantity. Adhesive straps applied. 
Next day she felt so well that she thought she should recover. She is anxious for 
food; eats with appetite and without inconvenience. The action of the bowels re- 
gular; to take the salts only occasionally. Diet as before. Wound dressed, and looks 
healthy. 

Oct. 25. Not quite so well. On removing the dressings, a considerable quantity of 
pus and serum escaped from the unhealed angle of the wound. 

Oct. 29. Has continued improving, and has sat up twice. No serum flowing from 
the wound, which is nearly healed, and discharges a little healthy pus. She continued 
doing well till 

Nov. 2, when she was suddenly attacked with rigors, and symptoms of peritoneal 
inflammation followed. Sixteen leeches to the abdomen, and a free evacuation of the 
bowels by castor oil, soon relieved her. A week after the wound had entirely healed, 
and four days subsequently she got up and left the house. 

Dec. 23. Quite well. The ligature of the stomach was not observed in the eva- 
cuations. 

(2) A very interesting case of recovery from a fistulous opening in the stomach is re- 
lated by Dr. J. H. Coox (a), and is proper to be mentioned here, as proving the possibi- 
lity of separation, although not arising from an inflicted wound, but probably from an 


(a) Western Journal of Med. and Phys. Sciences, Jan. 1834; and in London Med. Gazette, vol. xiv. 
p- d41. 
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ulcer of the internal coat, as the patient stated that six months previous to her applying 
to CookKE she was attacked with constipation and violent pain at the pit of the stomach, 
which resisted every remedy, till the nineteenth day, when the fistula showed itself. 
The patient was thirty-nine years old. The fistulous opening was immediately by the 
side of the umbilicus, and into it a buck-shot might have been readily passed. On 
removing the bandage a small quantity of bile was suddenly discharged, after which a 
small quantity of a different (gastric?) fluid came slowly away. These discharges 
were attended with great pain, on account of their acrid quality. The whole surface 
of the abdomen was excoriated, inflamed, and intolerably painful. A flexible catheter, 
thirteen inches long, was introduced its whole length before meeting any resistance, 
when the extremity suddenly met with an obstacle, by pushing against which, or even 
by slightly agitating the instrument, strong efforts to vomit were produced. With- 
drawing the catheter, we desired her to drink a glass of water. She did so, and in 
twenty seconds the whole was discharged through the fistula, as we ascertained by mea- 
suring it. The direction of the fistula was upward, and slightly inclining backwards, 
with about the same inclination to the right side. We came to the conclusion that the 
opening within was at or about the pyloric orifice of the stomach, and that the catheter 
entered the stomach and pressed against its cardial portion. The treatment consisted 
in covering the inflamed surface with basilicon, spread on fine linen, and covering the 
whole abdomen with adhesive plaster spread on ox bladder, in which a hole over the 
fistula was made for the escape of the discharge. A compress and bandage were ap- 
plied over these, and directed to be reapplied after every discharge. Mucilaginous 
drinks, a diet of rye mash and molasses, and nourishing clysters were ordered, the 
patient being much emaciated for want of proper nourishment, every thing having 
passed off undigested through the fistula, and no evacuation had taken place in the 
natural way for ten days. The external irritation soon ceased, and the bladder was 
then applied to the skin for a protection with the happiest effect. The bandage was 
gradually tightened, and a cylindrical compress laid over the course of the fistulous 
canal. She slowly but steadily recovered. Ina few days the alvine evacuations were 
restored to their natural outlet, and the discharges from the fistula began to decrease. 
In thirty days the opening was closed, and the fistula apparently obliterated. Several 
months have elapsed since that event, and she continues in excellent health. | 


B.—OF WOUNDS OF THE LIVER. 


542. Injury to the Liver may be presumed from the depth and direction 
of the wound. A large quantity of black blood flows out, frequently mixed 
with bile; the patient feels a deep pain in the right hypochondrion, which 
extends to the right shoulder, and jaundice comes on. These symptoms 
are not, however, always present, and the diagnosis is often very difficult. 
The liver may be also torn in consequence of a severe shock, and effusion 
take place into the cavity of the belly. 

543. Wounds of the Liver are always very dangerous; if they pene- 
trate deeply into the substance of the liver, the large vessels are torn, 
extravasation of blood and bile into the cavity of the belly occur, and 
they are to be considered as actually fatal wounds. If the wound be 
superficial, or adhesion take place between it and the peritoneum, it may 
perhaps heal; extravasation, inflammation and suppuration may, however, 
cause death. 

[AsrLey Cooper says he has “seen deep stabs with a pen-knife in the situation of the 
liver recovered from, after great inflammation of the abdomen. The patient was bled 
generally and by leeches, and fomentations were employed.” (p. 224.) 

Ruptures of the liver are not very unfrequent results of falling on the belly from a 
height upon some projecting substance. I have seen several of these cases. The last I 
had under my care was a boy about fourteen years, who fell upon a post; he lived four 
days.—J. F. 8. 

544. Besides the most strict antiphlogistic treatment, these wounds re- 
quire such position of the patient that everything can escape freely from 
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the wound. If bleeding continue, cold applications must be used, and a 
proper belly-bandage applied. If extravasation into the cavity of the 
belly take place, it must be treated according to the rules already given. 
If the wound suppurate, care must be taken for the proper escape of the 
pus, and the patient’s powers must be supported. 

545. Wounds of the Gall Bladder, which are even possible without 
injury of the liver, are usually characterized by extravasation of bile into 
the cavity of the belly, and are in general fatal ; only when the gall-bladder 
is accidentally adherent to the peritoneum can the bile escape externally 
and a biliary fistula remain. In effusion of bile the belly quickly swells 
and fluctuates, respiration is difficult, the pulse small, quick, and com- 
pressed, the extremities are cold, the countenance very pallid and drawn 
in. ‘These symptoms are not relieved by blood-letting. Obstinate costive- 
ness, disposition to vomit, and actual vomiting occur. The small quantity 
of stool passed has a whitish colour, and the patient is jaundiced. This 
extravasation of bile is in general held as absolutely fatal. We have 
known but one case, in which, by three punctures made at different parts, 
a considerable quantity of fluid, exactly similar to bile, was discharged ; 
it must be observed, however, that the evacuated fluid was not chemically 
examined (a). 

Herine (b) and Emmert (c) have injected bile into the cavity of the peritoneum, 
and found that great disturbance of the functions was always produced; but that the 
animals sometimes recovered. They found also that the injected bile was absorbed, and 
from these experiments, that it was the bile especially which produced these effects. 
They have also, after opening the belly, wounded the gall-bladder itself, and let the bile 
flow into the cavity, the consequence of which was death; this, however, must be also 
ascribed to the simultaneous affection of the other intestines by their protrusion and 
reduction. AUTENRIETH’s opinion, that the effusion of bile into the cavity of the belly 
is fatal, by the abstraction of the oxygen, is contradicted by these experiments. In 
one case the wound of the gall-bladder was found healed. 

It is important also to notice that, from the experiments of DupuyTREN (d), it has 
been ascertained, that extravasation of bile and urine cause fatal symptoms, although 
neither fluid is perceptible on dissection. 

[Goocu (e) quotes from the Philosophical Transactions the case of an officer who 
received a wound in the inferior part of the gall-bladder, without the adjacent parts 
suffering any considerable injury. The abdomen was immediately distended, as if the 
patient had been afflicted with an ascites or tympanitis, which continued till his death, 
about a week after receiving the wound. His bowels remained obstinately constipated, 
purges and clysters having no effect; and though considerable doses of Opiates were 
given, they procured little or no ease. The external appearance of the wound was pale, 
crude, and flaccid On the fifth day he complained of nausea, and had slight hiccup ; 
his pulse was strong, equal, and slow, till the day before he died, and then intermitted a 
little. His senses were perfect till death. (pp. 410, 11.)] 


C.—OF WOUNDS OF THE SPLEEN. 


546. Wounds of the Spleen are mostly fatal, on account of the large 
bleeding and the collection of blood inthe belly. They require the same 
treatment as wounds of the liver (/f). 


[AsTLEy Cooper (g) mentions the case of a man stabbed “ with a dirk, which entered 
near the ensiform cartilage, and was nearly buried in the body. He was brought to St. 


(a) Fryer, in Medic.-Chirurg. Trans., vol. iv. (c) Mecxe’s Archiv. fiir die Physiologie, vol, 
- 330. iv. part iv. 
(b) Dissert. sistens experimenta de mutationi- (d) SaBaTrER, loc. cit., vol. ii. p. 157, 
bus, quas materi in cavum Peritonei Animalium (e) A Practical Treatise of Wounds, &e, Nor- 
ingeste, tum in corpose efficiunt, tum ipse sub- —_ wich, 1767, vol. i. 8vo. 
eunt. Tubing., 1817. (f) Hessz, Altenburgischen Annalen, 1825, 


(g) Lectures, edited by TyrrELtL, vol. iii, 


480 WOUNDS OF THE SPLEEN; OF THE KIDNEYS. 


Thomas’s Hospital, pale, and extremely depressed ; his abdomen became tense, and he 
died. Upon examining his body it was discovered that the dirk had passed from the 
ensiform cartilage, under the margiu of the chest, into the abdomen on the left side, 
and that its point had penetrated the concave surface of the spleen. The cavity of the 
abdomen was filled with blood.’’ (p. 226.) 

He also mentions two ¢ases, in which the spleen was torn from its attachments. In 
one, the spleen, after violent vomiting, produced a swelling in the groin, supposed to be 
a rupture. The vomiting continued, and at a week’s end the patient (a female) died. 
The swelling was found to arise from the spleen, which had been detached from the 
diaphragm, and was enlarged by the interruption to the return of blood from the veins, 
although the artery still contained blood. The spleen was turned half round on the 
axis of its vessels. "The other case was caused by a fall in hunting, and the patient 
died the next day. (p. 227.) 

Ruptures of the spleen sometimes occur from the passage of heavy weights over the 
belly ; and according to the size of the rupture and effusion of blood is the time which 
the patient lives after the accident. They usually are accompanied with other mischief of 
the abdominal viscera. 

Instances have occurred in which the spleen has protruded through a wound in the 
belly, aud entirely or partially removed, without material inconvenience to the patient. 
The history is well known of the soldier who was found, after the battle of Dettingen, 
with his spleen protruding, and covered with dirt. The surgeon, not liking to return 
- it, cut it off, and the patient did well. 

Another instance, of a somewhat similar kind, is mentioned by FERGUSON (a). 

T. C. received, Jan.5, 1734-5, a wound with a skane or great knife, which went 
through the muscular part of his fore arm, and into the left hypochondrion. In 
twenty-four hours after he was seen, and the spleen found out at the wound, and by 
the pressing and thrusting it with the fingers, in endeavouring to return it to its place, 
which those about him could not accomplish, and by being so long exposed to the air, it 
was quite cold, black, and mortified. Frrceuson therefore “made a ligature with a 
strong waxed thread above the unsound part, and cut off three ounces and a half of the 
spleen. Notwithstanding the ligature, there was a pretty large artery that sprung with 
great violence, which he immediately tied; and after bathing all the parts with warm 
water, he returned the remaining part of the spleen into its place, leaving the threads 
hanging out.” On the tenth day the threads were removed, and the wound dressed. 
He was teased with difficulty in passing his water, which did not cease till the eighth 
day. Ultimately he got perfectly well. | 


D.—OF WOUNDS OF THE KIDNEYS. 


547. Wounds of the Kidneys penetrate either into the cortical substance 
alone, or into the tubular substance. In the former case blood only flows 
out of the wound, and according to its depth and direction we presume 
the kidney is injured; in the latter the blood mixed with urine escapes. 
Pain comes on in the region of the kidney, which spreads over the whole 
belly ; the testicle becomes painful, and is drawn up spasmodically towards 
the abdominal ring; the urine discharged from the urethra is mixed with 
blood. If the peritoneum and the kidney be wounded at the same time, 
the urine is effused into the cavity of the belly, and fatal inflammation soon 
ensues. 

548. The treatment of wounds of the kidney must be strictly antiphlo- 
gistic. The patient should lie so that everything may readily escape from 
the wound. If bleeding continue, cold applications must be employed. If 
retention of urine take place, from coagulation of blood in the bladder, it 
must be drawn off with a catheter. If an urinary fistula remain care 
must be taken for its cleanliness and for the escape of the urine; in most 
cases it is incurable. 


(a) A letter containing an account of the extirpation of part of the spleen of a man; in Phil. Trans. 
vol. xl. 1737-38. p. 420. 
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E.—OF WOUNDS OF THE URINARY BLADDER. 


549. The Urinary Bladder is most exposed to injuries, when full and 
raised out of the pelvis. These wounds, if the peritoneum be not in- 
jured and if the urine be not poured into its cavity, are generally not very 
dangerous. Besides the general antiphlogistic treatment, the urine must 
be drawn from the wound by a pretty large catheter, which is to be left 
in. When the wound is at the upper part of the bladder, the urine may 
be carried off by the introduction of a piece of partially unravelled linen 
between its lips. The dressing must be very light, and we must avoid 
stopping the wound in any way, or preventing the escape of the urine. 
Infiltration of urine into the cellular tissue must be prevented or removed 
by the position of the patient, by some enlargement of the external wound, 
or by proper incisions at any part where swelling and fluctuation can be 
felt (1). 

The removal of foreign bodies which have penetrated into the cavity 
of the bladder requires especial consideration, because if they remain 
they may give rise to stone in the bladder (2). 


[(1) The most common injury of the bladder is its bursting or tearing, in fracture of 
the pelvis caused by a heavy weight passing over it. I have never seen any other kind 
of wound. But in naval and military practice the bladder is occasionally wounded as 
in the following instances :— 

In the Museum at St. Thomas’s Hospital is the ball which caused 

CasE 1.—Colonel A., whilst in action before Alexandria, 

March 21, 1801, received a grape-shot through theright ischiatic notch, which, taking 
a circuitous route, passed through the pelvis without wounding any large vessel or nerve. 
came out under Poupart’s ligament on the left side, and was found in his pantaloons. 
In its passage the ball had wounded both the rectum and bladder. The Colonel was 
removed from the Desert, on board the Trusty, under the care of Mr. Estr, who found 
him sinking very fast. He however constantly applied poultices, as hot as could be 
borne, and gave him bark, camphor, ammonia, &c., with brandy and bottled porter, by 
which latter he was much refreshed. The physician-general, &c., &c., were called in 
consultation, who agreed that arecovery was impossible. The wound being gangrenous, 
discharged extremely, and was intolerably offensive. The feces and urine passed through 
the lower wound, but there was no natural evacuation by the rectum or urethra. After 
some few days a favourable change in the wounds commenced ; the sloughs separated, 
healthy pus was discharged, granulations were produced, and the wounds healed. The 
feeces at length and also the urine passed by their natural channels. When able to use 
crutches he was sent in a convalescent state to Malta. Stricture of the rectum ensued, 
of which he was cured by Sir A. Coorrr, and some of the gold lace of his uniform 
came away. 

The stricture of the rectum which occurred in this case illustrates the statement already 
made ( par. 532) on this point. 

Sometimes, however, the foreign body is passed by the natural passage, as related by 
HENNEN, in the following 

Case 2.—J, R., aged forty-four years, received a ball July 25, 1818, “ through the 
skirt of his regimental jacket, which entered a little above the tuberosity of the left 
ischium, in a direction towards the sacrum, and lodged, as was supposed at the time, in 
the neighbourhood of that bone. The swelling of the soft parts was so considerable, 
and the general inflammatory symptoms ran so high, that when he was carried to the 
field hospital it was deemed improper to probe much after the ball. He was, therefore, 
freely bled, his bowels well opened, and emollient applications being made to the 
wound, he was sent down to the general hospital.” After the inflammation had subsided, 
the wound was examined, “ but with no other result than to convince the Surgeon that 
the ball did not occupy the situation originally imagined, but had passed onwards 
directly into the pelvis.” The wound got well without much suffering, but after three 
weeks “ there was every reason to suppose that the bullet was lodged in the neighbour- 
hood of the bladder, for he complained of a dull sensation in the glans penis, with 
numbness and coldness of the testicles, attended with great pain in making water, and 
occasionally an inability to retain it; there was, nevertheless, neither stoppage nor 
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tortuosity of the urinary stream.” After about one hundred and thirty days from its in- 
fliction, or in the first week in December, the wound was completely healed, and he was 
sent to the convalescent depdt, where he remained six days, during which the uneasy 
sensations of the urinary organs arose to actual pain. For this he treated himself with 
getting drunk, and on the evening of the 8th December, being attacked “ with an irre- 
sistible desire to make water, after some severe straining, in which he was sensible of 
an obstruction about the neck of the bladder, which, for full half an hour, prevented 
the passage of a single drop of urine, he shot out of the urethra, with a convulsive jerk, 
a substance coiled up, somewhat in the shape of a fragment of a large bougie, nine lines 
in length, and three in breadth, the ejection of which was followed by a profuse flow of 
urine, passed without any muscular exertion, and succeeded by instantaneous relief. 
On examination of the ejected substance, it proved to be two bits of cloth, consisting of 
his jacket and its lining, corresponding with the size of the shot-hole. The texture 
was unaltered, but the colour of the red piece was much faded; it had neither any 
urinous smell, nor was any calcareous concretion observable upon it. * * * * Not the 
slightest trace of the ball could be discovered, either by the sound or by the finger 
introduced into the anus.” (pp. 423, 24.) 

(2) The ball extracted in the following case is also in the Museum at St. Thomas’s. 

Casr.—M. M., aged forty years, a healthy sailor, was admitted into the hospital under 
the care of the elder CLINE. 

Feb. 20. 1812. Itappears that in July, 1811, during an attempt to cut out a schooner, 
he received a shot in the right hip; the ball entered the dorsum ilit, obliquely down- 
wards, within about two and a half inches of the sacrum and an inch above the ischiatic 
notch, whilst he was sitting pulling at an oar, which he continued to do for some time 
after. The wound bled profusely, and in a few minutes after he had great inclination 
to make water, which was done with great difficulty and pain, only coming away by 
drops. On the following day he was carried to an hospital at Cadiz, where for three or 
four days he continued to discharge his urine only in drops, and accompanied with 
burning pain, when retention of ure took place which remained for four days, occa- 
sionally being relieved by the catheter; at the end of which time the cause was ex- 
plained by a piece of shirting and of his trousers having made their way up to the ori- 
fice of the urethra, closely rolled up to about the size of a goose-quill, and two inches 
in length. Upon extracting this, by means of a pair of dressing forceps, the retention 
of urine was completely removed. During the time of retention, and then only, did 
urine mixed with bloody discharge pass out at the wound of the ilium. For several 
days after the extraction of the wadding there was a discharge from the urethra of 
thick, ropy, mucous substance, mixed with blood. The urine passed freely, but with 
heat and pain referred to the end of the penis, and a frequent desire to void his urine. 
These symptoms continued, except that latterly there was difficulty in passing his water. 
The wound had healed about a month previous to his admission into St. Thomas’s, having 
a stiffness and pain in the motions of the limb. His health was not materially affected. 

At the operation the bullet was found encysted on the left side of the bladder, much 
flattened, and having a small portion of bone adhering to it. He recovered very quickly 
after the operation. | 


F.—OF WOUNDS OF THE WOMB. 

550. If the womb be unimpregnated it cannot easily be wounded with- 
out wounding other parts, the treatment of which is of greater conse- 
quence ; but if an injury occur to the impregnated womb, it is always 
connected with severe bleeding and the danger of a premature delivery. 
The bleeding is in general not stopped till delivery has taken place, which 
we must therefore attempt to hasten by breaking the membranes. Should 
the wound of the womb be so large, that the child partially or entirely 
enters the cavity of the belly, the wound must be enlarged and the child 
taken out. 

(“The fibrous, and as it were, cartilaginous resistance of the tissue of the womb, 
whilst empty,” observes DupaRrcquE (a), “ the small size of the organ, its mobility, and its 


situation within a bony cavity efficiently protect it from all violence, either external or 
internal, capable of affecting the integrity of its walls. The development of this organ, 


or rather the gradual previous distension of its walls, becomes then the primary cause, 
(a) Histoire complete des Ruptures et Déechirures de l’Uterus, du Vagin et deJa Périnée. Paris, 1836. 8vo. 
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the indispensable predisposition to its lesions ; and as it is most commonly for and by 
the product of conception that this development is effected, the state of gestation thus 
becomes the usual though not exclusive predisposing cause of solutions of continuity of 
the womb, both spontaneous and accidental.” Cp. 122) 

In the unimpregnated state of the womb it may be burst by collections of blood in 
its cavity, as in the case under the care of Latour, of Orleans, in which a woman who 
chad ceased to menstruate when forty years old, observed, when she was fifty, a swelling 
_ in her belly, which gradually and enormously increased, accompanied with insupport- 

able pains ; these ceasing suddenly, the swelling subsided, the patient became enfeebled, 
and died next day. On examination, the peritoneum was found full of blood ; the womb 
was still expanded and wide open, its walls were firm and thick, but towards its Sundus 
was a large tear; the neck was cartilaginous and entirely obliterated. In another case 
mentioned by Duparcgus, the patient, who had left menstruating at forty-nine years, 
was attacked four years after with discharges of blood at irregular periods. Some time 
after, the discharge ceased, and the belly swelled so as to descend to the knees, She 
had repeated vomitings of black matter like coffee grounds. Marasmus and death 
ensued. ‘The womb was found enormously distended, and its walls extremely thin ; its 
neck obliterated by a steatomatous tumour. The womb was full of fluid like that she 
had vomited, and in it was an aperture communicating with the stomach, to which it 
had adhered. (pp. 13, 14.) 


In the ruptures of the womb which occasionally happen during pregnancy (a), it is said 
that “the body is the only part liable to this injury, for the cerviz uteri continues to be, 
until the very end of gestation, the thickest part of the organ, whilst its situation within 
the pelvis defends it from external injury. The causes which most frequently produce this 
accident act from without, either mediately, as when violence is inflicted on the abdomen, 
or immediately, as when the contraction of the abdominal parietes themselves occasions 
the accident. The pregnant uterus, like a bladder filled with water, can yield but little 
to compression, and if it is subjected to force exceeding a certain degree it gives way. 
Ruptures thus produced take place as by contrecoup, that is to say, the rent takes place 
at a distance from the part on which the violence was inflicted, and thus it happens that 
the uterus usually gives way near its fundus, or a little to one side.” (p. 487.) “The acci- 
dent invariably proves fatal to the Jetus,and generally, though not always, it causes the 
death of the mother. Sometimes the mother dies from the sudden shock to the nervous 
system, but her death is oftener the result of hemorrhage and of the consequent effusion 
of blood into the abdomen. In some cases, however, where the entire ovum has escaped 
into the abdomen, the contraction of the uterus suppresses the hemorrhage, or the re- 
traction of the vessels, which takes place especially in a lacerated wound,” | certainly not, 
but rather by the sheathing of cellular tissue, with which the torn ends of the vessels are 
surrounded.—s. F. s.] “ prevents a copious bleeding. If the woman has survived the 
immediate perils of the accident, the dangers of inflammation of the uterus and. peri- 
toneum still await her, and often terminate her life. Still there are several cases on 
record in which the patient has ultimately recovered, and not only lived for years, but 
has even given birth to living children.” ~The extruded Jotus in these cases is enclosed 
in a pseudo-membranous cyst, which has sometimes undergone calcareous transforma- 
tion, and remained from twenty to forty-six years. “In many cases recovery is very 
imperfect, and the contents of the wterus when expelled into the abdomen excite inflam- 
mation and suppuration ; the bones of the Jetus are discharged through the vagina, rectum, 
or abdominal parietes, and the patient dies worn out by protracted suffering.” (p. 489.) 


Duparcque observes “ that the dangers to which a person is exposed by this accident 
depend not so much on the circumstance of the uterus being wounded, as on the hemor- 
rhage which may be produced, or on the inflammation and its consequences which may 
follow the escape of the fetus into the cavity of the abdomen. * * * Towards the end 
of pregnancy the cervix uteri is often so dilatable, that an attempt to deliver by the natural 
passages might well deserve a previous trial (to the performance of the Cesarean oper- 
ation); or, if the cervix uteri were rigid, incisions might be made into it, a practice 
successfully adopted by Dr. Smita of Maidstone (0). _ When pregnancy is not far ad- 
vanced, gastrotomy is the only means of interference within our power, and Duparcgur 
thinks that its employment would afford a chance of recovery to patients who are now 
abandoned to almost certain death.” (p. 489.) 


(a) I have availed myself of my friend Riesy’s _ till the very last moment on DuparcaueE, and being 
review of Duparcqueand NEvERMANNon thissub- _ unable to procure N EVERMANN, whose work is a 
ject, in Forses’s British and Foreign Medical German translation of the former with large ad- 
Review, vol. x., not having been able to lay hands ditions.—J .F. S. 

(6) Medico-Chirurg. Trans. vol. xiii. pt. i. 
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As an example that rupture of the womb is not always fatal, the following case related 
by PowEtt (a) is here mentioned :— 

Casr.—After a lingering labour of three days, the bearing pains suddenly and totally 
ceasing, were succeeded by an immediate and a most excruciating pain of a different 
kind, accompanied with great anxiety of countenance, and other indications of extreme 
distress. * * * Upon examination, per vaginam, the head, which had before presented 
as well as every other part of the child, had receded entirely beyond reach. * * * The 
abdomen presented upon the whole an uniform surface, similar to what it usually does 
in advanced pregnancy. * * * The limbs of the child could not be felt through the 
abdominal walls, as usually happens in these cases. The rupture was found to have 
“ extended along the whole course of the neck of the womb on the right side, including 
its orifice. The body of the uterus was much contracted, and occupying posteriorly 
towards the left side the space immediately above the brim of the pelvis. The delivery 
was effected by turning. * * * The placenta having heen previously thrown off from 
the uterine surface, was found in the vagina immediately after the removal of the child, 
and withdrawn by the application of the slightest traction. No hemorrhage nor descent 
of any portion of intestine succeeded to this result.” She was at first exceedingly ex- 
hausted, but by careful treatment slowly revived. “ After an interval of about eight 
days, pieces of organised structure, sloughy in their appearance, and very offensive from 
their putridity, escaped from the vagina. After this the uterine discharge assumed the: 
character of laudable and healthy purulent matter.’ This continued for many days, and 
when it ceased “a healthy evacuation of the lochia followed. * * * The most urgent 
symptoms, such as extreme difficulty of breathing, incessant and violent coughing, and 
great pain of the hypogastrium upon attempting to change her position, continued greatly 
to harrass her. In the midst of these unpromising circumstances, a large quantity of 
purulent matter was thrown up from the chest in the midst of a fit of coughing, which 
had the effect of greatly relieving her most distressing symptoms. She continued to 
expectorate purulent matter for several days afterwards.” She slowly mended, and two 
months after was discharged cured. 

Ricpy further observes, that “wounds of the wferus are among the most influential 
causes predisposing the organ to rupture in subsequent pregnancies or labours. Dr. 
Merrem of Cologne (b), struck with the frequent occurrence of rupture of the uterus in 
women who became pregnant, after having undergone the Cesarean section, investigated 
the subject, and has shown that in the nature of the cicatrix, by which wounds of the 
uterus are very often closed, we have a sufficient explanation of the accident. It would 
appear that the wound is not unfrequently closed merely by peritoneum, or, in other 
cases, adhesions take place between the edges of the uterine wound and those of the 
divided abdominal parietes, and a fistulous opening into the womb has thus been formed, 
which continued open for months. Of course, in either of these cases, the uterine con- 
tractions in a subsequent labour would soon tear asunder this frail bond of union, and 
expose the woman to all the dangers of ruptured uterus. Sometimes, indeed, the wound 
is united bya different process, though one not much more secure.” Thus MERREM, on 
performing the Cesarean section upon a woman for the second time, found the former 
incision four inches long and three fingers’ breadth wide. It was concave instead of 
convex, like other parts of the walls of the uterus, and was composed of white glistening 
fibres, with a dilated blood-vessel running close to either margin. In the twelfth volume 
of the Medico-Chirurgical Transactions, Mr. Brrcu relates the history of a woman who 
recovered from a rupture of the uterus. Nine years after, having married again, she 
became pregnant; during labour the uterus gave way, and four days afterwards the 
woman died. At the post mortem examination, at which we were present, no trace of 
the former rupture could be discovered; but its situation, as described by Mr. Bircu, 
corresponded exactly to the place where the uterus had again given way. Dr. MERREM 
conceives “that these cicatrices cause rupture by preventing the natural development 
of the wterus, and by interfering with its regular contractions.” (p. 490.) 

DuparcquE (c) says, that “ the walls of the womb may be also partially torn, in con- 
sequence of the formation and accumulation of fluids, as, for instance, pus, within them ; 
and mentions a case of MoréRE’s (d), in which an abscess was formed on the front of 
the womb, in consequence of a fall upon the corner of a sink during the sixth month of 
pregnancy. It was only discovered after delivery, by its projection across the mouth of 
the womb during its recession, and was cured by a puncture with a straight bistoury 
guarded with lint to within four lines of its point.” In another case under DupaRrcque’s 


(a) Medico-Chirurg. Trans. vol. xii. (c) Above cited. 
(b) Gemeinsame deutsche Zeitschrift fir Geburts- (d) Gazette Medicale, 1833. 
kunde, vol. iii. 
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own care, in which it was requisite to use forceps, “ fifteen days after delivery the 
patient complained of dull pain towards the rump-bone, and an unpleasant weight upon 
the rectum. The neck of the womb was felt projected forwards, its hinder wall promi- 
nent, and rounded at the bottom of the vagina and fluctuating. This was punctured 
with the bistoury, and did well. In another similar case, he also mentions that the 
abscess discharged itself spontaneously at the neck of the womb, and the patient 
recovered.” (pp. 15, 16.) 

The womb, whilst impregnated, is liable to be burst by external violence, as by blows 
or falls upon the belly, by squeezing against a wall, or by carriage-wheels passing over 
the body. Such cases are extremely dangerous, but not always necessarily fatal ; a most 
remarkable instance of which is mentioned by the younger NaiGELE (a) :—A_ healthy 
peasant woman, aged thirty-five years, and the mother of four children, in her fifth 
pregnancy, about six weeks previous to her expected delivery, received a violent 
blow on the belly from the pole of a waggon, which threw her down with great 
force; and at the moment she felt a severe tearing pain. She crept a little way 
from the waggon, and was carried home in a fainting condition. On coming a 
little to herself, she complained of a constant bearing down pain in the belly, which 
prevented sleep during the night; but she had no return of the fainting. When seen, 
her face was flushed; pulse 90, full and sharp; the bowels had been only once moved. 
after several injections ; she could pass water, but with pain and scalding. The belly 
was slightly tympanitic, but not tense; and between the navel and pubes, somewhat to 
the left, a round circumscribed tumour was felt, rising in the middle to the height of an 
inch and a half, but flattened off towards the sides, and about six inches in diameter. 
Upon the surface there was a slight bruise, and beneath, the nates and foot of a fetus 
could be felt with the greatest ease. She complained of pain on motion, or on pressing 
the tumour ; and on pressing the hand deep into the abdominal walls above the navel, it 
was believed that the fundus uteri could be felt. Examination per vaginam presented 
nothing unusual; the head presented naturally ; neither blood nor water had come away 
from the vagina; she had no pains, nor were there any signs of incipient labour. The 
movements of the child, which had. been very brisk before the accident, had ceased 
immediately after. The alarming symptoms usually observed in cases of ruptured womb 
were entirely absent. She was bled to fourteen ounces, on account of the headache and 
state of the pulse, and enjoined the strictest quiet. She went on several days without 
change, till the forenoon of the 4th July, when pains came on, and in the course of the 
afternoon she was partly delived by the midwife of a putrid fetus ; but as it was not 
entirely expelled, NaiGELE’s assistance was required, who saw her at four the next 
morning. ‘The head had then descended and expelled; but neither bladder of mem- 
branes nor a drop of liquor amnii had come away. The fetus having been delivered to 
the breast had stuck, and the midwife pulling at the body, which was highly putrescent, 
it gave way near the loins, leaving the rest behind. The placenta had passed without 
any serious discharge. The patient lay with well-marked symptoms of metritis. The 
belly was more distended than before, but the tumour itself had diminished; the parts 
of the child were less evident, but the nates and a foot could be distinguished. The 
slightest touch produced insupportable pain. On examination, the os uteri externum 
was found very high up, and sufficiently open to admit two fingers. A leg of the child 
projected into the vagina, and around it at the knee-joint the os uteri internum had firmly 
contracted. Attempts to bring it away were unavailing, from its putrid condition and 
the severe suffering they produced. She was now bled to sixteen ounces, to induce re- 
laxation of the os uteri, but without success; the leg was then removed at the knee, 
warm fomentations applied, and perfect rest enjoined, with general antiphlogistic 
treatment. On the 8th July, the tumour, which had inflamed, burst; a foot protruded, 
at which the midwife had pulled till the whole remaining part of the fetus had been 
removed. On the 14th July, NaA#GELE saw her, and she was then comfortable, had little 
fever, and her appetite was good. In place of the tumour was a round circumscribed 
opening, about five inches in diameter and an inch and a half in depth, from which 
mucus was discharged. On the right the whole thickness of the abdominal wall was as 
if it had been cut through with a knife, beneath which the finger could be introduced 
for some extent; on the left side of the opening was a red globular mass, united with the 
abdominal teguments, and which appeared to be the womb, as it rose when the lower por- 
tion of that organ, was pressed up by the finger in the vagina. Below, the finger was stopped 
by adhesions, which had formed in all directions at the bottom of the abscess. On the right. 
side a portion of intestine was seen. Mild dressing and poultices were applied, and 


(a) Neue Zeitschrift fir Geburtskunde, vol. y.; and in Forses’s British and Foreign Medical Review, 
vol. v. p. 581. 
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nourishing diet ordered. On 19th July the opening had diminished to a third. She 
went on very well; the portion of intestine and the red-coloured mass gradually retract- 
ing, and a free discharge of healthy pus continuing. One of the inguinal glands sup- 
purated and burst. On the 17th Aug. the opening in the belly was entirely closed, 
leaving only a slight scar. 

“ Punctures, or narrow tears made by an instrument more or less sharp, are,” says 
DupParcquE, “not the least dangerous wounds of the womb. Their usual consequence 
is the dribbling off of the waters, wounding of the foetus, and abortion.” And he quotes 
a case from PLANCHON (a), in which a woman was thrust by a cabriolet against a wall, 
and stabbed by a long, large, square nail in the foot-board behind, half an inch on the 
left of the white line, and three inches from the navel. She suffered great pain; the 
waters mixed with blood escaped from the wound with a jet, and the draining ceased 


after fifteen hours; convulsions, hiccough, and vomiting ensued, and she died at the © 


end of sixty hours. (p. 18.) 

Instances have also occurred in which by the goring of cattle-horns, the walls of the 
belly and also of the womb have been simultaneously laid open, sometimes so exten- 
sively, that the child was discharged by it, as in DENEUx’s (b) case, in which the 
child was not separated from the mother for an hour, and lived only eight hours; but 
the mother recovered perfectly in six weeks. At other times the wound is not suffi- 
ciently large to permit the child’s escape at once, although it was subsequently brought 
away through it, as in ScHMUCKER’S case (c). 

The womb is also sometimes wounded in criminal attempts to produce abortion. My 
friend Dr. Wau.er tells me he has a perfect recollection of a coroner’s inquest on such 
a case, though unfortunately he cannot refer to it. 

The vagina is also occasionally torn, either at its upper part near the womb, in its 
middle, or at its lower part in the ano-perineal region, or at the vulva (d). When the vagina 
is torn near the womb, it may be caused “ by dragging or by direct pressure ; the former 
results from uterine contractions, from recession of the womb in the attempts at 
delivery, or displacement of the child, or by every act of the abdominal walls, or every 
movement of the trunk which has the effect of drawing back and raising up the womb.” 
(p. 215.) 

The predisposing causes to these ruptures (d) are principally, the disproportionate size 

of the child to the passage, the narrowing of the vagina by old cicatrices, its recession 
by the bladder being distended with urine, or, specially, the rectum with hardened fieces, 
or by tumours in the substance or on the surface of the vagina, or the narrowness of the 
pelvis itself. 
_ When tearing once begins at the upper part of the vagina jit may continue till the 
womb is almost completely separated from it. The patient may be destroyed by heemor- 
rhage, which generally is disposed, according to DuparcQuE, to escape externally, though 
it may flow into the cavity of the peritoneum. A loop of intestine may also be pro- 
truded through the wound by the labour-pains; but “the intestine is easily distinguished 
from the umbilical cord by the mesentery which fixes it, whilst the cord is entirely 
free. ‘The omentum may be more easily mistaken for a piece of the membranes; but in 
either case it is not difficult to trace these floating bodies, and ascertain whence they 
come, and what is their nature.” (p. 225.) In these cases the child may either remain 
in the womb, or partially or entirely escape into the cavity of the belly. (p. 222.) 
Tearing of the middle region of the vagina is far less serious than when in the upper 
third, and accompanied or not with tearing of the womb. “It has no inconveniences 
for the infant, which often in consequence gains a more easy and quick passage ; and it 
does not compromise the life of the mother. Butif they have not any immediate serious 
inconveniences, they often subsequently cause disagreeable and disgusting infirmities, 
which embitter existence,” (p. 301,) as vagino-vesical or vagino-rectal fistulas. 

Sometimes the head of the child, instead of passing through the external orifice of 
the vagina, drives downwards, and the perineum being very extensible will yield, and 
the child be born through it, without tearing into the vulva, of which I have known an 
instance. But more commonly the head takes the natural course and the vaginal edge 
of the perineum being stretched severely, suddenly gives way, and the whole is torn 
through to the edge of the rectum. The treatment of these cases will be hereafter con- 
sidered.—J, F. S. | 
(a) Traite complet de l’Opération Césarienne, (b) Essai sur les Ruptures de la Matrice, p. 35. 


Bei7 (a) D 4 ae Manges de Chirurgie, vol. Ixvi. p. 354. 
UPARCQUE, above cited. 


— 
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VI.—_OF WOUNDS OF THE PENIS. 


551. Hither one or both cavernous bodies, or the canal of the urethra, 
may be wounded, or the penis itself may be for the most part or completely 
cut off. The bleeding in these wounds is always great, and comes from 
the cells of the cavernous bodies, or from the special vessels of the penis. 

552. If the wounding of the cavernous bodies be only partial, a close 
application of the edges of the wound is usually sufficient to stanch the 
bleeding. A catheter is to be introduced, the wound united with sticking 
plaster, and this supported by a circular bandage compressing the penis. 
The same applies to injury of the urethra. If apart of the penis be com- 
pletely divided, each vessel must be tied as in amputation of that organ. 

553. If in a strong erection, the penis be forcibly bent down, a tearing 
of the cavernous bodies, or rather of their fibrous coverings, takes place ; 
the blood escapes through this opening into the surrounding cellular tissue, 
and fills it out like a bag, which is always filled with blood when the penis 
_ becomes erected (1). At last the blood coagulates in the sack, and subse- 
quently inflammation, ulceration, and bleeding occur. If the swelling be 
large, the functions of the penis are completely destroyed by the great 
curving to which it is subjected. In this complaint nothing is to be ex- 
pected from compression, or any other means ; the only remedy is amputa- 
tion of the penis. 


[(1) This accident occasionally happens in chordee ; and there is an example of the 
rupture of the spongy body in front of the purse, in St. Thomas’s Museum. But it also 
sometimes occurs during coitus, of which one instance has been already mentioned, 
( par. 155, note 7,) in which great sloughing of the perineal parts took place. 

The reviewer of this work in the Medico-Chirurgical Review (New Series, vol. ii. 
p- 161) says :—“ We have witnessed some cases of it, (extravasation of blood in the corpus 
spongiosum during coition,) and have found the priapism to subside gradually.as the 
blood became absorbed. We recollect some time back reading a case, in which a sur- 
geon thought it necessary to cut into the corpus spongiosum, to relieve the extreme 
tension of the penis, and the patient ever afterwards lost the power of erection.” This 
asserted loss of power of erection after cutting into the spongy body of the penis, is, I 
believe, generally incorrect. Our common practice in perineal abscess from stricture, 
is to cut through the middle of the spongy body for an inch or two, but in such cases I 
have never known any occurrence of the alleged misfortune. 

Professor MOLLER of Elsingore mentions (a) a curious example of gangrene of the 
penis, which the patient attributed to having fallen on a hand-spike eight days before, 
and receiving a severe contusion on the region of the pubes. ‘That such was not the real 
cause of the mischief was proved on the day following his admission, 22nd April, 1844, 
into the Royal Hospital, when “ on removing the dead skin and cellular tissue, a deep 
suppurating wound upon the inferior side of the penis, anteriorly to the scrotum, was laid 
bare. In this a hard body, subsequently discovered to be a ring of metal, was found, 
completely surrounding the root of the penis. With some difficulty this ring was re- 
moved by means of a fine elastic saw, and, as it was one of that description usually 
employed to string keys upon in which the extremities are not united together, the affair 
was soon over. At one spot the ring was deeply hacked, in all probability by the 
patient himself during his endeavours to get rid of it. Through a perforation in the 
bulbous portion of the urethra flowed urine mixed with blood and some matter.” Ten 
days after his admission he died under hectic symptoms. On examination there was 
found in the urethra a large ulcer, four and a half inches from its orifice. In the belly 
much urine mixed with matter. The fundus and a considerable portion of the corpus 
vesice in close adherence to the parts around, with great alteration of structure and 
consistence, almost gangrenous. On the cervix vesice were two small openings with 
rounded margins. Several small holes in the fundus seemed rather produced in the 
attempts to separate the bladder from the other parts, to which it had become so 
closely attached. On the external covering of the intestines was a considerable exuda- 


(a) Bibliothek fiir Laeger, 18445; and also in stract of the Medical Sciences, vol. i. p.124.. Lon- 
Rankine, W. H., M.D. Cant., Half-yearly Ab- don, 1845. sm. Svo. 
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tion of plastic lymph, in some places almost amounting to pseudo-membranous consis- 
tency. A little matter was also observed, but in no place amounting to any quantity. 

(2) I cannot assent to CHELIUS’s recommendation of amputating the penis. ‘The part 
should be cut into, and pressure employed, if the bleeding vessel cannot be found, or 
the torn bleeding tissue cannot be tied.—J. F. 8.] 

554. An injury not unfrequent after a fall on the perineum, or after 
severe contusion of that part, is tearing of the canal of the urethra, by 
which frequently the skin and cellular tissue are at the same time torn, or 
there may be only perceptible externally the mark of asevere bruise. Under 
these circumstances the tearing of the wrethra may be presumed, if at the 
same time blood flow from its orifice. The characteristic symptoms, 
however, soon set in; great desire to make water, which the patient can 
only do with pain and imperfectly. The pain is felt especially at the seat 
of the bruise, but soon spreads over the whole penis, the purse and groins, 
on which parts a swelling forms, which soon enlarges, and, although very 
tense, appears infiltrated, becomes brown or violet, and runs into gangrene. 
If the tear in the wrethra communicate with that in the skin, and the 
opening of the latter be parallel with that in the former, the urine may 
pass out freely thereby. By such injury of the urethra a large portion of 
it may be destroyed, and, in this way, an incurable urinary fistula pro- 
duced. 

555. The most important indication in this wound of the urethra is 
to prevent infiltration of the urine. If the symptoms be decisive that 
the canal of the wrethra is torn, the catheter must be introduced with the 
greatest care, and inflammation prevented by a proper antiphlogistic treat- 
ment. If infiltration have already occurred, a cut must be made at the 
place of the bruise down to the urethra, and a catheter introduced. If 
the infiltration of the urine be already extensive, several incisions must be 
made to discharge the urine from the cellular tissue. The wound must be 
treated after the general rules; the catheter must remain in till com- 
plete scarring is effected. If the introduction of the catheter be omitted 
at first, or be impossible, it must be used when the inflammatory symptoms 
have subsided. 

[When the wrethra has been ascertained to be torn through in the perineum, whether 
there be an external wound or not, the catheter should be at once introduced ; but if this 
cannot be done, a cut must be made through the raphe upon the catheter previously 
passed as far as it will go, and the wound being found, the catheter is then to be con- 
tinued into the bladder, and there retained. If the catheter can be introduced without 
cutting into the perineum, free leeching of that part is necessary, and great attention from 
day to day to ascertain whether either urine be extravasated or pus be formed, as in 


either case upon their discovery an incision must be immediately made to prevent the 
serious mischief which will ensue from their confinement.—J. F. S.] 


VII—OF WOUNDS OF THE TESTICLE AND OF THE SPERMATIC 
CORD. 


556. The inflammation accompanying Injuries of the Testicle is always 
very severe, and requires with the ordinary treatment of the wound, strict 
antiphlogistic treatment, as already laid down in inflammation of the testicle 
(par. 172.) If the testicle be destroyed by injury, or by the consequent 
suppuration in its organization, its removal is necessary. 

Wounds of the Spermatie Cord, in which the nerves and vessels going 
to the testicle are injured, cause shrivelling or decay. , 


| Wounds of the testicle are very rare; but that organ may be wounded in tapping a 
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small hydrocele, of which I believe I had an instance last spring. A man who had had 
hydrocele of large size for twenty years, was first tapped three years ago, a second time 
in June, 1844, and the third time in the early part of April, 1845; the swelling being 
then small and very little fluid drawn off, led to the presumption that the testicle must 
have been wounded. He kept quiet for a few days, and then returned to his work, but 
very soon the right side of the purse began to swell, to become red and painful, and these 
symptoms quickly increased so much, that he came to the hospital under my care, 
with the purse swollen to the size of two fists, very red and shiny, but not very tender ; 
_ the swelling was pear-shaped, fluctuating unequally, in some parts soft and elastic but in 
others hard and firm. The body of the testicle could not be clearly defined, and the 
cord was very thick and dense. His bowels were cleared with colocynth and calomel 
an evaporating lotion applied, and the-purse raised, so as to favour the return of the 
blood. In a few days, under this treatment, the swelling subsided and he was cured. 
This case shows the propriety of not tapping small hydroceles.—J. F. S.j 


——. 


VIII.—OF WOUNDS OF JOINTS. 


557. In Wounds of Joints (Vulnera Articulorum) either the capsular 
ligament only is opened, or the joint-ends of the bones are also injured in 
various ways. The direction and depth of a wound, and the sponta- 
neous escape, or the escape produced by pressure, of a transparent fluid, 
(synovia,) declares its entrance into the cavity ofa joint. Frequently, how- 
ever, no synovia escapes, because the wound of the skin and of the cap- 
sular ligament have become displaced ; and, on the contrary, the escape of 
a transparent viscous fluid is no certain sign that the wound penetrates the 
joint, as it may happen in a wound of a mucous bag. Probing for the 
purpose of determining the entrance of a wound into a joint is objectionable, 
because it may excite inflammation, and is only necessary in those cases in 
which the existence of a foreign body in the wound is to be ascertained. 
In large wounds the diagnosis is easy. 

558. The danger is always great in wounds of joints, and depends in 
general on the inflammation caused by the injury itself, or by the entrance 
of the air or of foreign bodies. Cuts and stabs often heal without any 
particular symptoms ; and this may be expected if the cavity of the joint 
be not long exposed to the contact of the air, if the joint-ends of the 
bones be not injured, and if no blood be effused into the joint cavity. 
Bruised wounds, especially shot-wounds, are extremely dangerous. 


[It is from the disposition that the cavities of joints have to fall into the suppurative 
inflammation when an opening is made into them,” says Joun Hun Ter, “ that union by 
the first intention does not take place. The greatest care should be taken to put this in 
their power if possible, for as they do not readily run through the regular stages of in- 
flammation, they give rise to the more violent symptoms. When they suppurate it is 
very tedious, and then the parts are apt to die and slough, which makes these accidents 
of such dangerous consequence. In cases of wounds, I should think a simple bandage 
would be best. We should avoid making stitches, because they tend to produce inflam- 
mation.” (p. 449.) 

ASTLEY Cooper says:—“ In young and healthy constitutions, these wounds in the largest 
joints are recovered from; but in aged and weak persons, they destroy life. Upon dis- 
section in the first stage, suppurative inflammation of the synovial membrane is found ; 
in the second stage, the ligaments of the joint are thickened, and the synovial membrane 
in part ulcerated, in part granulating. The cartilages are absorbed ; granulations aris- 
ing from some parts of the bones, and exfoliation taking place from other portions.” 


(pp. 250, 51.) ] 

559. The treatment of chops and cuts into joints is the same. After 
the joint is put in a proper position, the wound must be united in the 
closest manner with sticking plaster, and, if possible, the parallelism be- 
tween the wound of the skin and that of the capsular ligament must be 
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got rid of. The wound is to be covered with a compress, and the joint 
kept in the most perfect quiet, being steadied with splints and with a circular 
bandage. The patient must be put under strict antiphlogistic treatment. 
If no inflammation ensues the wound heals quickly ; but if the wound be 
long exposed to the influence of the air, if the patient move the joint, if 
the treatment or dietetic relations be not suitable, if there be a dyscrasic 
disposition, or if the wound itself be very large, frequently soon after 
the accident, oftentimes some days after, a severe pain comes on in the 
joint, which, at every motion, is remarkably increased ; tense, shining 
swelling, and great heat ; the edges of the wound swell; a quantity of thin 
serous fluid is discharged ; the swelling often spreads over a greater part 
of the limb; the fever is very high, frequently accompanied with wan- 
dering and with spasmodic symptoms. The swelling at last loses its ten- 
sion; suppuration in the joint takes place, oftentimes also under the skin 
at greater or less distance from the joint ; the skin breaks, the suppuration 
deteriorates, the pain continues, and death ensues, either sooner from the 
severity of these symptoms, or from the copious ill-conditioned suppura- 
tion, and the gradual consumption of the patient’s powers, if amputation 
of the limb be not had recourse to at the proper time. ‘The most happy 
result under these circumstances is the uniting of the joint-ends of the 
bones (Anchylosis.) Only by a suitable practice from the very first can the 
dispersion of the inflammation be effected. 


[AsrLey Cooper’s treatment of “a wound in the knee-joint from one to two inches 
in length, consisted in a fine needle and thread being passed through the skin only, 
(avoiding the ligaments,) and bringing the edges of the external wound together; fora 
wound in the joint is different to most (all) others, as the synovia has a constant ten- 
dency to force a passage outwards, and it is more abundantly secreted than usual, so 
that adhesive plaster is apt to be separated and union prevented : lint, therefore, dipped 
in blood, is applied over the surface of the wound-plaster over it; then the surface of 
the knee is to be covered with soft linen dipped in a lotion of lig. plumb. subacet.: after 
which a splint is placed below the limb to prevent all motion of the injured joint, and 
positive rest is enjoined.” (p. 251.) 

The employment of stitches is, for the reason assigned by Joun HunTER, improper, 
and therefore unadvisable. But as AstLtEy Cooper justly observes, the increased secre- 
tion of synovia has a constant tendency to burst the edges of the wound apart. Con- 
trolling the secretion of that fluid, as far as possible, is therefore a material point in the 
treatment, and can only be effected by keeping down the increased action of the vessels 
of the part with the application of cold evaporating lotions. 

With this view, the practice advised by ABERNETHY, and which I have employed 
successfully, is, I believe, the best. He did not use any stitches, but having fixed the 
limb in the position in which he purposed it should remain, (and the bent posture is best, 
so as to be provided in case suppuration and destruction of the joint should ensue,) he 
carefully brought the edges of the wound together with sticking plaster ; and then having 
brushed the plaster over with a varnish of sealing-wax and spirits of wine, which hardens 
in a few minutes, it was rendered impervious to moisture; so that without detaching the 
plaster and depriving the wound of its support, a piece of linen dipped in evaporating 
wash could be laid over the whole surface of the joint, and repeated, as necessary, so as 
to regulate the temperature and inflammatory action. 

AstTLEy Cooper’s advice that “ purgatives should be as much as possible avoided, and 
a rigid abstinence enforced,” (p. 252,) cannot be too strongly insisted on. The object is 
to produce speedy union, which if the case do well, is effected in two or three days. 
But if the patient be constantly moving about, as happens when the bowels are acted on 
by purgatives, the joint is disturbed and suppurative inflammation will ensue.—J. F. S. ] 


560. Inflammation accompanying wounds of joints requires large re- 
peated bleedings, but especially local blood-letting with leeches ; the most 
perfect quiet of the joint, and the continued use of cold applications, by 
which it is most probably to be prevented. But if the swelling be already 
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large, warm applications are to be used, and in great painfulness, together 
with proper antiphlogistic treatment, internal and external narcotics are 
also to be employed. 

561. If suppuration occur and the pus cannot readily escape from the 
wound, so soon as fluctuation is distinct, its escape must be provided for 
by a cut, and its further collection prevented. The joint is to be put into 
_ @ proper position, and kept perfectly at rest; moist, warm poultices are 
to be laid over the joint, or the opening of the abscess only superficially 
dressed ; internal strengthening medicines are at the same time to be given 
and a nourishing diet, if the powers be diminished by the continuance of 
the suppuration. If the whole joint swell, it must be rolled daily with a 
circular bandage. Such position is to be given to the part as will be most 
suitable when anchylosis takes place. 

562. Large chops and cuts of the knee and finger-joints, which pene- 
trate either through or into the bone require amputation. 

563. In shot-wounds of joints, their size, the neighbourhood of large 
nerves and vessels, the proportionate injury of the ends of the bones, the 
constitution of the patient and the other relations concur in determining 
whether immediate amputation of the limb be necessary, or whether its 
preservation should be attempted. (See Gunsnor Wovunps.) 

The wounds of different joints are in this respect of different degrees of 
importance ; that of the knee is most dangerous, because rest is least pos- 
sible. Only in the case in which a ball has opened one side of the joint, 
when no decided injury of the bone, or of the vessels and nerves there- 
with connected, and the pus readily escapes, may the preservation of the 
limb be attempted. Shot-wounds of the joints, of the hand and feet, not 
unfrequently permit the preservation of the limb; in these, however, the 
enlargement of the wound is always necessary, and subsequently the intro- 
duction of a seton. ‘These spongy bones are never subject to necrosis, and 
are never replaced by bony substance, but by approximation and by the 
formation of soft cartilaginous parts. 


IX.—OF DIVISION OF THE ACHILLES’ TENDON. 


PETIT; in Histoire de lAcadém. des Sciences, 1772, p. 51; 1728, pp. 8 and 231. 

RavaTon, Pratique moderne de Chirurgie, Paris, 1776, vol. iv. p. 379. 

Monro, A., The Cure of a fractured Tendo Achillis; in Essays and Observations 
Physical and Literary, vol. i. p. 450. Edinburgh, 1754. 8vo. 

Desavuut, GEuvres Chirurgicales. 


WaRDENBURG, Von den verschiedenen Verbandarten zur Wiedervereignigung der 
getreunten Achillessohne, und den Mittelnsie zu verbollkommnen. GoOtting., 1793. 8vo. 


AB Ammon, F., Physiologia Tenotomicz experimenta illustr. Dresd. 1837. fol. 
Hunter, JoHn, Lectures; PatMer’s Edition, vol i. 


564. The division of the AcHILLES’ tendon is either the consequence of a 
tearing, in which the skin is not injured, or of a wound. In the former 
case the division of the tendon is always complete, in the latter it may be 
complete or partial. 

The tearing of this tendon is most commonly the result of a false step, 
or of aspring by which the point of the foot suddenly receives the whole 
weight of the body. At the moment of the tear the patient hears a snap, 
as if a nut were cracked, has the sensation as if he had stepped into a hole, 
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and is incapable of supporting himself on the injured foot. On examina- 
tion both ends of the tendon are found separated, and between them is a 
hollow which is increased by bending the foot upwards, and diminished by 
bending the knee and pressing the foot down ; the calf is drawn upwards. 
The patient rarely suffers much pain immediately after the accident ; in- 
flammation generally comes on later. 


If the sheath of the tendon be torn, without the tendon itself being divided, a hollow 
is felt, in which the edges of the torn sheath separate and swell; but if the foot be 
moved, the tendon is felt slipping up and down in the cavity. 

[“I believe,” says Joun Hunter (a), “fracture of this tendon often happens when a 
person is fatigued and off his guard, as after dancing, &c., and after the muscles have 
acted spontaneously, as in the cramp; at least it happened to me after dancing, and after 
a violent fit of the cramp. * * * We generally find that the muscle is thrown into a 
state of cramp when the tendon gives way, losing the power of relaxation by the will 
or of itself. * * * But the pain often leads to the right mode of cure, the patient squeez- 
ing the muscle down with his hands, which a Surgeon should do if at hand.” (p. 437.) 
“When the tendo AcuILLis is broken, there is but very little inflammation attendant ; 
but some general fulness comes on about the small of the leg and ankle, the skin looks 
dark from the effusion of blood, and the parts have a firm feel, from coagulable lymph 
being thrown out. ‘This firmness of the cellular membrane increases near to the frac- 
ture laterally, and this assists to keep the tendon in its place.’’ (p. 438.)] 


565. The two ends of the tendon are united by an intermediate cellular 
substance, which gradually becomes firm. If this be considerable, the 
motions of the foot are thereby interfered with and are unsteady. In 
wounds a hard callous scar is produced, which is connected with the in- 
termediate substance, and so prevents the motions of the foot. 

566. The treatment consists in the close apposition of both ends of the 
tendon, and the continued preservation of this position. This indication 
is supplied by bending the leg, outstretching of the foot, and diminishing the 
contraction of the muscles of the calf. 


[JoHn HunrER says :—“* The parts should be allowed to remain nearly in their natural 
position ; no inconvenience will attend a small separation of the broken ends of the 
tendon, namely, half an inch or so; whereas considerable disadvantage would arise if 
we were to push the two broken ends together by throwing back the heel (which has 
been the general practice.) ‘The only circumstance that would seem to forbid such 
practice, namely, letting the broken tendon remain without a bandage, is, that the muscle 
will lose half an inch of its power of contraction, which the motion of the ankle may or 
may not lose: but though this may be lost at first, we know muscles will acquire it again 
afterwards, and therefore no attention need be paid to this objection. The advantage of 
not throwing the heel up, and of allowing the tendon to heal nearly in its natural po- 
sition is, that the patient may be enabled to walk from the very beginning of the cure, 
a very desirable circumstance. However, it is not necessary to adhere rigidly to either 
of these modes of treatment, but to adopt a medium between the two, which will be best. 
The heel may therefore be a little raised during the time of walking only, by raising 
the heel of the shoe. A roller should be passed several times round the calf of the leg, 
and kept constantly applied, as we cannot guard against the involuntary action of the 
muscles; and at night we may apply an apparatus consisting of a leathern slipper or 
sock, with a strap from the heel to be fixed to a belt in order to steady the muscles. 
* * * As I would not restrain the patient from walking almost from the very beginning, 
(the inflammation may prevent it for the first day or two,) it is necessary to give him 
some directions how he is to manage the muscles under the cure, as walking cannot be 
performed in the usual way. I have recommended to keep the position of the foot 
nearly at a right angle with the leg, as in standing, but not quite so, the heel being a 
little raised, by some pieces of leather put into the shoe, which may be removed one by 
one. When he walks he must turn his toes out, and carry the inside of his foot for- 
wards, without attempting to bend the joint of the knee; indeed the latter precaution is 
unnecessary, for this motion is only necessary when the heel can be raised from the 
ground, which he cannot do. The patient will hardly be able to mend his pace for two 


(a) Lectures in PaumeEr’s edition, vol. i. 
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Fea We except it be by getting familiar with his present mode of walking.” (pp. 437, 

567. Various apparatus for bringing the two ends of the tendon to- 
gether have been employed, which more or less correspond to the indica- 
tions stated. To these belong the bandage, and the peculiar shoe or slipper. 

A few cases are known in which, after tearing of the AcHILLEs’ tendon, union has 
_ occurred without surgical assistance ; but these little support the opinion of Brprac and 
others, that the simple care of the patient not to bend the foot, assisted by constant rest, 
is sufficient for that purpose. 

568. The bandages proposed by Goocu, Petrr, Scuyerper (a), Dz- 
SAULT, and WARDENBURG, produce, besides fixing the position of the 
foot and knee, a compression of the muscles of the calf, which prevents 
their retraction. In cases where the separation of the ends of the tendon 
is not great, a moderately curved splint applied and fastened upon the 
instep is sufficient. 

Goocu covered the leg with compresses and cotton, and bandaged it, 
with the foot straight and the knee bent, from the lower part of the thigh 
to the toes. Prrit’s bandage consists in the application of a longuette, 
from the bend of the knee, over the calf and heel, to the very toes, which 
are fastened by numerous circular bandages to the knee; and by the 
rolling round and drawing together of their ends, the foot is kept extended 
with the knee bent. Dxsauvr modified this bandage, by filling the hollow 
on both sides of the AcnILuxs’ tendon with charpie and graduated com- 
presses, and the application of the languette to the under part of the 
thigh. For the certain preservation of the extension, a splint should be 
applied on the ankle-joint and instep, as SCHNEIDER also has recommended. 
WARDENBURG has endeavoured to render the bandaging most safe; by 
bending the knee and straightening the foot, he brings the two ends of the 
tendon into contact, or, if this cannot be done without danger, into oppo- 
site approximation; if a space still remain between the two ends, this 
must be got rid of by simply drawing down the calf, when it can be done 
in a few days. The hollows on both sides of the tendon are then to be 
filled with charpie, and the region of the tear rendered so level that the 
rolling may produce equal pressure. If there be a wound, it must be 
covered with wadding ; a long pad is then to be applied of sufficient length, 
that at the lower end it should project somewhat beyond the toes, and at 
the upper end above the knee-joint, and at both parts should be bound 
lengthwise. With a three-finger-wide roller some circular turns above 
the calf are to be made around the leg, (beneath which also some thick 
compresses, as large as one’s hand, are to be laid, for the purpose of keep- 
ing down the muscles of the calf if they have been much drawn up,) and 
carried in spiral turns to the injured part, where the end of the bandage 
is to be fastened. With another longer bandage, after having fixed the 
lower end of the long pad as firmly as the proper direction of the foot 
requires, the foot is to be rolled from the toes to the ankle-joint ; one or two 
turns are then to be made over the last turn of the first bandage, and the 
two turned-over ends of the long pad fixed. For the purpose of giving 
the limb its proper firmness, two cylindrical splints of wood or iron plate 
filled with linen or flannel, are to be applied on the knee and instep, from 
the toes to the middle of the thigh, and fixed by broad straps, which are 
drawn through buckles on the splints. If there be a wound, the turns 


(a) Chirurgische Bibliothek, vol viii. p. 708. 
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of the bandage over it only, are to be removed for the purpose of dress- 
ing it. 

EpmonsTon, A. (a), employs, instead of the bandage generally used in tearing of the 
AcHILLES’ tendon, strips of sticking plaster, which give the leg greater steadiness. 

569. The slippers of Petit, Ravaron (6), Monro (ce), and the sole- 
slipper (d), are different in their operation, as in the two former the foot 
is outstretched and the knee at the same time bent ; in the two latter, the 
foot is outstretched, the muscles of the calf drawn down, but the knee is 
not kept bent. ‘They do not answer, therefore, perfectly to any of the indi- 
cations laid down, (hence do they require the assistance of bandages (e) ), 
and their application is always accompanied with difficulties. GRAEFE’s 
slipper (f) is more suitable than the others ; it consists of a shoe open upon 
the instep, and held together with several straps; it is connected by an 
iron rod, like that used in distortions, to a knee-piece, and this, by means 
of a hinge, with a calf-piece. 

GRAEFE also uses the knee-piece of this apparatus in transverse fracture of the knee- 
cap, and in tearing of its ligament; as well as the whole apparatus in anchylosis and 
contraction of the knee-joint. 

570. Bandaging has manifestly decided objections. The bandages easily 
give, become loose, and are not retentive in the same degree; neither flexion 
of the knee-joint nor extensionof the foot is at our command. The renewal 
of the apparatus is always troublesome, and exposes the patient, especially 
if there be a wound, to the danger of again tearing through the scarcely 
united ends of the tendon; and so long as the apparatus remains on, the 
injured part cannot be looked at. 

571. The after-treatment is simple. In wounds of the AcHILLEs’ tendon, 
inflammatory symptoms may require antiphlogistic treatment. The union 
of the tendon takes place within from four to six weeks; the slipper or 
bandage is then to be taken off, and the curved splint is to be applied, only 
at night, upon the instep, for the purpose of keeping the foot properly 
extended. When the patient begins to walk, he must have a shoe with a 
high heel, which is to be gradually lowered, and the foot brought to its 
natural position. The stiffness which often remains for a long while ceases 
by frequent motion and by the use of volatile rubbing; as does also the 
hard projection observed after healing on the part where the division has 
existed. 


According to the indications mentioned in tearing of the Acu1LLEs’ tendon, the treat- 
ment of tears of other tendons may be easily determined. (par. 321.) 


X.—OF TEARS OF MUSCLES. 
PouTeav, Mémoire sur la Luxation des Muscles, et sur leur Traitement; in his 
(uvres Posthumes, Paris, 1783, vol. ii. p. 277. 


THEDEN, von der Flecksenausdehnung und Verriickung der Muskelfasein; in his 
Neuen Bemerkungen und Erfahrungen, vol. ii. p. 195. 


BeEc.arD, Additions a l’Anatomie Générale de Bicwat, p. 215. 


Ueber Muskel und Sehnen-Rupturen ; in HENNEMANN’s Beitragen Meklenburgischer 
Aerzte zur Medicin und Chirurgie, vol. i. part i. 


(a) Edinburgh Medical and Surgical Journal, 1821, January. 


(b) Above cited, plate xxxii. (e) Mursinna, Neue medicinisch chirurgische 
(c) Ib., plate v. fig. 1-9. Beobachtungen. Berlin, 1796, p. 193. 
(d) BEINsTEIN, Systematische Darstellung des (f) Journal fiir Chirurgie und Augenheilkunde, 


chirurgischen Verbandes, p. 520. vol. y. 2, p. 309, plates ii. iii. 
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572. Some muscular fibres, or even whole muscles, are often torn by a 
_ severe and sudden stretching of the muscles, in a false step, and the like ; 
this occurs most readily in the long narrow muscles, where the muscle 
begins to be tendinous, and, according to WarpRopP (qa), especially in the 
muscles of the calf. The consequences of such tearing is severe pain, in- 
creased by motion ; a hollow often observed at the torn part of the muscular 
fibre, and difficulty or complete incapability of motion. The inflamma- 
tory symptoms are often very severe, and a large swelling, to a greater 
or less extent, occurs. The limb must be put in such position that the 
injured muscle shall be relaxed, in order to effect union. The muscular 
fibres must be brought into apposition by the application of bandages, and 
strict rest must be persisted in; and the passage of inflammation into 
suppuration sought to be prevented by proper antiphlogistic treatment, 
especially cold applications. 


Bartow (6), who himself suffered this accident, advises large bleedings, application of 
warm water, and rolling. He considers gentle motion advisable, and complete rest 
hurtful. The torn ends cannot be brought into contact, and thus there is not union by 
the first intention. 

[I have seen one instance of that very rare accident a transverse tear of the m. 
rectus femoris, and another of the m. biceps flexor cubiti, both of which were near the 
attachment of their muscular fibres to their inserting tendon. I do not recollect how 
the second case originated, but the muscular end was drawn up to the middle of the 
upper arm, and formed a semiglobular swelling beneath the skin, and below it was a deep 
gap. In the first case, the patient was walking along the street, at his ordinary pace, 
when he felt, to his surprise, as if he had received a smart stroke across the thigh, and 
immediately dropped. He managed, however, to hobble home, a few hundred yards. 
I saw him next day, and found a large hard lump on the middle of the front of the 
thigh, which could be readily moved from side to side, and below it, between the two 
m. vast, a large hollow, extending nearly to the knee. He was kept in bed, with his 
knee and leg much raised above the pelvis, and a circular roller applied around the 
thigh, from the groin to the detached end of the muscle, but not below. In the course 
of a few days the spasm of the muscle relaxed, and the swelling of its extremity sub- 
siding, it again united, though I presume by an intermediate substance with the tendon 
below. After six weeks he walked nearly as well as usual. 

PALMER (c) says that the tendon of m. triceps extensor cubilt is sometimes torn. 

_ GRANTHAM mentions (d) a case in which after six weeks there was still a very large 
swelling from the m. rectus femoris being drawn one-third up the thigh, with a corre- 
sponding depression above the patella: walking used great pain in the thigh. There 
was not any tendency to approximation of the divided cords by an intervening ligamen- 
tous substance, and the Surgeon was unable to effect any good by position or pressure. 
I cannot understand why there was difficulty in this case if it were properly treated at 
first.—J. F. S.] 


(a) On the Laceration of the Fibres of the trocnemius Muscle; in the Edinburgh Medical 
Muscles, particularly of the Internal Gastrocne- and Surgical Journal, 1823, July, p. 358. 
mius; in Med.-Chir, Trans., vol. viii. p. 278 (e) His Edition of Hunrer’s Works, vol i. p. 
(b) Case of Laceration of the Fibres of the Gas- 436. 
(d) Facts and Observations in Medicine and Surgery. 
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b.—Or FRAcTURES OF BONES. 
First CHAPTER.—OF FRACTURES OF BONES IN GENERAL. 


Petit, J. L., Traité des Maladies des Os. Nouv. Edit., par Louis. Paris, 1742. 
8vo. 2 vols. 

Port, P., General Observations on Fractures and Dislocations ; in his Surgical Works. 

KIRKLAND, THomas, Observations on Mr. Porr’s General Remarks on Fractures. 
8vo. London, 1776. 


BERTRANDI, A., Opere Anatomiche e Cerusiche, publicate e accresciente di Note e 
di Supplementi dai Chirurghi, G. A. PENcHIENATI e Gio. BRUGNONE. 11 vols. 8vo. 
Torino, 1786-98. 

AITKEN, Joun, M.D., Essay on Fractures and Luxations. London, 1790. 8vo. 

BorrrcHer, J. F., Abhandlung von den Krankheiten der Knochen. Berlin, 1796. 
Three parts, with copper plates. Part I. 

Boyer, M. le Baron, Traité des Maladies Chirurgicales et des Opérations, ete. Third 
Edit. 11 vols. Paris, 1822-1828. 

BERNSTEIN, Ueber Verrenkungen und Beinbriiche. Jena, 1819. 8vo. 

Coorrer, AstLEy, A Treatise on Dislocations and Fractures of the Joints. 4to. 
London, 1822. 

Ricuter, A. L., Theoretisch-praktisches Handbuch der Lehre von den Briichen und 
Verrenkungen der Knochen. With 40 folio plates. Berlin, 1828. 8vo. 

Miescuer, F., De Inflammatione Ossium eorumque Anatome generali. Berolini, 
1836. 4to. 

Hacer, M., die Knochenbriiche, die Verrenkungen und die Verkrimmungen. 
Wien, 1836. 

KorzENIEWSKY, Jos., De Ossibus Fractis Tractatus. Vilne, 1837. 


Meyer, F. G., Die Lehre von den Fracturen. Berlin, 1843. 


573. A Breaking or Fracture of a Bone (Fractura Ossium, Lat. ; 
Knochenbruch, Beinbriich, Germ.; Fracture, Fr.) is the sudden solution 
of continuity of a bone, depending on external violence, or on the violent 
contraction of muscles. 

574. In fractures of bones are distinguished, 1. Whether a bone be 
broken in one only or in several parts at once ; 2. Whether only one or 
both bones of a limb be broken; 8. The direction of the fracture ; 
hence the transverse, (fractura transversa,) longitudinal, (Fractura lon- 
gitudinalis,) oblique fracture, (Fractura obliqua,) according as the ends 
of the bones correspond in a horizontal, vertical, or more or less oblique 
direction. Longitudinal fractures occur simply with simultaneous split- 
ting of the bone, or with a simultaneous transverse or oblique fracture ; 
without these they are very rare; still they have been observed in the 
thigh-bone (GAEDEKE, CAMPAIGNAC) and in the shin-bone (WERNER, 
Croquet); 4. Whether the fracture be combined with splintering of the 
bone, comminuted fracture (Fractura cemminutiva) ; 5. Whether beside the 
fracture there be no other injury, simple fracture (Fractura simplex) ; or 
whether at the same time there be injury of the soft parts, either from the 
violence which caused the fracture, or by the ends of the broken bones, a 
compound fracture (Fractura complicata.) 
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_ Fractures are also divided into complete and incomplete ; BoyER (a) rejects this dis- 
tinction as groundless, but he here manifestly goes too far. MEDING (6) has, in his expe- 
riments on dogs, frequently found the shin-bone broken merely half through, although 
he had produced the fracture with considerable force, as was proved both by the loud 
crack and by the mobility at the place of fracture. I have also not unfrequently observed 
in young children, where, after violence, a fracture was found, and pain, swelling, and 
mobility indicated its place, yet that there was not the least trace of projection of the 
ends of the fracture, nor crepitation to be perceived.. The not uncommon curvature of 
such young bones, after external violence, also proves the comparatively greater yielding 
of the tender bones to external pressure, so that the bony fibres which suffer the greatest 
extension break, whilst the others merely bend, like the cracking of fresh willow. 
Borer’s assertion is therefore to be restricted to the bones of adults. 

575. Fractures of bones, like all solutions of continuity, may be pro- 
duced under any circumstances, if only sufficient violence be used ; they, 
however, occur more readily according to the different position and fune- 
tion of the bones, the age of the person, and the diseased changes of the 
bones. Superficial break more frequently than deep-seated bones; so also 
do those which on account of their functions are more exposed to the 
operation of external injuries. In advanced age the nutritious process in 
bones is altered, and the deposit of phosphate of lime is greater; they 
therefore lose their elasticity, and become more brittle, and break more 
easily. The greater frangibility of bone in age and during other diseased 
States, depends on its diminished cohesion from the excess of absorption 
over deposition, by which the resistance of the structure is lessened. The 
same changes of structure of bone may be produced by diseases which 
especially affect the bony system, for instance, syphilis, gout, rickets, 
serofula, scurvy, and cancer. 

External violence causes the separation of the bone not always at that 
part on which it operates, but frequently at a greater or less distance 
from it, by propagation of the shock, or indireetly by the counter-blow. 
In the former case, severe bruising of the soft parts always accompanies 
the fracture. The external injury often produces only a violent contrac- 
tion of the muscles, which causes the fracture. This is possible even in 
tubular bones ; hence violent cramps and convulsions also may cause frac- 
ture of bones. In a very great degree of brittleness or Sragility of bone (e), 
the external violence often need be but very slight. 

Various opinions have been advanced in regard to the changes whieh the substance of 
bone undergoes in advanced age. According to Brcnar (d), the quantity of lime in- 
creases ; others, however, state that the bone becomes more porous. According to 
MERCIER’s numerous investigations (e), the compact tissue in the middle of the tubular 
bones of old persons is tougher and closer than in adults, it rings when struck, is hard 
and difficult to splinter. The calibre of the medullary cavity is indeed larger, but only 
at the expense of the internal spongy layers, which almost entirely disappear ; but near 
the ends of tubular bones an increased absorption is observed, by which their substance 
is thinned. Here the spaces in the spongy tissue are larger in proportion as they are near 
the medullary canal, and which seems to increase to the very end of the bone. This 
important difference explains why the porosity of the ends of tubular bones in old persons 
contributes more to their fragility than the want of elasticity in their bodies, which is 
otherwise balanced by their greater toughness. Hence in old people fractures at the ends 
of tubular bones, and especially at the upper part of the thigh-bone, are very common, 


but equally rare in the middle of tubular bones, and perhaps even more rare than in 
middle-age persons.—Pianz (f), 


(a) Above cited, p. 9. Rostan, in Nouveau Journal de Médecine, etc. 

(6) Ueber Knock-Wiedererzeugung ; in Zeit- vol. i. p. 138. i 
schrift fir Natur und Heilkunde, Dresden, 1824, RumPe tr, Ueber den Ursprung der sogenannten 
vol. iii. part iii. p. 308. freiwilligen Knoehenbriiche; in Rusv’s Magazin, 

(c) Nicop, Dissert. sur la Fragilité des Os, et sur _vol. xlii, pt. 3. : 
la-contraction musculaire considéree comme eause (d) Anatomie Générale, vol. iii. p. 80. ~’ ‘ia 
de fracture. Paris. (e) Gazette Médicale, vol. iii. p. 561. 1835. 


(f) In the French translation of Cxrt1vs’s Handbook. 
VOL, I. ) 2k 


498 FRACTURES—DIAGNOSIS—TREATMENT— 


516. The diagnosis of Fractures is grounded— 

1. On the changed form and direction of the limb. The operation of 
external violence, the movements of the limb, and the activity of the 
muscles, displace the ends of the bone more or less (a), according to the 
thickness of the limb, in which the ends of the fracture have still one part 
of their surface in contact, and are more or less drawn on one side (6) ; 
according to the length of the limb, in which the broken surfaces are com- 
pletely separated from each other, and lie near to or upon each other ; (c) 
according to the circumference of the limb, when the limb, at the time 
of the accident, or immediately after, rotates, and the one or other end of 
the fracture follows this motion (d); according to the straight direction 
of the limb, when the ends of the fracture are not separated from each 
other, but are more or less bent at an angle. ‘The ends of a fracture are 
frequently little or not at all displaced, when of the two bones of a limb 
only one is broken, the fractured part being furnished with a tough fibrous 
envelope, or the broken surfaces, by means of their relations, mutually 
support each other, or the one end of the fracture is wedged into the 
other, as in fracture of the neck of the thigh-bone. 

2. On the disturbance of the function of the limb. The motion of the 
limb is not always immediately prevented, except when of the two bones of 
a limb only one is broken, or when there is not any displacement of the 
fractured ends, or if a locking have occurred. 

3. On unusual mobility of the part and crepitation in rubbing together 
the ends of the fracture. In order to ascertain this the limb must be fixed 
at two different parts with the two hands, and the ends of the fracture are 
to be attempted to be moved, whilst the one is slightly separated from the 
other. 

Further, the patient feels at the fracture, severe darting pains, and con- 
siderable swelling arises. Easy as is the diagnosis of fractured bones in 
many cases, yet may it be also difficult, if the bones be covered with much 
soft parts, if swelling be already present, and the displacement of the ends 
of the fracture be not very great, or if of the two bones of a limb only the 
more slender be broken and kept in place by the other. 

According to LisFranc (a), by the assistance of the stethoscope, the existence of a 
fracture in any part of the body, except the skull, can never be doubtful. The swelling 
cannot prevent its perception, as on the slightest motion, crepitation is produced. But 


this practice must almost always be useless; for if crepitation exist, it is distinguishable 
without the stethoscope ; and if it exist not, the stethoscope furnishes no new sign. 


577. The prognosis of fractured bones varies, according to the con- 
dition of the bone, according to the direction and complication of the frac- 
ture, according to the age and constitution of the patient, and according to 
his behaviour during the cure. 

If the fracture occur in a bone to which strong muscles are attached, its 
ends are much displaced, and it is difficult to keep them in their proper 
position. Oblique are more untoward than transverse fractures; they 
very often are united with shortening of the limb; and the same happens 
in double fracture. The more the soft parts are injured, and the greater 
the accompanying splintering of the bone, the more dangerous is the frac- 
ture ; especially when large nerves or vessels are wounded by the splinters, 
in which case the inflammation is always very great; gangrene, copious 
suppuration, and so on, often follow. Fractures of bones are of less con- 


(a) Archives Générales de Médecine. Aug. 1, 1823. 
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sequence in children than in adults, partly on account of predominating 
reproduction, and partly on account of the less contractile power of the 
muscles. In more advanced age reproduction already has declined, and 
phosphate of lime is very largely deposited in the bony tissue; hence the 
fracture heals with more difficulty. All diseases which alter the nutrition 
of bone, (par. 575,) as well also as a great degree of weakness, more or less 
prevent the cure of the fracture. Although pregnancy, in so far as the 
living activity is then concentrated at another point, may retard or hinder 
the firm union of the ends of the bone, yet numerous observations show 
that in general this is not the case. 

578. When the ends of the fracture are early brought into a corre- 
sponding position, and there retained, they unite in the same way as divided 
soft parts, (par. 272,) that is, the ends of the bone inflame, are glued 
together by a gelatinous substance, and the vessels shoot into this connecting 
mass; the connexion is at first yielding, till by deposition of phosphate of 
lime it becomes hard. For the first ten or twelve days there is swelling of 
the soft parts, which gradually subsides, and then a circumscribed swelling 
remains around the ends of the bone. Hitherto the patient feels crepita- 
tion at every motion. Between the twelfth and twentieth day, it may be 
ascertained that the ends of the bone are actually connected, although only 
slightly and flexibly. Gradually the union becomes firmer, and between 
the thirtieth and sixtieth day motion ceases. 


The earlier opinions which have been advanced regarding the structure of the mass 
(callus) that connects the ends of the fracture, are more or less one-sided and partially 
false, as sometimes they have derived it from a secreted glutinous and gradually hardened 
matter, sometimes from organization and ossification of the blood; sometimes from 
scarring and ossifying of the periosteum or of the medullary membrane, sometimes from 
the production of granulations. The union of the ends of the fracture must be accom- 
panied with those of the divided soft parts, only that in the former the connecting inter- 
substance undergoes the same changes as the formation of bone in its natural develop- 
ment. The processes which take place on the ends of the fracture are (as experiments 
on animals prove) the following: effusion of blood occurs in the cellular tissue, to a 
greater or less extent, covers the muscles and the fracture, is firmly attached to the ends 
of the fracture and seems to proceed especially from the medullary canal and periosteum. 
The blood gradually becomes paler and tougher, the periosteum swells and reddens, and 
beneath, as well as subsequently out of the medullary canal, a jelly-like mass capable of 
being drawn into threads is deposited. The swollen soft parts are daily connected more 
firmly by the intersubstance, which presents a soft reddish and externally fibro-carti- _ 
laginous tissue through which the aponeuroses and muscles pass, and in which the peri- 
osteum attaches itself, or is formed by the surrounding muscles and cellular tissue. In 
this mass bony points are first produced, at the greatest distance from the fracture, and 
the middle of the callus is at last ossified. The new bony mass is more firm than the rest, 
though this does not depend on its own greater firmness, but on the mechanical relations 
of the shell of the bone becoming thicker and thicker by the deposition of bone; the 
medullary cavity is also usually filled with it, although subsequently the bony canal 
is partially reproduced. As, however, broken bones are united by actual bony tissue, 
so, after the perfect ossification, there can be no question of peculiar callus and of dif- 
ferent structure and substance from the original bone. The structure of new bone varies 
in part according to the period of its growth, partly according to the perfection or im- 
perfection of its condition, as observed in preparations. 


DurvyTren distinguished, according to the above-described symptoms, two periods 
in the formation of bone. In the early period, the ends of the fracture are retained as 
in a brace, by the softened periosteum and swollen soft parts, and by the new bone de- 
posited from the periosteum and medullary membrane, whilst the intermediate substance 
attains the condition of fibro-cartilage. ‘This state, continuing to the thirtieth or fortieth 
day, he calls provisional callus. In the subsequent period, the ossification of the carti- 
laginous intersubstance takes place, not before the fourth or sixth month; absorption 
first removes the swelling of the soft parts, and then, after from six to twelve months, 
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the bony mass in the medullary canal is removed, whereby this canal is restored. This 
DupuyTREN calls the definitive caclus. 


For the literature of Callus, see 
DvuHAMEL, in Histoire et Mémoires de Académie des Sciences. 1739-43. 


Deut LEFF, Dissert. seu Ossis Calli generat. et natur. per fracta animal. oss. demonstr. 
Gotting., 1753. 


MarricuEs, Dissert. sur la Conformation du Cal. Paris, 1783. 
VILLERME ; in Journal Universel des Sciences Médicales, vol. xxviii. 


MeckeL, J. F., Handbuch der Pathologischen Anatomie. Leipz., 1818. vol. ii. 
pt. ii. p. 62. 


BrescHet, C., Recherches historiques et expérimentales sur la Formation du Cal ; 
in Concours pour la place de chef des travaux anatomiques @ la Faculté de Paris. 
Paris, 1819. 4to. 


Scarpa, De Anatome et Pathologié Ossium Commentarii. Ticini. 1827. sm. fol. 
Reypers, Dissert. de Origine et Natura Calli. London, 1833. 
MEDING, above cited. 


Weser, M., Die Wiedervereinigung der Knochen: in Verhandl. der K. L. Aca- 
demie der Naturwiss. vol. xx. 2. 


MIEScHER, above cited. 


[JoHn Hunter, in speaking of the period of union and the manner in which this effect 
takes place in simple fracture, says:—‘‘ The time in which the bone will be united 
will depend on circumstances. In the soft parts union will often take place in forty-eight 
hours ; but it will require much longer time in bones. In the first place, they cannot 
be brought so closely in contact, therefore a large quantity of new matter must become 
vascular; secondly, there is the second or ossific process to be effected ; thirdly, there is 
laceration of the soft parts; fourthly, the state of the constitution and restorative powers 
may be weakened ; fifthly, age. The situation of the bone, too, will cause a variation ; 
the lower requiring a longer time than the upper extremities. In the middle-aged and 
of a good constitution, union will take place in three weeks, so as not to admit of per- 
ceptible motion. If much longer in uniting, it will be uncertain at what time this will 
take place; I have known it months, and yet unite at last. This slowness seems to be 
from imperfection in the two first bonds of union, the adhesive and the cartilaginous; 
sometimes from a want of disposition to ossification.” (p. 503.) 

Various observations and experiments have been made on brutes, mostly rabbits and 
dogs, for the purpose of ascertaining the mode in which fractures are reunited; some 
of the most important of these I shall now recite. 

BRESCHET (@) and VILLERM:E (6), whose inquiries into the re-union of fractured 
bones are, as M1EscHER observes, “ without doubt the most ample and complete,” have 
distinguished five principal periods in the course of this process. 

First period.— From the first to the sixteenth day.—At the onset the effused blood? is 
found in all the soft parts, after which inflammation and swelling principally of the 
cellular tissue appears; the neighbouring parts of the bone itself become paler, and pro- 
duce with the hardened cellular tissue a regular, almost cartilaginous substance. ‘The 
periosteum is rent in pieces about the fractured part, is separated from the bone, and 
between them both a small quantity of viscid matter is seen; the periosteum on the tenth 
day has swollen to the thickness of two-thirds of a line, and adheres firmly to the mus- 
cles and to the hardened cellular tissue. The medulla is torn asunder, and the blood 
poured from it forms a stopple in the medullary canal; within it also blood is exuded, 
and the colour of the medulla is consequently more dingy. From the fourth day the 
medulla assumes a brighter red colour and more solid, then becomes whitish, and the 
substance produced by it, soft at first, becomes cartilaginous, and at last osseous, adhering 
with the bone itself. The surfaces of the fracture are at first concealed by coagulated 
blood ; presently a little viscid matter is seen on them, which gradually increases in 
quantity, becomes firmer, is seen to proceed from the medullary canal, and covers these 
surfaces, which, from the tenth day, are somewhat smoothed and rounded, and at last 
unites with the neighbouring soft parts. This is their substance intermediaire. 


(a) Recherches historiques et expérimentales (b) Dictionn. des Sciences Méd., ‘vol. xxxviii, 


sur le Cal; in Concours pour la place de chef des p- 416, Article—Osstfication du Cal. 
travaux anatomiques. Paris, 1819. ; 
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Second period—Fibrous or Jibro-cartilaginous state, from the sixteenth to the twenty- 
JSifth day.—The cellular tissue nearest the external surface, again softens and returns to 
its healthy state, whilst the soft parts below are daily more firmly united with the inter- 
mediate substance, and with it distinctly bound the circumscribed swelling of callus, in 
which the fragments of bone are, as it were, involved. This swelling consists principally 
of two substances, of which the outer, whitish, cartilaginous in appearance and density, 
here and there entirely cartilaginous, lies over the bone to some distance from the seat of 
fracture, and at the most distant point from the fractured part now presents the hard- 
ness and appearance of bone: the internal substance of the Swelling is reddish and 
thin, adheres closely to the surfaces of the fracture, but more loosely to the first denuded 
surface of the bone not yet altered, and thus forms an intermediate substance ; both 
tissues gradually and indefinitely pass the one into the other. The periosteum, swollen 
at those parts which have now become changed into cartilage and bony matter, is easily 
distinguished and separated, but around the’ middle of the fracture appears entirely 
united with the swelling of the callus. The medullary tube is obliterated with compact 
or porous bony substance. 

Third period.— From the twenty-fifth day to the third month.—Ossification commences 
at the part most distant from the fracture in that fibrous substance which is changed 
into cartilage, whilst, at the same time, the red intermediate substance is converted 
into fibro-cartilage. Thus the whole swelling at length becomes bony; still, however, 
there may be some motion, and if the bone be cut lengthways with a saw, a white 
streak will be observed traversing the callus in the region of the fracture, with which 
the swollen periosteum is adherent. The medullary tube is obliterated ; the soft parts 
have returned to their healthy state. 

Fourth period.—Bony state ; from the third to the sixth month.—The streak is still 
seen for a long time on the external surface, either with the periosteum more firmly 
adhering, or with a little remaining groove; within, as soon as the larger medullary 
cells begin to be formed, it disappears. 

Fifth period.— Diminution of the Swelling. Restoration of the medullary tube.—The 
bony substance filling the medullary tube becomes cellular ; the cells enlarge, and at 
length entirely disappear, and in their stead the healthy medulla appears. In the callus 
also cells are produced, and the size of the swelling being simultaneously diminished, 
the external crust becomes compact. 

From this digest of the observations of BrescHer and VILLERME, which is given by 

Mrescuer, from whose work I have copied it, it appears, as he says, that these writers, 
“although they consider the formation of the callus does not so much originate from the 
periosteum alone as that it is formed between the bone and the pertosteum, in this respect, 
however, agree with DupuyTren, that they confirm the double formation of bony sub- 
stance; of which the one, produced in the external surface as well as in the medullary 
tube, afterwards disappears, (cal provisoire,) whilst the other, formed between the frac- 
tured parts themselves, remains and by degrees becomes more firm (cal definitif.)”? 
(p. 119-121. ; 
‘3 oe endeavouring to settle the disputed points in regard to the production of 
callus, proposes to himself the following questions :—“ Whether, according to the laws of 
nature, it can be that the inflamed periosteum can be converted into bone ; which seems 
from WEBER’s observations to be effected ; BrescHet, VILLERM#, and MEpinG hold that 
the plastic substance exuded from the internal surface of the pertosteum, can alone be 
ossified, which, however, Scarpa entirely denies is ever converted into bone. The 
other question, whether really there be a formation of bony substance, such as Dupuy- 
TREN says is formed, temporary or provisional, or not at all; if it exist, what is its 
nature, what its purpose? It is also very doubtful whether the bone itself remains 
unchanged, or, being softened, is rounded by absorption, wastes, or lastly is loosened up 
and swells.” (p. 125.) Our space will not permit following the interesting history of 
MIEscHER’s inquiries upon these points, and we must therefore be content with the fol- 
lowing summary which he has given of their results :— 

“To one considering these observations, the theory of the formation of the callus 
appears extremely simple; for it is produced, as in every reunion, by the first intention, 
by the exudative inflammation of all the parts injured by the fracture; but the bony 
callus originates from that exudation which proceeds from the bones. We observe the 
inflammation first in the soft parts, the periosteum, the cellular tissue, and the muscles ; 
all which becoming swollen, hardened, and consolidated together, surround the fracture 
with, as it were, a pretty firm capsule. The inflammatory exudation is clearly perceived 
in the internal surface of this capsule, from which I have frequently noticed that reddish 
semi-fluid substance produced which gradually becoming firm is provided with vessels, 
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and not unfrequently has the appearance of kernels or caruncles. By the same inflam- 
mation there springs from the medullary tissue, at the place of fracture, a soft reddish 
substance which covers the surfaces of the fracture, and coalescing with the matter 
exuded from the soft parts, produces the intermediate substance. All these materials 
poured forth from the inflamed soft parts into the cellular-fibrous texture, are as usual 
changed, and fill the intervals between the fragments, whilst the muscles, cellular tissue, 
and periosteum gradually return to their former condition. The bone itself is then 
attacked with inflammation, first indeed at those parts where the flow of blood and nutri- 
tion have not been disturbed, that is, on the external surface, where the periosteum has 
not been torn from the bone, and on the internal, where the vessels of the medulla and 
of the bone are still united together. Hence is exuded a reddish white, transparent, 
gelatinous fluid, scarcely differing from that poured out in inflamed soft parts. This, 
by vessels gradually forming in it, is changed into an organic tissue, and whilst at the one 
part it increases in quantity, at the other, and first indeed where connected with the bone, 
it is converted into cartilaginous and bony substance. Thus, within, is the medullary 
tube obliterated, near the fracture, with new bony matter ; without, this substance pro- 
truding gradually, and propagated from both fragments towards the fracture, at length 
stretches beyond the bare surface of the fractured ends, and at last, as it may chance, con- 
nects both, either throughout their whole extent, or only here and there, Such is the 
formation of PRIMARY CALLUS. Whilst these processes are going on, the surface of the 
bone first bared unites with the capsule formed by the soft parts, and with the prominent 
part of the primary callus itself, but the edges of the fracture with the intermediate 
substance; by which means the flow of the humours being renewed, by it also is the 
formation of bony matter, that is, the formation of the SECONDARY CALLUS, produced. 
From all these parts, then, which I have mentioned, new bony materials gradually in- 
creasing in turn come nearer, and the intermediate substance which in the mean while had 
occupied the ligamentous structure, being got rid of, they at length unite together. Thus 
does callus arise from the bony substance projecting on every side from the fragments 
near the fracture; and is gradually perfected in exactly the same way as the original 
bone itself. Which concluded, it becomes part of the bone itself, and at last is so consoli- 
dated with it, into, as it were, one body, that oftentimes, even with the assistance of the 
microscope, it cannot be determined what should be assigned to the callus, what to the 
original bone.” (pp. 141, 42.)] 


579. The callus often does not attain its proper degree of hardness in 
the usual time, which depends on the insufficient contact of the broken 
surfaces, on the frequent movements of the limb, on the already often 
mentioned dyscrasic diseases, on much advanced age, or especially on 
weakness of the living activity, and on considerable tearing of the per?- 
osteum. ‘The broken ends are connected in these cases either merely by a 
cellulo-fibrous mass, and are in apposition or not, or they scar and include 
neighbouring parts between them; the ends of the bone remain movable, 
and the natural motions of the joint are either completely prevented or 
rendered very difficult: thus an artificial, unnatural joint, is produced. 


Fracture of the neck of the thigh-bone, (within the capsule,) of the olechranon, of the 
knee-cap and heel-bone, in most cases do not unite by bone, but by a tough cellular inter- 
substance. ‘This partially depends on the violent muscular action which displaces the 
ends of the fracture, and partly on these bones being covered with a thick, tough, 
tendinous tissue, which causes the want of external ossification and swelling of the 
periosteum, as well as the change called by DupuyTREn, provisional callus, which keeps 
the ends of the fracture in sufficiently close contact for ossification. Experiments prove 
that the periosteum, both in the neighbourhood of the epiphysis and where the tendinous 
expansion spreads over bones, is loosened with more difficulty by inflammation, and that 
no bony matter is deposited (a). From this circumstance, the opinion that want of the 
periosteum is the cause of want of union, has especial value. ‘The great looseness of 
the fragments, the yielding of the muscles, the small surfaces, capable of touching, of 
the little substantial knee-cap and olechranon, are to be borne in mind, as well also as to 
the poverty of vessels in the isolated head of the thigh-bone; and it is therefore readily 
perceived that the ossification of the inter-substance must be subject to great difficulty. 
But the opinion, that bony union never can take place, is not true (1.) 


(a) Mepin@; above cited, 
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_[(1) The usual absence of union in these fractures must be attributed solely to the 
difficulty of keeping the fractured surfaces in close apposition and at perfect rest, to both 
of which conditions the muscles offer great obstacles. But if these can be overcome, 
there is ample proof, as will be hereafter specially shown, that such fractures can unite. 
And that want of union does not depend on want of power to secrete bone, is proved by 
the large masses of bone often produced about the fractured parts, although no union 
occurs, of which examples in fractures of the neck of the thigh-bone, of the condyles 
of the upper arm-bone, and of the coronoid process of the cubit, are in the museum at 
St. Thomas’s, as well as in many others.—J. F. S.] 


580. If the ends of the fracture touch only partially, they unite at that 
part alone, and mostly this partial connexion is surrounded with a consider- 
able growth of callus. This is also the case when the ends of the fracture 
are split. The growth of callus may be therefore consequent on a too loose 
bandaging, because the broken ends are not thereby kept in apposition. 

581. The treatment of fractures consists generally, 

1. In the proper disposition of the fracture, if the broken ends have 
been displaced. 

2. In retaining the ends of the fracture in their proper corresponding 
position with a suitable apparatus. 

3. In preventing and getting rid of the consecutive symptoms. 

582. Before proceeding to the arrangement of the fracture, the parts 
must be carefully unclothed ; and also, in the necessary transport of the 
injured party, great care must be taken that the ends of the fracture be not 
more displaced, and do not injure the soft parts. 

The setting (Repositio, Lat.; Hinrichtung, Germ. ; Reduction, Fr.) of 
the fracture consists in overcoming the contraction of the muscles by 
extension and counter-extension, and then by direct pressure, to bring the 
two ends of the fracture into actual contact ( Conformatio, Coaptatio.) 

Extension and counter-extension are made by assistants, the one holdin 
the limb below the upper, and the other above the lower joint of the broken 
bone, and drawing in opposite directions; but first always in that of the 
lower piece of bone, and afterwards in that of the limb. When sufficient 
extension has been made, that is, when the ends of the fracture are some- 
what separated from each other, the Surgeon, grasping them with both 
hands, must endeavour to bring them into corresponding position and con- 
tact, and to smooth all irregularities. j 

583. The retention of the limb in this position depends on the appa- 
ratus, during the application of which the proper degree of extension and 
counter-extension must be kept up. The apparatus must completely en- 
close the whole limb, by its regular pressure must render the displacement 
of the ends of the bone impossible, and prevent the motions of the limb. 
For this are requisite—lst. The swathing of the whole limb with several 
strips of bandage, (or with the eighteen or twenty-tailed bandage, ) or in the 
upper extremity with a common circular bandage, after a compress has been 
put upon the seat of fracture (1). These parts of the apparatus must previous 
to their application be moistened with a resolvent lotion, as for example, 
lead wash, if continued moisture seem fitting for the prevention or dimi- 
nution of severe inflammation, otherwise they should be applied dry, and 
are to be put on neither too tight nor too loose. 2dly. The application of 
splints. These are either flexible and take on the form of the limb, as 
splints of pasteboard, of leather, of flexible wood, of wooden or fishbone 
rods sewed up in linen; or they are inflexible, of firm wood, or of lead, 
more or less corresponding to the form of the limb (2). The firm unyielding 
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splints are most suitable for all fractures of large bones, as those of the 
lower extremities. Only in children, or in fractures of small bones, may 
flexible splints be used, which are fixed with a roller or with separate 
straps. Of the inflexible splints those made of firm wood, and which are 
quite straight, are the best. Between these and the limb, bags filled with 
chaff are to be applied throughout the whole length of the latter, to 
equalize their pressure (3). These splints should, if possible, be so large 
as to project over the neighbouring joints ; on the lower limbs they should 
be applied on both sides, enclosed in a sufficiently large cloth, and fastened 
with several straps. They render the so-called straw splints quite 
superfluous (4). 


The fracture-plasters (empl. catagmatica of the ancients) are to be rejected on account 
of their irritating properties. Many, however, employ empl. sapon., in order to diminish 
the pressure of the apparatus, especially in those bones which are merely covered with skin. 

[(1) No compress should ever be applied upon the seat of fracture ; it is quite un- 
needed, as the position of the limb should put the broken ends in proper place; it is 
very improper, as it may cause ulceration of the interposed soft parts. 

Neither should any bandage, on any account whatever, be applied at first; the 
constriction it produces by becoming tightened, as swelling comes on, is at the least 
inconvenient, as the bandage must be loosened again and again; for if not, severe and 
unnecessary pain will be produced to the patient, and gangrene may follow, of which 
I have seen examples. Even after all swelling has subsided, I think fractures do quite 
as well, if not better, without any other bandage than those necessary to confine the 
splints, as the limb is thereby less heated. 

(2) As presently shown, the use of starched or gummed rollers, which drying, 
exactly fit the limb, and form a firm strong case to it, are commonly used, in many 
fractures, in preference to any splints. 

(3) The best material for padding splints, is thick flannel or blanket, in three or four 
layers, and covered with linen. 

(4) The treatment of simple fractures by the immovable apparatus, as it is now called, 
has within the last few years greatly superseded the use of splints, except in very 
oblique and unmanageable fractures. A method of this sort was known to and men- 
tioned by CHESELDEN (a), who says :—“I had learnt it from Mr. Cowrer, a bonesetter 
of Leicester, who set and cured a fracture of my own cubit, when I wasa boy at school. 
His way was, after putting the limb in a proper posture, to wrap it up in rags dipped in 
the whites of eggs and a little wheat flour mixed ; this drying grew stiff, and kept the 
timb in a good posture. And I think there is no better way than this in fractures, for 
it preserves the position of the limb without strict bandage, which is the common cause 
of mischief in fractures.” (p. 38.) Elsewhere, in speaking of the treatment of club-foot, 
CHESELDEN (6) gives a plate showing the application of this bandage, from which it 
appears he put on single strips of linen diagonally upon the leg, and crossing each other 
in various directions; and he makes one observation worth remembering :—“ There is 
no bandage so equal as this for a fractured leg. I always use it, leaving that part upon 
the tibia very thin, that if it grows loose by the abatement of a swelling, I can cut out 
a piece and bend it closer. Upon a journey I once set the cubital bone of a gentleman’s 
arm that was broke; and, making use of this bandage, he the two next days rode long 
journeys without any inconvenience.” (p. 453.) 

The reintroduction of an apparatus, on nearly the same plan, is due, I believe, to Joun 
Lawrence of Brighton. Its advantage consists in the formation of light, close-fitting 
cases or moulds of the limb, which, as they dry, are amply sufficient to keep the bone 
and surrounding parts in proper place, and at the same time to permit free movement of 
the whole limb, and if it be the leg, even of bearing the weight of the body and walking 
upon it, without disturbance of the position of the bone, and without interference with 
the process of union. This treatment, as efficient as it is simple, has also the advantage 
of relieving the patient of the irksomeness of keeping his bed for several weeks, as so soon 
as the bandage has become dry, he may be allowed to get up and move about without 
fear of retarding his cure. There is also in this plan, whatever the modification of it 
may be, the advantage that the linen case fits much more perfectly than any wood or tin 

(a) The Anatomy of the Human Body, llth Dran’s Operations in Surgery by Gataxrr, 3rd 


Edition, 1778. Edition, p. 1737. 
_ (b). See his Additions to the Translation of Lx 
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splint however carefully padded, and that the materials are always at hand in every 
house, and of the most trifling expense. 

The first method I saw employed, and which I first used, was that of linen splints 
and a roller, according to LAwrence’s plan. The splints are made by covering one 
side of the limb with a piece of linen or lint soaked in water, and of rather larger size 
than the splint is proposed to be. White of egg and flour well mixed, and of the con- 
sistence of very thick cream or batter, is spread over three or four strips of linen, each 
about three fingers’ width, and of corresponding length with the limb; and these, one 
after another, are laid upon the lint with their spread surface downwards, and the edge 
of each, after the first, a little overlapping the other. All the air is to be got from beneath 
the linen, by gently passing the finger from one end to the other, but always one way, or 
the splint will not be even; and when the whole has become well applied to the lint, then 
a layer of short strips, also spread with the egg and flour, are to be placed across the long 
ones from one end to the other, and each a little overlapping the other, as in the first 
layer, and the whole to be carefully pressed down and the air discharged as before. A 
second layer of long strips is then to be applied, over this a second layer of cross strips, 
and then a third layer of long strips, all spread with the mixture, completes the splint. 
Great care must be used in pressing out all the air, otherwise the splint is weak; but if 
this be well done, then as the linen and the mixture dries, the splint becomes as tough 
and unyielding as a board, and fits like a mould to the limb. During the drying of the 
splint, which usually occupies twelve or sixteen hours, the patient must be careful to 
keep his limb in the position in which it has been placed, or the splint will be disturbed 
and harden awry. This constrained position, even for so short a time. is the principal 
inconvenience and objection to this mode of treatment. On the next day, if the splint 
_ be tolerably dry, it should be carefully removed, the edges cut smooth with a sharp 
knife, and then a little pressed out with the thumb, to prevent them digging into the 
skin and causing a sore. After this the limb is to be turned over and laid upon it, and 
then the other side of the limb to have a splint made like the former. Care must be 
taken that the edges of the splints should be at least half an inch asunder, so that they 
should not jostle each other, nor prevent a little pressure being made upon them by the 
roller, nor hinder their drawing together subsequently when the limb has shrunk, which 
it usually is after a fortnight. On the third day the last-made splint is to be removed, 
its edges pared and pressed out, and then replaced. The limb is now raised, being kept 
in place by the splints, and all are to be swathed, from end to end, in a roller of six yards 
length, which having been soaked in pretty thick starch, is first rolled up, and then 
carried round spirally, and with as many reflexes as may be necessary to make it lie 
even; after which the whole is to be gently pressed down, and brushed over with starch, 
and then the limb laid in an easy and convenient position to dry. On the fifth day the 
patient may leave his bed and move about, either carrying his foot in a sling, or bear- 
ing upon it as he may be disposed. The starched bandage generally needs renewal at 
the end of a week or fortnight, on account of the shrinking of the soft parts; but very 
commonly nothing more is requisite till the entire removal of the splints.. 

A much more simple, and equally efficient, treatment is a starched or gummed roller, 
without even linen splints, closely applied three or four times over the whole limb, which 
has been first covered with lint. The gummed roller is that which in our hospital 
practice is almost alone used in fractures of the leg, either of one or both bones, and in 
fractures of both the upper and fore arm. 

In the employment of either of these methods care should be taken that neither 
should be used till the swelling has completely subsided, that is, not till the lapse of five 
or seven days after the accident, during which time the limb may either lie simply on a 
pillow, or be temporarily put up lightly in wooden splints. I do not think it prudent to 
put the apparatus on immediately after the accident, for very often the swelling and 
consequent pain from its tightness will compel its removal; or if left untouched there 
will be the same danger of mortification as from tightly-bound splints of the common 
kind. 

Various materials have been proposed with which the roller should be spread, or in 
which it should be soaked, a number of experiments on the composition of which have 
been made by SMEE (a). 

Tavienor (6) has recently proposed the use of oil varnish in the treatment of frac- 
tures of the lower limbs of young children, where by the constant moisture of the 
urine the common apparatus falls to pieces. He first applies a starch bandage, and 


(a) On the Composition of Moulding Tablets (6) Examinateur Médical, “Aug. 1841; and 
for Fractures, &c.; in Lancet, vol.i. p. 833, 1838— opens een and Foreign Medical Review, vol. 
39. xii. p. 544, 
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when that is quite dry, brushes over its whole external surface, also the upper border 
and part of its internal surface with varnish; then dries it in the sunshine or by 
artificial heat, and, two hours after, repeats the varnishing. Over such bandage the 
urine passes without in the least softening or disturbing it; and Tavienor says it has 
the further advantage of being removed without cutting the bandage, merely by putting 
the limb into warm water, which insinuating itself dissolves the starch, and allows the 
roller to be easily taken off.—J. F. S.] 

584. This (the Simple Contentive) apparatus is sufficient in transverse 
fractures, and in such as are not very oblique. But if the fracture be very 
oblique, this apparatus will not, in the least, prevent the displacement of 
the ends of the fracture, as it affords them no support, and therefore they 
are always readily displaced by the action of the muscles. This especially 
happens in fractures of the lower limbs, where in order to counteract the 
contractions of the muscles, a continued extension of the limb by means 
of particular contrivances is most proper. It must, however, be remarked 
that the extending force, so far as possible distributed over the limb, should 
be applied above and below the neighbouring joints, and increased or di- 
minished at pleasure, as otherwise inflammation, excoriation, and mortifica- 
tion, are produced by the pressure. 

585. The position of the limb during extension and counter-extension, 
( par. 582,) as well as during the cure, should always be that in which the 
muscles are most relaxed. Therefore in fractures in the middle of tubular 
bones, the straight position is to be preferred ; but in fractures in the neigh- 
bourhood of joints, the half-bent position, because, as the flexor muscles are 
attached to the bones above and below the joints, they always drag in the 
direction in which they bend, and the two ends of the fracture are best 
kept close together if the joint be retained in a half-bent position. The 
exceptions which occur in reference to this rule will be noticed in the 
special treatment of fractures. Only when the fracture extends into the 
joint, and stiffness is feared, must the limb have that position during the 
cure, which, should stiffness take place, will least hinder its motions ; there- 
fore in the lower limbs the straight, in the upper limbs the half-bent, which 
also is the most suitable, as in that only can the arm be properly fixed. 


[The rule laid down by Cuerivus in the beginning of this paragraph, in regard to 
putting the limb in a half-bent posture, so as to relax the muscles, is perfectly right; but 
the exception he makes at its conclusion is equally wrong. There is no reason to expect 
stiff joints to occur more frequently in the lower limbs than in the upper ; and, indeed, 
experience proves that they rather more commonly happen in the upper than in the 
lower limbs. But in the latter, a bent posture is much preferable to an extended one, as 
the patient walks infinitely better with a bent knee than with a straight one. Stiff joints 
are, however, except when the fracture extends into a joint, and even then not always, 
rather uncommon. I admit that, generally, in fractures of the lower limbs, I prefer the 
straight position when the fracture is of the thigh, not, however, in regard to any con- 
sideration of the possible stiffness of the knee-joint, but because I believe it answers the 
purpose equally well as the bent position, and gives the patient the opportunity of vary- 
ing his posture, which is not a trifling advantage and comfort to him.—J. F. 8.] 


586. When the apparatus is applied, and the limb put in a proper posi- 
tion, care must be taken that it is neither neglected nor displaced’ From 
time to time it must be moistened with the resolvent wash, and the bandages 
tightened when they yield (1). When the apparatus becomes loose (mostly 
about the fifth or sixth day) it must be re-applied, and as often as it does 
not keep firm, at which times the broken ends of the bone must be always 
brought into their proper position, if they have become displaced. The 
general treatment requires attention only for the first few days, and should 
be antiphlogistic. In common cases after proper arrangement no peculiar 
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symptoms are observed. The apparatus must only be removed when the 
connexion of the bone is complete, otherwise the limb is distorted by the 
action of the muscles. The time during which the apparatus is to remain 
on, will depend upon the state of the fracture, upon the size of the bone, 
upon the power of the surrounding muscles, and upon the function of the 
limb. In fractures of the lower limbs it should always remain on longer 
than in those of the upper; in oblique longer than in transverse fractures. 
If at the proper time no firm callus be formed, the causes which prevent 
its hardening (par. 579) must be removed. General diseases require suit- 
able treatment ; the ends of the broken bone must be kept in the closest 
contact and at rest ; the apparatus must be applied less tightly on the seat 
of fracture, and generous strengthening diet ordered. Many months may 
elapse before the callus becomes quite firm. 


[(1) As a fracture should never be properly put up till all swelling have ceased, and the 
soft parts have almost entirely, if not completely, returned to their natural size, it is 
unadvisable to continue the use of any cold applications of any kind. It is better to 
leave the limb entirely alone as long as possible. On the upper limbs the bandages 
rarely require readjustment for ten days or a fortnight; and on the lower limbs, not for 
a fortnight or three weeks. Though it must not be forgotten, that one or other strap 
may require a little tightening daily for the first three or four days, till its woof have 
attained its utmost stretching ; but it is rare that the whole apparatus needs re-adjustment 
' before the time just mentioned. I have, indeed, often known the whole apparatus, 
bandages and all, untouched from their application till their removal, with the best 
results.—J. F. S.] 


587. The earlier and more perfect the setting of the fracture is, the 
fewer symptoms follow ; but if before the setting be effected, much inflam- 
mation and swelling have taken place at the seat of fracture, the patient 
must be prepared by suitable blood-lettings and dispersing applications for 
the setting, in which the limb is to have such position that all the muscles 
shall be properly relaxed, and, if possible, extension and counter-extension 
made above the neighbouring joints, by which the muscles passing over the 
fracture are not pressed and dragged by the hands of the assistants. The 
setting must not, under these circumstances, be long delayed, for the prin- 
cipal mode of diminishing the inflammation is setting the fracture, the ends 
of which then no longer irritate the soft parts. 


_ Many moderns comply with the general maxims heretofore followed by the older 
Surgeons in reference to setting and to the application of apparatus after from the first 
four to eight days, to allow and to wait for the passing by of the inflammation, till the 
pain and swelling have diminished, and thereby a more secure position of the limb ob- 
tained. This advice is manifestly objectionable, and the putting off the setting to be 
restricted only to those cases where decided inflammation has set in. 

[As a general rule, I do not at all agree with the principles here laid down by CHELIUs ; 
I am quite certain that no fractures, excepting those of the collar-bone, and very oblique 
fractures, in which the ends of the bone threaten to penetrate the skin, should ever be 
set, that is, put in splints and bandaged, till after three or more days, or more correctly 
speaking, till the swelling has ceased and nearly or completely subsided. Nothing is 
gained by immediate application of splints and bandages, for the increasing swelling 
renders the latter so tight that they require loosening, in consequence of the severity of 
the pain caused by the constriction; and I have known mortification ensue from this 
cause, and amputation required to save the patient’s life; and after this necessary relaxa- 
tion of the bandages, when the swelling subsides, the whole apparatus becomes loose and 
useless, and requires to be re-adjusted. Therefore all that should be done at first is, to 
lay the limb upon a pillow, in a position which gives the patient the greatest ease, and 
soothes the irritability of the muscles; for which purpose a position intermediate to 
_ flexion and extension should be preferred ; and in reference to the upper limb especially, 
such as will facilitate the return of the blood from its extremity, namely, raising the 
hand and elbow above the shoulder. A piece of linen moistened with an evaporating 
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lotion is commonly laid over the limb, and may, perhaps, tend to diminish the effusion, 
and check the action of the vessels of the part; but if there be not much disposition to 
swelling or pain, it is of little consequence, except to satisfy the patient’s mind that 
something is being done for his relief. Generally, bleeding in town practice is totally 
inadmissible, and I much doubt its needfulness under any circumstances. Local bleeding 
with leeches is now and then required, but in general rarely called for, and I think best 
left alone; for after the lapse of a few days all the powers of the constitution, and of the 
part itself especially, are required for the reparation of the injury, and therefore should 
not be uselessly diminished. 

In cases of fractured collar-bone, or of oblique fractures, something must be done at 
once, to counteract the muscular contraction, which tends to thrust the bone among the 
muscles or against the skin, and even to pierce it. But even under these circumstances, 
the object is not to set the fracture, but simply to quiet the muscles, and to arrest the 
irritation they excite by their continual forcing the ends of the fracture into themselves, 
and thereby increasing the disposition to that unsatisfactory proceeding, and worrying 
the patient’s feelings. In these cases, therefore, extension should be employed, as 
CHELIvs advises ; but nothing in the way of setting the fracture should be attempted 
till the swelling have subsided. Sometimes in oblique fracture position will be sufficient 
to allay these inconveniences without extension, but not always the same position. Two 
persons may seem to have a precisely similar oblique fracture, but in one the spasm will 
only be checked by the straight posture of the limb, whilst in the other this can only be 
effected if the limb be bent. The decision of these points must depend on the circum- 
stances of each case, and upon the judgment of the Surgeon, but they are of the greatest 
importance to the patient, and must uot on any account be overlooked. 

In the employment of extension, any special apparatus is rarely required. A bandage 
fastened around the joint below the fracture, with a weight attached to its end and slung 
over the side or foot of the bed, is usually sufficient. Nor is a very heavy weight 
requisite ; three or four pounds, or a brick, is amply sufficient for the purpose, as after 
a few hours the muscles soon tire of dragging at even so slight a weight, and, ceasing to 
act, no longer force the fractured ends of the bone into themselves, and the fracture drops 
into place. 

Should the bowels be loaded, it is advisable that they should be cleared by a gentle 
dose of castor oil before the fracture is set. But when the setting has been perfected, it 
is best that they should be unmoved for several days, so that the fracture may not be 
disturbed by the patient’s movements. If, however, he should become uneasy and 
feverish, they must be looked to, and relieved with as little disturbance of the limb as 
possible.—J. F. S.] 


588. Little important as are the symptoms which generally occur in 
Simple Fractures, yet may they be very serious in Compound Fractures (1). 

If considerable bruising or division of the soft parts be connected with 
fracture, the inflammation is always very great, and requires strict anti- 
phlogistic treatment, blood-letting, leeches (2), cold applications, and so 
on, together with the simultaneous use of opium, if very severe pain and 
other nervous symptoms be present (3). In very great swelling and ten- 
sion soothing applications should be employed (4). 

The wounds accompanying fractures are either consequent on the ex- 
ternal violence, or on the bony pieces being driven through the soft parts. 
In the former case the setting is usually not connected with any particular 
difficulty, and the wound may be brought together with sticking plaster, 
even although its state be such as to give little expectation of its being 
followed by quick union. In the latter case the difficulty of setting de- 
pends on the size of the wound, and on the projection of the pieces of 
bones, as well as on their direction. The wound is to be enlarged, if the 
piece of bone be firmly girt by it (5); the extension is always to be made 
in the direction of the protruded bone, till the broken ends no longer 
overlap, and then the limb is to be put in its straight position. If the 
fracture cannot be set in this way, it is necessary to saw off the protruding 
pieces of bone (6). Splinters, if quite loose, must be removed; those 
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which still remain attached must be pressed into their place, and they 
should only be removed if they produce inflammatory nervous symptoms 
or abscesses (7). If the wound suppurate it requires, should the suppu- 
ration be slight, the usual treatment ; if it be more copious, care must be 
taken for the free outlet of the pus either by sufficient enlargement of the 
wound or incisions, and by suitable position of the limb every collection 
and burrowing of the pus must be prevented. If, during suppuration, 
splinters become loose, they must be dextrously removed ; the dressings 
must be renewed as often as the quantity of pus renders it necessary (8). 

Injuries of large vessels in open wounds are of little consequence, as 
they may be tied, either at once, or after enlarging the wound. Deeper- 
seated vessels are generally injured by the ends of the bones, and the blood 
collects in the cellular interspaces of the limb. In this case the wounded 
vessel, or if that be not possible, the trunk of the artery above the wound 
should be laid bare by a proper incision and tied (9). 

Mortification may take place, either as a consequence of a high degree 
of inflammation, or of the weakly constitution of the patient, or from severe 
bruising and tearing of parts, from very great violence employed in setting 
the fracture, or from too tight bandaging. Sometimes therefore a strict 
antiphlogistic treatment must be employed, and every irritant and pressure 

removed. Sometimes strengthening remedies internally and externally 
must be used. Opium is frequently of most important service (10). 

In delirium nervosum tremens, which occurs particularly in old persons, 
in drunkards, also in great corporeal irritability, from mental emotions, 
severe pain and so on, generally two or three days after the accident, but 
often later, during suppuration with restlessness, confused ideas, talkative- 
ness, screaming, raging, insensibility to pain, sleeplessness, with weak or 
small, soft or quickened pulse, opium must be given in large doses till the 
patient is kept constantly asleep ; only in great determination of blood to 
the head may careful blood-letting, leeches to the temples, mustard poul- 
tices, and so on, be previously necessary. I have always noticed the best 
effects from opium ; not so however from tartar emetic in divided doses, 
assafoctida, valerian, which have been recommended by different persons 
for this disease. Spirituous liquours must not be withdrawn entirely from 
drunkards during this treatment. If sleep do not take place, death is the 
consequence. Qn dissection no disease is found (DuruyTREn) ; frequently 
there is exudation on the arachnoid, pus in the joints, and in the sheaths 
of the tendons (J GER). 


[(1) In the consideration of compound fracture it must be carefully remembered 
that the existence of a large wound with fractured bone does not constitute a compound 
Jracture, but that a fracture is only compound when a wound, however small, communicates 
with it, so as to expose the broken bone to the air. A fracture with a wound may, how- 
ever, become in a shorter or longer period compound, by this communication being 
established. And even a simple fracture, where the soft parts are very thin above the 
broken bone, or where they are much bruised, may, and often does in the course of 
two or three days, become compound ; or the same result may be produced in simple frac- 
tures, (especially if the bone be broken obliquely,) either by spasm of the muscles, or by 
the patient’s restlessness thrusting the broken end of the bone through the skin, almost 
immediately after the accident, of which I have seen instances, and one from the latter 
cause but very lately.—s. F. s. 

_ “Compound differ from simple fractures,” observes Joun Hunter, “ in the first and 
second modes of union being lost; and, therefore, the third, by granulation, takes place. 
The granulations between the ends of the bone and on the lacerated surfaces take on an 
ossific disposition, and the suppuration is always more or less surrounded by the adhe- 
sive inflammation, so that it extends pretty far, and consequently the callus is large. 
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Hence these fractures are so tedious and dangerous, especially when in the lower 
extremity, which is their usual situation, There are no bounds to the mischief done b 
a compound fracture; the loss of the uniting substance by the wound, and the loss of 
the living principle to what remains by the exposure, are causes of the failure of the 
first process, and besides, the ends of the bone are sometimes so locked together, as to 
require to be sawed off, or so denuded of their investing membrane, as to lose their 
living principle, and to exfoliate, as the dead part must be thrown off before the wound 
can heal. This sometimes takes six or eight months, and is so extensive, as to be very 
dangerous. The inflammation too which follows the accident is commonly very consi- 
derable, and may proceed to mortification.” (pp. 508, 9.) 

ASTLEY Cooper says :—“ The effect which compound fracture produces on the consti- 
tution is to set up a violent re-action, so as to bring about a restoration of the injured 
part. The degree of this effort of the system will very much depend on the manner in 
which the accident is treated ; and I should say that it was an important injury or 
otherwise, according to the plan of treatment which is pursued; for if you are careful 
in the management of the case, you may procure adhesion of the external wound, and 
thus reduce the accident to the state of a simple fracture.” (p. 644. 

The truth of these observations is fully confirmed by even the most limited expe- 
rience ; and it may be worth mentioning, as confirmation of the propriety of attempting 
to unite the wound, and so to produce a simple fracture, that MrEscHER found difficulty, 
in experimenting upon rabbits, to produce suppuration in a compound fracture. “I 
broke,” says he, “the shin-bone of a rabbit in the usual way, and by cutting into the 
soft parts, down to the fracture, endeavoured to excite suppuration, but the wound 
covered with a scab, was shortly closed, and the fracture united by adhesion. I then 
thrust the end of one of the fragments through an artificial wound; this, however, 
failed of exciting such suppuration as I wished, the projecting part ran into necrosis, 
and was afterwards thrown off, but the lips of the external wound girt tightly around 
it, were covered with a crust, and the cure went on within just as in simple fracture. 
At length I succeeded according to my wishes, by thrusting a small pencil of charpie 
through the external wound down to the fracture, and there leaving it.” (p. 219.) 

(2) Ifin simple fracture general blood-letting, or even leeches be rarely expedient, 
in compound fracture, at least in towns, they should never be resorted to, for patients 
living in such districts have not sufficient constitutional power to admit of its dimi- 
nution in the long run, although it might seem requisite at the onset. In country prac- 
tice, however, where the people are more generally healthy, and less addicted to the 
abuse of spirits or malt liquor, general bleeding is sometimes required, but should 
always be resorted to only upon the most careful consideration of the case. 

(3) As regards opium, in healthy persons, it is better not to administer it, as by 
affecting the head, its common effect, it masks the symptoms of constitutional disturb- 
ance, and renders them apparently more severe than they really are. If, however, 
the patient be of drunken habit, and there be reason to anticipate an attack of deli- 
rium tremens, then opium must be resorted to as an absolutely necessary part of the 
treatment. 

(4) Lalways prefer poultices of warm bread and water, as a tepid evaporant, accord- 
ing to ABERNETHY’s method, rather than cold applications, because they relieve the 
tension of the skin, lessen the inflammatory disposition, do not retard quick union, if 
the wound be disposed to it, and encourage the separation of sloughs, and the production 
of healthy granulations, if the skin be so injured as not to unite by adhesion. 

(5) Enlargement of the wound in compound fracture should not be lightly under- 
taken, and as far as my experience goes, is not often requisite ; for if the Surgeon have 
a little patience and dexterity, a protruding fracture may often be coaxed, if the expres- 
sion may be permitied, to recede into its place, when force is quite unavailing. Should 
it, however, be necessary to enlarge the wound, the operator should carefully select 
such part of it as with least division will permit the return of the bone. 

(6) Sawing off the protruding portion of the fracture is still less necessary than 
enlargement of the wound, and should never be resorted to but on the most urgent 
necessity. I believe that in but exceedingly few instances its needfulness depends 
rather upon the incapable conduct of the medical attendant than on the nature of the 
accident itself. 

(7) Loose pieces of bone, if not of large size, but lying between the main parts of 
the fracture and near the surface, especially if the wound be large and there be much 
bruising, are best removed at once, as they rarely unite, and commonly keep up irrita- 
tion till they are thrown off; not unfrequently also they prevent the union of the main 
pieces, and render amputation necessary. 
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(8) During the progress of compound fractures, abscesses often occur, sometimes 
near to, sometimes more distant from, the wound. If after a few days they do not make 
their way to the wound, and empty themselves by it, or if after having so done, they 
burrow beneath the skin, it is best to puncture them, to favour the ready escape of the 
matter; but large wounds for this purpose are neither necessary nor advisable. 

(9) Wounds of large vessels in compound fracture are not of so little consequence 
as CuELtus thinks; nor is either tying them in the wound, or tying the trunk above, 
so lightly to be undertaken as his recommendation would seem to infer. Active arterial 
bleeding in compound fracture is always a very important circumstance, and requires 
grave consideration as to the treatment to be adopted. The first point to be determined 
is the possibility or propriety of taking up the vessel in the wound. If the bleeding 
orifice be exposed, the vessel may be tied above and below the wound, if it be only 
wounded ; but if it be torn through, both ends should, if possible, be tied, as unless that 
be done there is no certainty that bleeding will not recur from the untied end at any 
time that the general wound be unhealed. If the vessel cannot be found by carefully 
and gently sponging out the wound, then comes the question, should the wound be 
enlarged in the direction presumed most likely to discover it? I think not, as it is 
commonly a very uncertain and unsatisfactory proceeding, the torn state of the parts, 
and the effusion into them, rendering the discovery of the vessel very difficult and often 
impossible; besides which, the bleeding vessel may be almost certainly ascertained to 
be so deeply situated and so lodged, that it cannot be got at from the wound, even 
though enlarged, as when the posterior tibial or the peroneal artery is injured, and the 
wound is on the front of the leg. The second point then presents itself, that of tying 
the principal vessel of the limb above, and at a distance from the wound. This is open 
to two objections, first, that there is no certainty of the bleeding not recurring when 
the circulation has been restored by the collateral branches, under which circumstances 
the patient is again placed in the same dangerous condition as originally ; second, that 
there is always fear of the limb becoming gangrenous from the supply of blood having 
been cut off, under which state the patient’s recovery can only be hoped for by having 
recourse to amputation whilst in a most unfavourable condition. 

With these views, it seems to me preferable, if the bleeding cannot be stopped by 

taking up the vessel in the wound without much disturbance of the injured part, to am- 
putate the limb at once, as being the safest course to pursue; for if there be much groping 
in the wound, it will most assuredly slough, and the patient suffer severely from, if not 
be destroyed, by the consequent constitutional irritation. 
(10) Mortification may occur at almost any period after compound fracture, and when 
setting in early, most commonly depends on the severity of the bruising and tearing, 
which the constitution feeling it has not power to repair, makes no effort towards restora~ 
tion, but immediately sets about throwing it off. If there be sufficient strength, the 
extent of the slough is soon defined by the ulcerative inflammation, which forms a 
groove, at first superficial, and then gradually deepening and following the dead parts 
till their final separation. Sometimes, however, the sloughing commences below, and 
the skin remains for a time sound, until the pressure of the slough and pus, with which 
it is sodden, causes ulceration for its discharge. At other times the mortification remains 
undefined, and from day to day continues creeping on till the powers of the constitution 
are worn out, and the patient sinks from the accompanying hectic fever. 

The constitutional treatment is, in these cases, of the first importance ; not loading the. 
stomach with medicine, but judiciously providing it with easily digestible and nutritious 
diet : strong beef tea with arrow-root, blanc manger, jelly without acid, eggs, and oysters 
if in season ; the latter I have often induced patients to take when nothing else would 
be taken. The patient’s habits in regard to beer, wine, or spirits, are to be carefully 
inquired into, for that quantity of either which, with moderate persons, would be con- 
sidered large, is to others of not the least benefit. I have known a pint of brandy taken 
in the course of the day, and absolutely necessary to carry a porter through safely whose 
leg had been amputated for compound fracture. A pint of wine, or four: or six ounces 
of brandy, or three or four pints of beer, or portions of all three, are commonly required 
in our treatment of these cases in the hospital. Sometimes it is necessary to give gin or 
rum, to which the patient has been accustomed, and which suit him better than any thing 
else. If the stomach will bear it, I prefer good porter far before wine or spirits; the 
effect of the latter are scarcely more than stimulating ; but the porter is less stimulating, 
its effect more enduring, and the large quantity of mucilage it contains renders it at once 
both victuals and drink, and affords much nutriment to the constitution. If purging 
come on, the porter must be omitted, and brandy in arrow-root must supply its place. 

As to external applications, simple bread-and-water, or linseed-meal poultices are best, 
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when mortification has come on; and if there be offensive smell, a cloth dipped into 
solution of chlorate of soda may be put next the wound.—J. F. §.] 


589. To keep the limb at perfect rest and firm after properly setting 
the fracture, and to prevent, at every readjustment of the apparatus, the 
easy occurrence of motion and displacement of the ends of the bones, 
various means have been proposed, which when once applied are to remain 
till the cure be perfected. 


Larrey (a) describes the following as the best treatment for compound (as well as 
for simple) fractures. After enlarging the wound if necessary, the effused blood is, as 
far as possible, to be squeezed out, any wounded vessel tied, and the setting adjusted, 
the edges of the wound are to be brought together, and steadied with some perforated 
strips of linen spread with wag. styracis, and with soft charpie and compresses over- 
spread with a glutinous tonic liquor, as wine or camphorated acid, mixed with white of 
egg. These compresses must surround the whole limb so closely that not the least space 
is to be left between them, and so that they should produce equal pressure on all sides ; 
the usual splints may be profitably applied. After the application of a sufficient number 
of compresses the eighteen-tailed bandage (which is preferable to ScutTerus’s) should 
be put on. This dressing must be reapplied once or twice before the completion of the 
cure, and the secretion of the wound which has filtered through must be removed with 
a sponge. This treatment has the advantage of preventing the frequent and always 
dangerous movements which occur in the often necessary renewal of the ordinary con- 
tentive apparatus. But we obtain the same advantage from the use of the contrivance 
subsequently to be described, for permanent extension, by which also the injury is pre- 
vented arising from retention of the secretion of the wound and loosened splinters of 
bone, especially at a hot time of year. ‘This mode of treatment, viz., the undisturbed 
application of the apparatus, is common with the Spanish military Surgeons, and may be 
also employed in gun-shot wounds (6), and so on. Corresponding to this is the plaster 
of Paris apparatus, with which the whole broken limb is enveloped, and as it becomes 
firm it serves instead of splints and every kind of bandage; and by making apertures, 
either at first or subsequently, in the hardened mass, the wounds and so on can be 
attended to (c). 

SEUTIN (d) envelopes the whole limb in the ordinary way with ScuLteTus’s bandage, 
which he smears with starch paste, then applies a second ScuLTEeTus’s bandage over it, 
and repeats the starching; two pasteboard splints softened in warm water and also 
smeared with starch are laid on both sides of the leg, and fastened with a third ScuLTE- 
Tus’s bandage, which is also smeared over with starch. In fractures of the upper 
extremity, the limb is to be surrounded with a circular bandage smeared with starch, 
over which softened pasteboard splints are applied, which are to be fastened with another 
circular bandage, and this again smeared with starch. When his apparatus has dried, 
it becomes so firm that the broken ends of the bone cannot be displaced by the motions 
of the limb, which even the patient himself can move from time to time; in fractures of 
the lower limbs he can, after some time, even walk with the apparatus. The apparatus 
must always be applied before much swelling comes on, and with the greatest accuracy, 
the particulars of which will be given in the several fractures. 

[Some Surgeons have great preference for the several fracture-apparatus of AMEs- 
BuRY (e), the general principle of which in those for the lower limbs is to make one part 
of the limb form a point of resistance from whence extension can be made and kept up at 


the opposite end without other aid than the machine itself. This having been done so 
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as to bring the fractured ends of the bone into proper place, the splints attached to the 
apparatus are adjusted to the limb, and having been properly fastened, there is little 
possibility of displacement from whatever posture may be chosen to put the limb in. 
In the apparatus for the upper limb, the weight of the arm principally keeps up the ex- 
tension ; but the steadiness of the fracture is especially provided for by an angular splint 
applied in front of both upper and fore-arm. These contrivances are very effective in 
the treatment of fractures, and will occasionally be advantageous when most other 
attempts fail; but I think they are objectionable on account of their complicity, which 
requires especial instruction to understand, so as to apply them properly ; for otherwise 
they are not merely useless, but injurious, by the unequal and misplaced pressure they 
produce, the result of which very commonly is, tiresome sores; and for their cure it 
is often necessary to free the limb entirely from any apparatus. They have also the in- 
convenience, especially those for the lower limbs, of rarely being capable of proper ad- 
justment, on acount of the variety of people’s size, to more than two or three persons ; 
and hence at least half-a-dozen sets of various length should be always at hand, which 
in country practice cannot be expected, where also there is little probability of pro- 
perly repairing the apparatus, in case of breaking or disarrangement. 

I must confess that I consider the more simple are the means employed for treating 
either simple or compound fracture the better. The starched and gummed bandages 
have rendered this part of surgical practice as simple as it is efficient; but if the Sur- 
geon prefer wooden splints, he can always readily furnish himself, with or without 
the aid of a carpenter, with pieces of deal about three inches wide and the sixth of an 
inch thick, which he can cut to the requisite length for the limb on which the splints are 
to be applied. These together with pads and bandages are sufficient for the treatment 
of almost every fracture, either simple or compound ; for the Surgeon will do well to 
remember that the well-doing of the case depends rather on the way in which he ad- 
justs the apparatus, of whatever kind it may be, than on the gimcrackery with which 
some mechanical Surgeons are fond of furnishing it—J. F. S.] 

[589.* After the protruding ends of the fractured bone have been drawn 
back, so far as possible, into their natural place, the choice of position in 
which the limb should be put, is the next point for determination. To 
this the Surgeon is directed by the situation of the wound, it being neces- 
sary that the limb should be placed, if possible, so that the daily or more 
frequent dressings may be effected without its being disturbed ; but if, as 
sometimes happens, this’ cannot be avoided, that the position should be 
such as should permit dressing with least movement. Practical experience 
can alone specially guide the Surgeon as to the best mode of effecting this 
object ; but the general rule is, so to place the limb that if suppuration be 
expected, the pus may have the opportunity of escaping’ as it is secreted 
from the wound, and not the probability of burrowing, which materially 
interferes with the cure, and wastes the constitutional powers, by the irri- 
tation it keeps up. The choice of the apparatus to be employed in the 
treatment of the case must also, in many instances, materially depend upon 
the seat and extent of the wound; for though the practitioner may have 
a preference for one kind over another, he will be much disappointed 
if he expect that one apparatus and one position is suitable on all occa- 
sions. 

Having determined the position, and prepared the apparatus which he 
has selected, the fracture is immediately to be put up; and this, it will be 
observed, is a very remarkable difference from the treatment recommended 
in simple fracture. But in compound fracture, the swelling, if it at all 
occur, is but slight, as the serous part of the blood readily escapes by the 
wound, and more readily if the wound be large, so that there is little or 
no fear of mischief from the increase of the swelling tightening the bandages 
and causing the inconvenient squeezing of the limb, which happens in simple 
fracture, if the apparatus be immediately put on. The great object in 
compound fracture is to render it, as soon as possible, simple, by healing 
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the external wound, and this can only be effected by steadying the broken 
bone, as well as the soft parts, by the immediate application of the appa- 
ratus ; which done, the limb is to be put into the position determined on, 
and so propped by pillows, or fixed by bandages to convenient parts of the 
bedstead, that all motion should be guarded against. The wound now 
alone remains to be dressed; and AstLEy Cooper says :—“ If there be 
a slight hemorrhage, do not be searching for a small vessel, but place a 
little lint over the wound, and by making gentle pressure on it you may 
easily suppress the hemorrhage. Next bring the integuments as neatly 
over the parts as you can, and dip a dossil of lint in the blood and put it 
on the surface of the wound, which irritates the least of any application I 
know of, and appears to approach the nearest of any other to the natural 
covering of the parts. In this way the wound unites by the adhesive pro- 
cess, and the union of the bone goes on as in simple fracture, and is cured 
in one-fourth part of the time which would be required if the wound were 
allowed to be filled by granulations.” (p. 646.) I must confess I prefer 
some slips of sticking plaster to the dossil of lint over the wound, for 
as it rarely happens that the surface of the wound immediately unites by 
adhesion, although the parts below may, the oozing serum, or the pus 
which speedily forms, is confined under the hard crust of the lint, and 
certainly produces a sore, which will be deep, according to the quantity 
confined ; whilst, on the other hand, the fluid soon manages to find its way 
out between the interstices of the plaster, and thus this inconvenience is 
avoided. 

It is also advisable, in compound fracture, to cover the fractured limb 
with a piece of linen dipped in an evaporating lotion of spirits of wine, 
liquor of acetate of ammonia and water, a fourth of each of the former, 
and two-fourths of the latter ; and the linen should be re-wetted by gently 
squeezing a sponge over it as often as it dries. For the more effectual 
cooling of the limb, a cradle should be put over it, over which merely a 
sheet is to be thrown. And this is no trifling part of the treatment, for if, 
as not unfrequently happens, a heap of bed-clothes be put upon the cradle, 
on the plea of the patient feeling cold, all evaporation is put a stop to, the 
limb is put in a steam-bath, and might as well be wrapped up in a poultice. 
The patient’s feelings as to temperature should not be overlooked; the 
body and other limbs should be covered so as to render him comfortably 
warm, but the injured limb must only have the cradle and a single 
sheet. 

Even if the wound in the skin be torn and its edges shreddy, a condition 
far from uncommon, it is always best to attempt its union by adhesion, for 
though the whole may not unite, very commonly a large portion of it will, 
and the danger of the injury will be proportionally diminished. 

But if the wound be much bruised, together with the tearing, there is 
little hope of union by adhesion, and therefore either a poultice alone 
should be at once applied, or two or three adhesive straps far apart and a 
poultice over them, which must be changed three or four times a day. 

In those cases where adhesion is attempted, the dressings should not be 
removed unless the patient complain of pain in the wound, either accom- 
panied or not with surrounding inflammation. If the case go on well, there 
is rarely uneasiness till after four or five days; the dressings should then 
be removed, after having been moistened by the application of a wet poul- 
tice for a few hours; and according to the appearance of the wound, it 


COMPOUND FRACTURES. 515 


must then be determined whether adhesive plaster is to be continued or 
poultice applied, which latter is necessary if the wound look angry and 
sloughy, and must be continued till it shall have become quiet and suppurate 
kindly, when it may be dressed either with plaster or ointment as may seem 
most suitable. I have, however, often known the wound unite at once, 
without a second dressing being needed. | 

I need scarcely observe, that the Surgeon, in the treatment of this injury, 
should most carefully avoid meddling or prying into what is going on, 
unless the patient complain of uneasiness or pain. He should attentively 
watch from day to day, that the limb retain generally the position in which 
it was placed ; and if it have become materially displaced, it must be put 
to rights with the greatest tenderness and care, and such additional pre- 
cautions taken as to prevent a recurrence. Especial inquiry should also 
be daily made as to the fitting of the apparatus, so as to guard against any 
digging in of the edge or corner of a splint or any other part of the appa- 
ratus ; and if such have commenced, to relieve it, partially loosening the 
straps so as to insinuate gently with a spatula or probe some lint, wadding, 
or soft linen. Inattention to this point is often followed by tiresome sores, 
requiring sometimes the complete removal of the apparatus, which disturbs 
the progress of the cure, or even, as I have seen, causes the loss of the 
limb, and even of life. . 

It must, however, always be remembered, that the great maxim in the 
treatment of compound fracture is, “to leave well alone,” instead of 
attempting to do better.—s. F. s. 


“The only peculiarity in compound fracture,” says JoHn Hunter, “by which it 
differs from other lacerated wounds, is the breach of continuity of the bone, which admits 
of motion in the part where none was intended. This singularity it is which requires 
a peculiarity in the treatment, as this motion and the operations of nature are in contra- 
diction to each other. A variety of inventions have been employed to prevent this 
motion; but the dressing of the wound every day counteracts the effect of every inven- 
tion that has been thought of, and it is perhaps impossible to dress the sore without 
motion. [Since HunTeER’s time, as has just been shown, many very efficient contrivances 
have been hit upon, by which this inconvenience, or rather actual ill, is avoided.—v. F. 8. ] 
At first the part is generally put into a poultice ; but changing this must give consider- 
able movement. Instead of a poultice, I would lay the leg or arm in cloths, doubled 
several times, and wetted with goulard, and lap them over so as to come into contact. 
These should be wetted occasionally, and continued until the inflammation is over and 
the suppuration takes place. * * * The time of union of a compound fracture is neces- 
sarily much longer than that of a simple fracture, from the processes they have to go 
through, and is very uncertain; but the union of the bones is generally effected long 
before the external wound is healed up, for whatever retards the cure of the bone retards 
also the cure of the sore. When granulations have been formed, and bony union is late 
in taking place, and the wound is healed up, or nearly so, it should be treated like a 
simple fracture in the same: circumstances, and gentle pressure is of use, as walking, 
with a machine to take off the weight of the body ; here necessity acts as a stimulus for 
bony union to form. 

“ Compound fractures do not always take on the bony union; but there is never a 
want of soft union, as there is at times in simple fractures, and therefore new joints are 
never formed, as they are sometimes when simple fractures do not unite by the first or 
second modes of union.” (p. 509.) ; 

With regard to the union of compound fractures, AstiEy CoorER observes :-—“ The 
mode of union is ultimately the same, but in the one kind of injury ossific matter is - 
deposited in cartilage, without a suppurative process, and in the other with it. If you 
do not procure an union by adhesion, it is brought about by granulation, and in the 
following way. 

“The blood which is at first poured out, in consequence of the division of the vessels 
of the medullary membrane and the periosteum, instead of being confined in the sur- 
rounding structures, passes off by the external wound: yet it must be remembered that 
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this effused blood has no share in producing union of the ends of the bone, as it 
becomes after a few days entirely absorbed. Next there is a fluid poured out between 
the periostewm and the bone which separates the periosteum from the surface of the 
bone, for about an inch or an inch and a half beyond the place where the bone is frac- 
tured. This fluid does not cause a laceration of the vessels of the periosteum, but rather 
an elongation of them. Now here is the difference between the simple and the com- 
pound fracture; for, in the former, the fluid, after accumulating for a day or two, 
becomes in a great measure taken up by the absorbents, and adhesive matter is poured 
out in its stead, but in the latter a suppurative process is established, and granulations 
arise from the broken surfaces. In these granulations cartilage becomes deposited, and 
continues to be formed for some time ; the discharge of pus gradually diminishes, and 
in compound fracture cartilage continues to be formed until about the twentieth day. 
It is deposited between the internal surface of the periosteum and the external surface 
of the bone. At the place where the fractured ends are brought into contact, the 
periosteum becomes absorbed and cartilage is deposited between them, in which patches 
of bony matter are formed, and these, when completed, are covered by an extension of 
the original periosteum. * * * * Under the granulations arising from the cancellated 
structure cartilage is also found, and from the seventeenth to the twentieth day there 
are bony patches deposited in the cartilage. It is by the accumulation of these patches 
that ossific union gradually takes place. A compound fracture is necessarily slower in 
its progress towards recovery, from the causes just explained, than a simple fracture, 
and the union is frequently retarded by exfoliations of bone, which will often take up 
a tedious time to separate, and keep up considerable irritation. Three months may be 
considered a short time for the union of a compound fracture to take place; sometimes 
the accident is not recovered from in nine months, and occasionally not even in twelve.” 

. 644-46. 

Ms The Pa is the summary which Mrescuer gives of his experiments on rabbits 
to ascertain the processes under which suppurating fractures are united :— 

« If the circumstances which occur in the progress of suppurating fractures be com~- 
pared with those noticed in simple fractures, it will be seen that the mode and way of 
cure is precisely the same in both. The soft parts swell, coalesce, and together form a 
capsule around the fracture, from the internal surface of which, and from the medulla, 
although from the latter, according to circumstances, not always, a new substance pro- 
ceeds, and when sprung from both, at length envelopes the several fragments untied 
together ; whence it is self-evident that this is the same substance as that which I have 
called intermediate. Ata subsequent period, as seen in the fourth experiment, this 
substance produces a sort of fibro-cellulous membrane, easily separable from the other 
soft parts, and comparable with the pertostewm, which, in simple fractures, is presented 
as the recent investing callus; this, therefore, is the only difference, that in the fractures 
of which we are now speaking pus is formed, and the new substance at its commence- 
ment presents the appearance of granulations. The substance of the callus which fills 
up the medullary cavity is produced by simple exudation, as in simple fractures, and 
no less are the first fruits of the external callus, by which the periosteum still adheres 
to the bone, produced by simple exudation; but so soon as the callus has stretched 
beyond that part, the rest is formed by the granulations growing with a secretion of 
pus. Why all these formations should proceed more slowly is easily understood, from 
the circumstances generically connected with suppurative inflammation. 

«“ However, there is this very great difference between the cure of simple and suppu- 
rating fractures, that in the latter the ends of the fragments are bared, and that the 
evolution of the later callus takes place on them; but in the third and fourth experi- 
ments there could be no doubt that the bared parts of the bone were dead, because very 
decided marks of incipient exfoliation existed; and in the other experiments, the white 
colour of the bone showed the presence of necrosis. On the one side only would there 
be necrosis, if the other, as it seemed, had not been at first deprived of periosteum ; 
but the entire extremity of the fracture would be involved if the periosteum had been 
torn from its whole circumference. If the medulla remained healthy to the edges of 
the fracture, the necrosis would attack only the surface of the bone, but if the medulla, 
killed as it seemed by the violence of the inflammation, were destroyed throughout the 
whole bone, so far as the medulla was dead the necrosis would be seen. The splinters 
had arranged themselves; those which were entirely separated, were, as might be 
expected, not contained in the callus, but, on the contrary, still adhered by one part to the 
periosteum, new bony substance proceeded from them, and that surface of them towards 
the cavity filled with pus, was alone dead, just as the bared ends of the fragments. 

“ How the cure proceeded after the separation of the necrosis I am sorry I cannot from 


COMPOUND FRACTURES. 517 


observation state, as my experiments were not continued sufficiently long; but what 
more is needed can be easily supplied from what has been elsewhere observed about 
necrosis. It would, however, happen, that after the dead part was separated and thrown 
off, the bone would be covered with granulations, which growing, would by degrees be 
converted into cartilaginous and bony substance, producing what I call the seconDARY 
cALLvs, and at length be united with the parts in the immediate neighbourhood. 

“ But this very point, that the parts of the fragments bared of periosteum pass into 
necrosis seems to be greatly impeached, because practical Surgery in suppurating 
fractures should propound that the prognosis is bad from the first; for although I 
would pass over that in such fractures the first callus proceeds much more slowly, and 
consequently that arising on both fragments does not so readily unite, the latter callus 
which is the principal cause of the fragments uniting firmly together, is completely 
unbegun until necrosis has ceased. But this separation is often effected too late; the 
formation of the soft parts of the intermediate substance, as it were proceeds more and 
more, whilst the necrosis ceases to be separated, and between the extremities forms dense 
membranous investments, pretty closely enveloping the broken ends, as seen in the fourth 
experiment. The exfoliation being completed the granulations at length spring up, and 
shortly coalesce with these investments: the inflammation, inasmuch as it has been kept 
up by the necrosis alone, soon ceases, and cicatrization takes place; therefore not only 
is there a loss of the substance, but even that by which the lost substance of the bone 
is repaired, is removed. Hence either the bony junction of the fragments is effected 
by the first callus alone, and therefore the union is little firm; or the fragments are 
merely contained ,in fibro-cellulous investments, and a spurious joint, as it is called, is 
formed. 

“From the fewer experiments I have made, I certainly dare not conclude that the 
parts of fragments bared of periosteum, inasmuch as they are bathed in pus, always die, 
and that the doctrine advanced by Grnprin, that “these parts are softened, changed 
into red tissue, and covered with granulations,” is entirely refuted; for what is alleged 
by this writer from experiments, so far as may be judged from the manner of his narra- 
tion, seems no less to be depended on, although he has not stated what the experiments 
were. Besides, my experiments on full-grown rabbits were not sufficiently numerous, 
that any thing could always be certainly collected from them. But they so agreed 
together, as also entirely with those which I have elsewhere noticed of acute inflamma- 
tion of bone, that I cannot but at present rather doubt, that softening and swelling, 
which almost every one agrees existing in inflamed bones, and hence I am disposed 
hereafter to follow this matter further. 

“It is doubtless very remarkable that GenpRIN, BrEsCHET, MEDING, and Kortum, 
make not the least mention of the necrosis which exists in suppurating fractures. Mar- 
RIGUES (a) had distinctly stated that the first callus could not be produced in suppurating 
fractures of bones, as the extremities of the fragments, if not entirely, at least the 
greatest part of them exfoliated. Most other writers speak only incidentally and without 
clearness on this point; thus for example BELL says large portions of bone separate, 
Boyer that granulations spring from the ends of the fragments, sometimes whilst ex- 
foliation proceeds, and sometimes when it does not. In observations relating to the 
cure of compound fractures, in the Surgical Journals edited by RicuTER, LANGENBECH, 
Grazre and WALTHER, I have at present found few in which it is not stated, that single 
splinters, and often indeed long after the occurrence of the fracture, are thrown off; in 
most I have found distinct mention of separated necroses, nor did it seem doubtful but 
that the splinters also above mentioned should be referred to the necrosis. It follows 
that necrosis exists in suppurating fractures, if not always and necessarily, yet doubtless 
in the greater number. But indeed since necrosis itself is to be considered the main 
cause why compound fractures are either but little firm, or entirely unconsolidated, and 
the necrosis arises not so much from the injury (mechanical) of the bone itself as from 
the disturbance of the first intention, is it not worth while to try whether, often by 
uniting the external wound, and converting the compound into simple fracture, which 
spontaneously happens in rabbits by the formation of a scab, care might not be taken 
that the bone should not die? Whether by a proper treatment the prominent parts of 
the bone having been accurately adjusted, or as circumstances might require cut off 
with a saw, the lips. of the wound united, and more violent inflammation prevented, 
that may not be effected by art in man which in certain animals is done by nature?” 
(p. 223-25.)] 


- 590. Amputation may be necessary in Fracture of Bones; 1, on ac- 
(a) Cited at the head of the Article. 


518 QUESTION OF IMMEDIATE AMPUTATION 


count of the severity of the injury, if the bone be broken into many pieces, if 
the muscles, tendons, ligaments, nerves, and important vessels be injured, 
the joint-ends of the bone split, and the ligaments of the joint destroyed, 
so that mortification may be predicted with certainty ; 2, for mortijfica- 
tion ; and, 3, because of profuse suppuration, which exhausts the powers 
of the patient. 


[Of the three conditions, mentioned by CHELIvs, under which amputation is necessary 
in Compound Fracture, it must be remembered that although the decision on all requires 
great attention and practical experience, yet the first is most important, as it involves 
the question of immediate amputation, a point upon which Surgeons do not agree, but 
which is of the utmost importance tothe patient. To prove the fact of this difference 
of opinion I quote the opinions of the two first Surgeons of our time, AsTLEY CooPER 
and JOHN ABERNETHY, at whose feet the greater number of English Surgeons of twenty 
years’ practice have had the privilege to sit, and whose opinions, as the most distinguished 
disciples of the school of Jon Hunter, have largely contributed to the formation of, 
a still continue more or less to influence the practice of Surgery throughout Great 

ritain. 

AstLey Cooper, after enumerating the various conditions of compound fracture 
which require amputation, says:—“ If it will be necessary to amputate in a few days 
after the accident, then the sooner it is done the better. If you amputate at one hour 
after the accident, the patient will do better than if you leave it twelve hours. For this 
reason; if you amputate immediately, the constitution has but one shock to sustain, and 
in general rallies much better than when the amputation’ is delayed; butif you leave 
it eight or twelve hours there is a great degree of irritation previously set up. The 
loss of blood is rather a favourable circumstance than otherwise to precede the operation. 
The persons in whom these operations succeed the least are such as are loaded with 
adipose matter; if you leave the limb, the constitutional irritation runs so high that it 
generally destroys life, and if you amputate they frequently die in twenty-four hours 
after the operation from the constitution being unable to bear the shock which that 
operation produces.” (p. 680.) 

ABERNETHY was decidedly averse to immediate amputation, and was accustomed to 
state his opinion on this point, in his own peculiar manner (a) :—“If there is much 
injury, sloughing will come on, and we must then consider whether the patient can have 
his limbs saved, or whether amputation is required. And then we are in an awkward 
predicament; but I have no fear that Surgeons will be ina hurry to cut off limbs ; they 
recollect that people will talk of it, and say, “I wish had been under my Surgeon, 
he would have saved, or at least endeavoured to save his limb,” so that self-interest will 
make Surgeons attentive as possible to preserve limbs. In Surgery we must do as we 
would be done by, and then we shall be acquitted at the grand tribunal. I should be 
very shy of amputating, because I have seen many cases which, though it was said. 
they would not do well, recovered. Ask the old Surgeons, men who have seen much of 
hospital practice, and they will tell you that what I say isthe case. I hold that if there 
is not much likelihood to inflammation or slough, we ought to give the patient a chance 
for the salvation of his limb. We have no warrant for lopping off parts of another 
person’s body but for the preservation of the remainder, of the whole. * * * I am 
averse to sudden amputations, for there is a shock already imparted to the constitution 
by the accident, and another is given to it by the operation, and they often die of the 
amputation itself; but even if not, at any rate we have a tremendous story, the muscles 
retract, the bone sticks out and exfoliates, and the case is a discredit to you. There 
have been numbers of cases of compound fracture since I have been in this (St. Bar- 
tholomew’s) Hospital, but they have all done well, except where amputation has been 
performed, not a single case had a good stump, and many died. Two men, however, who 
had their limbs broken did well. * * * It appears that in amputations those below the 
knee do worst, those in the thigh do better, and those of the arm best. Indeed I have 
no objection to amputating a lacerated hand or crushed elbow.” 

Such being the views of our most celebrated Surgeons, it must be allowed that it is no 
easy matter to lay down rules upon the important question under consideration, which 
cannot, on account of the improvement in the dietetic part of the practice of Surgery, 
if it may be so called, and to which, (although a most important part of the treatment, ) 
till within the last few years, comparatively little attention had been paid, accord entirely 
with either teacher. 


(a) MS. Lectures on Surgery. 
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The principal points to be considered in forming a determination on the necessity, for 

no other reason can be admitted, of immediate amputation in compound fracture, are :— 
Ist, the nature and extent of the injury: 2ndly, the present condition of the patient, and 
his capability of bearing immediately the second severe shock of amputation: 3rdly, 
the consequences immediate and remote of compound fracture : 4thly, the advantage 
hoped for, by the immediate removal of the injured parts, in preference to the attempts 
at saving them. 
__ Ast. Of the nature and extent of the injury.—In examining a wound of the soft parts, 
the condition of the skin is to be especially looked to. If the wound in the skin be 
small, and the surrounding parts not much bruised, it is favourable; but if the wound 
be large and torn, if the skin be much stripped and accompanied with much bruising, 
it is unfavourable. Ifthe bone do not protrude much, often, indeed, it does not protrude 
at all, and if it be not so tightly girt by the skin as to prevent its drawing back into its 
natural place, so much the better ; but if it stick out considerably, and if it be so tightly 
grasped by the skin that it can only be drawn back with great difficulty, or uot at all 
without dividing the tight skin, and not always then, so much the worse: but if the 
wound be cleanly cut, and do not oppose the return of the bone, I do not think it of very 
material consequence whether an inch of bone, more or less, be protruded. Thus far is 
ascertained with little or no interference with the injured part. But the next thing to be 
thought about is the depth of the wound, and the injury of the tissues contained within 
it. ‘This is one of the most important parts of the point under consideration, and upon 
the proper conduct of which the patient’s safety, and the probable success of any attempt 
to save the limb, will mainly depend. Ifmeddlesome midwifery be most justly eschewed, 
meddlesome Surgery should be most utterly abhorred. The thrusting in of fingers, and 
poking about, for no other term is applicable, under the pretence of examining the depth 
of the wound and the condition of the fracture, is most improper, and ought most 
carefully to be refrained from. It matters not whether a wound be more or less deep; 
and if the Surgeon recollect the size of the bone and its natural relations to the soft 
parts, he can pretty well decide what the extent of the wound is beneath, and by a 
little gentle passing of the fingers over the skin in the neighbourhood of the wound, so 
that he inflicts scarcely any pain, he will be able to ascertain whether the fracture be 
comminuted or broken into many pieces ; and he can do no more if he thrust his finger 
in and grope about, except that he will put his patient to much unnecessary pain, and 
increase his danger by disturbing the injured parts still more than already, and thus 
set up still more irritation, instead of endeavouring to soothe. 

_ The proceedings of a Surgeon on such occasions, more, perhaps, than any other, show 
his greater or less knowledge of the principles of his profession. He may be an excel- 
lent operator, but unless he pay the most strict attention to points of practice like this, 
which are often too lightly considered, and risk the patient’s well-doing, he is no Sur- 
geon; and should have no credit for the well performance of an operation, the necessity 
for which has been caused by his own improper conduct at the onset of the case. He 
should recollect that, as has been often said, operations are the opprobria of Surgery, 
and should never be desired nor performed but when all other means have failed. These 
views were strongly impressed on my mind when a student, by the precepts and practice 
of my dear master, the younger CLINE, whose early death deprived our profession of 
a most highly-gifted member, and those who enjoyed his society of an amiable and 
kind-hearted friend. I gratefully acknowledge his able and continued professional ad- 
vice and guidance in the early part of my career, and deeply grieve that he was not 
longer spared to increase the reputation of his distinguished family name, and to add to 
the high character of English Surgery. 

If there be much tearing of the muscles and tendons, or of the tendinous covering of the 
limb, either or all of which are commonly seen by gently sponging the wound, there is great 
danger of trismus or tetanus, and amputation should be forthwith performed. The flow of 
blood from the wound, and the probability of a wounded artery, must enter into the con- 
sideration of the nature of the wound. Very frequently there is considerable loss of blood, 
but it must not be supposed that this always comes from an artery, or that even if it do, that 
the vessel needs tying. More commonly the bleeding is certainly only from the small 
muscular branches, and soon ceases. But it may and does occasionally happen that a large 
artery in the leg or fore-arm is wounded, pricked by the broken end of the bone or partially 
torn, in either of which cases it will continue to bleed; or it may, as I believe, be torn 
through, and, retracting, be plugged up by a clot in its mouth whilst the patient is faint, 
and at the same time compressed by the coagulation of the effused blood in its neigh- 
bourhood, and thus a hemorrhage, violent at first, ceases spontaneously, without any 
very apparent cause. Often, though there has not been much bleeding before the frac- 
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tured bone has been returned, yet almost immediately after a free oozing, or perhaps a 
stream of fluid will continue to escape for many hours, and only gradually subside after 
two or three days. This, however, must not be mistaken for blood, as by careful inspec- 
tion it will be found only the serum escaping from the blood which has clotted below. 
But should it be undoubted, that the fluid is arterial blood, and if it flow in sufficient 
quantity, that after a few hours the circulation show itself considerably weakened, and 
the patient’s condition be much depressed, then it is an unfavourable sign, and as I 
think, and have already mentioned, amputation should be performed in preference to 
disturbing the wound in search of the wounded vessel, which is often far distant from 
the part where the blood seems to come up, for the purpose of tying it, or in prefer- 
ence to cutting on the vessel and taking it up above the wound, because it will often 
bleed from the lower end, more or less readily, by the supply furnished from the 
anastomosing vessels, and because by cutting off the supply of blood, mortification of the 
parts below the ligature is very likely to follow, and require amputation when the pa- 
tient is less able to bear it. For these reasons, in undoubted and free arterial bleeding 
I prefer immediate amputation. 

2ndly. Of the present condition of the patient, and his capability of bearing imme- 
diately the second severe shock of an amputation.—The condition of a patient after com- 
pound fracture depends partly on his constitutional power, and partly on the severity of 
the injury. Much that has been already mentioned, (par. 335, note 3,) in treating of 
the shock in gun-shot wounds, is applicable here. Some persons will suffer a very severe 
compound fracture and be scarcely at all knocked down by it, whilst others with a com- 
paratively slight one, will seem to sink without possibility of restoration, or will only 
revive with great attention and management after many hours. In the former case, if 
the Surgeon thought immediate amputation requisite, there would be no objection to its 
performance ; but in the latter, even though the injury were very severe and accom- 
panied with bleeding which could only be arrested’ by pressure on the great arterial 
trunk of the limb, the operation would, without doubt, destroy the patient during its per- 
formance, of which I have seen more than one or two examples. We must therefore 
be guided by circumstances; if the patient be healthy, and heart-whole, and if the 
pulse be good, the operation may be performed at once. But if he be delicate, and half 
senseless, if he be very faint and the pulse very languid, or it may be scarcely percep- 
tible and intermitting, if there be yawning and sighing, restlessness with much jactitation 
or throwing the arms about, and occasional convulsions, and if there be vomiting, which, 
however, sometimes though not always acts as a re-excitant by sending blood to 
the brain, of which it is in great need, then we must wait till, by the cautious adminis- 
tration of warm water and brandy, by presenting strong liquor of ammonia to the nostrils, 
by fanning and bathing the face with vinegar, at the same time that warmth is applied 
to the feet, hands, and arm-pits, reaction is brought about and kept up for a few hours; 
for occasionally it happens, that though there may be a seeming revival for an hour or 
two, all at once the powers sink and the patient dies. 

It must not be supposed that by the expression immediate amputation it is meant that 
a limb should be cut off directly after the receipt of the injury. In general practice 
the Surgeon rarely sees the patient till some time has elapsed, and except in hospital 
practice, it also requires still more time to make the necessary arrangements; at the 
very earliest, therefore, it usually happens that the operation cannot be performed till 
four or five hours after the accident, which is ample time, except in cases of extreme 
sinking, for the patient to recover himself, and screw up his courage to the sticking 
place ; but earlier than this time I should not be inclined to operate, and if the shock 
be very great, it will often be necessary to wait for twelve or twenty hours, according 
to circumstances, before it will be either prudent or safe to amputate. 

When, as happens in very rare cases, that the amputation of two limbs is neces- 
Sary, it is a point of great difficulty to determine what course is best to pursue. Cases 
have occurred in which both limbs have been immediately removed, one directly after 
the other, or one immediately, and the other some time after, and the patients have done 
well; whilst, on the other hand, these practices have been adopted and the patients 
lost, almost immediately after the operation or operations. These cases are beset with 
extreme danger, and it is next to impossible to give any positive directions on the 
subject, beyond employing the most careful attention to the patient’s constitutional 
powers, before proceeding with one or other mode of practice. But it may be presumed, 
if after the first operation the patient’s powers seem declining, that the second opera- 
tion would be deferred. Whilst on the contrary, if he bore the first operation well, it 
would be encouragement to perform the second immediately, so as to put him in the 
best condition possible. 
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| 3rdly. Of the consequences, immediate and remote, of compound fracture.—The imme- 
diate consequences of compound fracture, should the shock of the accident not be so 
great as at once to check all attempt at reparation, and destroy the patient in a very few 
hours, make their appearance sometimes within twelve hours, but more frequently about 
the third or fourth day, assuming the character of 

Sympathetic, symptomatic, or irritative fever ; or, as JoHN HunTeER chooses to call it, 
“sympathetic inflammatory fever,” of which ABERNETHY has given a concise but 
excellent description. “A person,” says this able teacher (a), “has a compound frac- 
ture; here is local injury acting on a sound constitution. He does not sleep, and if he 
doze, he soon wakes up in agitation and alarm; the pupil of the eye is contracted, that 
organ becoming more susceptible; his pulse is more strong, firm, or hard, more full and 
frequent than usual; there is diminution of the secretions, the skin is dry and hot, the 
urine scanty and high-coloured, the tongue dry and white, and the digestive organs 
disordered, and disposed to costiveness; there is much thirst; no appetite, or if the 
patient be inclined to food, it is for the vegetable acids. If the person be bled, the blood 
is slow in coagulating, the surface of the clot contracts ; in short, it has an inflammatory 
appearance. If any vital part is affected, there is more disturbance of the system ; the 
pulse is more hurried and not of the same strength as before ; but the general symptoms 
are the same. No explanation of these symptoms is required; there is excitement of the 
nervous system, with increased action of the sanguiferous, accompanied with diminished 
secretions and disturbed digestive organs. But with these symptoms there will be no 
sinking or depression of strength, no consciousness of debility. Sometimes this fever is 
preceded by shivering or sickness, both probably arising from the state of the stomach; 
but a healthy person will often be affected with neither. There appears to be in some 
persons a susceptibility for this fever, so that the slightest accident will occasion it; 
whilst others, on the contrary, show much less susceptibility under more extensive 
injuries.” 

“ These symptoms,” to use Joun HunTeEr’s expression, “ are the sympathies of the 
constitution with a local disease or injury, and will vary according to a vast variety of 
circumstances. They will vary according to the nature of the constitution, which admits 
of great differences, and which will include different ages ; they will vary according to 
the nature of the part in a state of disease, which also admits of great differences; they 
will vary according to the quantity of mischief done, as well as the manner of its being 
done; that is, whether so as to call forth immediate inflammation, as a wound; or not so 
immediate, as from having only killed a part; they will vary according to the situation 
of similar parts in the body, and they will vary according to the stage of the disease.” 

. 896.) 
curren further observes :—‘ The constitutional symptoms arising from a local com- 
plaint may be divided into three as to time; the immediate, indefinite, and remote. Of 
the first, or immediate, there appears to be but one; of the second there is probably a 
variety, at least appearing in very different forms and at very different periods, in 
respect of the original cause; of the remote there is probably only one. The imme- 
diate I shall reckon that which is called the symptomatic fever; and what I shall reckon 
the second are nervous affections, as spasms, both temporary and permanent, and deli- 
rium. Whether the symptomatic fever, the spasms, or the delirium come first, is not 
certain, for often all concur or occur at the same time; but as the sympathetic fever is 
the most constant, and is more an universal principle, it is to be reckoned the first. And 
the third, which I have called remote, is what is understood by the hectic; to which 
may be added the symptoms of dissolution, which is the last stage of all, and may be 
the consequence of the above or any other disease.” (p. 406.) 

In symptomatic fever, which is now under consideration, “the symptoms,” still using 
HunTeEr’s words, “ continue more or less according to the degree of the injury, the 
nature and situation of parts, and the constitution ; but as they arise from a local cause, 
which subsides, they of course subside also. * * * The subsiding of these symptoms is 
the cure; and where they are simply the effects of violence the fever cures itself, there- 
fore the only thing necessary is to lessen its violence.” (p. 409.) 

The sympathetic fever in compound fracture almost invariably begins to subside as 
suppuration commences in the wound, and gradually disappears as healthy suppuration 
is established ; hence it has been generally considered as “ necessary for the operation of 
suppuration,” an opinion which JoHN HunTer very stoutly, though not very satisfac- 
torily, combats, for it cannot be denied that, with scarcely an exception, when suppura- 

(a) MS. Lectures. Ihave preferred thisaccount observations on the effects of the suppurative in- 


to Hunter’s on account of its brevity. But the flammation on the constitution, (p. 326,) in his 
reader will do well to study carefully that writer’s work on inflammation.—J. F. 8. 
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tion is set up the febrile excitement diminishes, and hence it may be fairly inferred that 
it plays an important part in setting up that process; and simultaneously with the latter, 
generally, commences granulation, by which the reparation of the injury, as well of the 
bone as of the soft parts, is effected. And thus, under the most favourable circumstances, 
are most compound fractures cured. 

But oftentimes these injuries do not thus terminate; there is no subsidence of the 
sympathetic fever, no appearance of suppuration, the constitutional excitement increases, 
and the “ secondary constitutional, or nervous symptoms,” as Joan Hunter calls them, 
come on, oftentimes under peculiarly irritable states of constitution, within a very few 
hours after the accident, and “concur, or occur at the same time,” as he justly observes, 
almost with the onset of the sympathetic fever, so as it would seem really to be one of 
its conditions. And of these nervous symptoms the delirium is one of the most striking, 
and “appears to arise from nervous affection of the brain or sensorium producing a 
sympathy of the action of the brain with the materia vite of the parts; not sensation, as 
a head-ache, but action, producing ideas without the exciting impression, and therefore 
delusive.” (p. 410.) Under these circumstances there is for a time also great vascular 
excitement, which may endure for four, five, or a few days longer, and is then followed 
by a change, frequently very rapid, to symptoms of a typhoid character, the powers of 
the constitution having been exhausted by the previous excitement, and the patient more 
or less quickly sinks and dies. Sometimes the nervous symptoms assume the tetanic 
form, which more especially happens when there has been much laceration ; and I think 
I have not less frequently noticed that the tetanus makes its appearance without any very 
violent sympathetic fever, and occasionally when the case has appeared to be promising 
favourably. 

When sympathetic fever have once set in, either without or with these nervous affec- 
tions, there is no choice left but to wait till its subsidence; no amputation can then be 
performed without every probability of hastening the patient’s dissolution. - The irri- 
tating cause must, therefore, still remain, and the contest between it and the constitu- 
tion is kept up till one or other be vanquished. Too often, however, in these cases is it 
seen that though the constitution have power to struggle through the sympathetic fever, 
yet has it only sufficient strength to carry on to the remote or hectic period, when with 
much diminished powers the same course is again to run, with the additional drain of 
profuse suppuration, 

Hectic fever, “ when a consequence of a local disease, has commonly been preceded,” 
says JoHN HUNTER, “ by the first process of the former, viz., by inflammation and sup- 
puration, but has not been able to accomplish granulation and cicatrization, so as to 
complete the cure. It may be said to be a constitution now become affected with a local 
disease or irritation, which the constitution is conscious of, and of which it cannot relieve 
itself, and cannot cure; for while the inflammation lasts, which is only preparatory, 
and an immediate effect of most injuries, and in parts which can only affect the consti- 
tution, so as to call up its powers, there can be no hectic. (p. 496.) Hectic may be said 
to be a slow mode of dissolution; the general symptoms are those of a low or slow 
fever, attended with weakness, but more with the action of weakness than real weakness ; 
for, upon the removal of the hectic cause, the action of strength is immediately produced, 
as well as every natural function, however much it was decreased before. The particular 
symptoms are debility; a small, quick and sharp pulse; the blood forsaking the skin ; 
loss of appetite ; often rejection of all aliment by the stomach ; wasting; a great readiness 
to be thrown into sweats; sweating spontaneously when in bed; frequently a consti- 
tutional purging; the water clear.” (p. 499.) 

Such is the condition into which the patient with compound fracture frequently falls, 
sometimes sooner, sometimes later after the establishment of suppuration, and of which 
it may be mostly truly said with HunrTER :—“ We have as yet, I am afraid, no cure for 
any of the consequences above related ; I believe that depends on the cure of the cause, 
viz., the local complaint, or in its removal; the effects I fear are not to be cured.” 
(p. 503.) But even under these discouraging circumstances, hope is not to be lost; and 
whoever has had much experience will agree with this great Surgeon in the course to 
be pursued, and the results which often follow. ‘“ When the hectic,” says he, “arises 
from local diseases, in such parts as the constitution can bear a removal of, then the 
diseased part should be removed, viz., when it arises from some incurable disease in an 
extremity, and although all the symptoms above described should have already taken 
place we shall find, that upon a removal of the limb the symptoms will abate almost 
immediately. I have known a hectic pulse at 120 sink to 90 in a few hours upon the 
removal of the hectic cause. I have known persons sleep sound the first night without 
an opiate who have not slept tolerably for weeks before. I have known cold sweats 
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stop immediately as well as those called colliquative. I have knowna purging imme- 
diately stop upon the removal of the hectic cause, and the urine drop its sediment. It 
is possible too that the pain in the operation and the sympathetic affection of the consti- 
tution may assist in these salutary effects. It is an action diametrically opposite to the 
hectic, and may be said to bring back the constitution to a natural state.” (p. 504.) 
Athly. Of the advantage hoped for by the immediate removal of the injured parts in pre- 
Jerence to the attempt at saving them.—From the amputation of a limb which has suf- 
fered compound fracture, we hope by removing an irritating cause, and by bringing 
about the adhesive instead of the ulcerative process, or in other words by making a clean 
cut wound, in place of a torn and bruised wound, and so causing union by adhesion, 
instead of by suppuration, to prevent or at any rate to lessen the irritative fever, which 
is always expected, and which indeed is only indicative of the constitutional excite- 
ment necessary for the repair of such injuries. Such was Joan Hounrer’s opinion, for 
he observes :—“ Simple violence, even with the loss of a part, is not of such consequence 
as we should at first imagine; for, in consequence of the loss of a limb, if the parts are 
allowed to heal by the first intention, the constitution is but little affected; it is, there- 
fore, violence with loss of substance, and which is to produce inflammation and suppura- 
tion, that gives rise to the constitutional symptoms, and when these commence, or more 
probably when the part sets about these operations, the constitution becomes affected. It 
is more the new disposition in the parts than the quantity of inflammatory action in them 
by which the constitution is affected; for we shall see that upon the simple commence- 
ment of the suppurative disposition, before it takes place, rigors, &c., come on.” (p. 400-1.) 
The object of immediate amputation is then to prevent, as far as possible, the constitution 
acquiring this suppurative disposition, and the accompanying irritative fever, and to 
encourage the quieting of the constitutional excitement necessary for the reparation of 
the injury, by converting a wound, which would, in course of its cure, greatly disturb the 
vital forces, into one which might be expected to proceed to union with comparatively 
little effort on the part of the coastitution. It must be admitted, that sometimes after 
early amputation, the adhesive process will not take place, but the whole surface of the 
stump becomes sloughy, and the sympathetic fever runs high, and even destroys the 
patient. I do not, however, think the possibility of such occurrence an objection to the 
early operation, as it is probable, that the same kind of constitution producing these 
effects, would have equally produced them, had no operation been performed. So that 
in reality, the patient’s condition is not, under any circumstances, rendered worse, and 
if he scramble through, is better, inasmuch as the operation having been performed, no 
repetition of violent shock to the constitution is called for in way of amputation. I 
have myself so frequently and successfully pursued the practice of immediate amputa- 
tion, and have seen it practised in our hospital by my colleagues with advantage, that 
I have no doubt of its propriety. One important point, however, in the constitutional 
treatment must not be overlooked, as upon that I consider our success has mainly 
depended, viz., as far as possible to preserve the patients’ ordinary mode of living, 
especially if they have been accustomed to large quantities of beer or spirits; for if 
these be withdrawn, or even not given in such quantity, as by some would be con- 
sidered, highly improper, the patient will most assuredly sink. On this point, therefore, 
we must cautiously feel our way, and give either beer or spirits, or both, as the patient 
may seem to require, and may be able to bear. It is also right to observe that the 
constitutional excitement, whether amputation be or be not performed, is most to be 
feared in injury of the lower limbs. Whilst on the contrary, early amputations of the 
upper limbs almost invariably recover without the least drawback.—J. F. S.] 


591. In the treatment of fractures, especially of those which are com- 
pound, and of the lower limbs, the use of a sespensory apparatus has been 
recommended, in which the broken limb lies entirely free, and the appli- 
cation of proper remedies to the wounded part, and the motions of the 
limb are possible. Greatly convenient, however, as this apparatus is to 
the patient, it can only be used in transverse fractures in which the con- 
traction of the muscles is not so very much opposed to it. The swing,. 
however, connected with continued extension affords great advantages. 

[There are two modes of treating compound fracture, which, from repeatedly pur- 
suing, I am convinced are, generally, the best of all that have been proposed. The 


first is the bracket-splint used by ABERNETHY, which can be applied on any limb; and 
the second is the swing-box, or slings, which can only be used for the fore-arm and leg; 
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with which also ABERNETHY’s splint may be combined if requisite. I know no appa- 
ratus capable of more perfectly steadying the limb than these, at the same time that they 
afford the greatest convenience for dressing the wound, as frequently as the Surgeon 
pleases, without disturbing the position of the fractured bones. 

ABERNETHY’S bracket-splint is made of either one or other of the pair of common 
wooden splints, both of which, if for fractured leg, should always have foot-pieces. ‘The 
splints having been properly selected to the size of the limb, that oue which is to be 
applied on the wounded side is to have screwed on its outer surface, and. vertical to it, 
opposite the wound, a pair of stout iron wire brackets of this shape Gale RRP ke 
of sufficient length, from four to six inches, to reach at either end far 
beyond the wound of the soft parts, and about three inches high, so that the hand and a 
poultice, or any other required dressing, may be passed beneath without touching them. 
The brackets being firmly screwed, that part of the splint between their vertical legs is to 
be sawn out ; and thus, without the strength of the splint being diminished, and leaving 
plenty of each end, over which a roller can be passed around the limb and the other splint 
which is still whole, the entire limb is firmly fixed, and the movements of the fractured 
ends of the bone entirely prevented ; whilst at the gap, in the bracket-splint, the wound 
remains free from pressure and completely exposed, so that it can either be dressed or 
poulticed with the greatest ease. These splints may remain undisturbed for weeks, till the 
wound is healed, and common splints, or gum or starched roller can be applied at the 
Surgeon’s choice. These bracket-splints have also the advantage that if the patient be 
wearied by the position, it can be changed to another, and again restored to the first 
position without the least danger or difficulty. Very few indeed are the cases of com- 
pound fracture in which this apparatus does not answer extremely well. It can easily be 
made, and whoever can properly apply a pair of common splints can as readily apply these. 

The swing-box consists of a flat board about two feet and a half in length and about 
a foot wide, near the four corners of which are fastened as many vertical wooden pillars, 
about an inch square, or of sufficient thickness to allow a small pulley sheave to be 
mortised into the upper end of each, over which a stout cord plays, with its outer end 
free, and the inner end attached to the corners of a gutter-shaped box, of rather smaller 
size than the bottom of the apparatus, so that it may freely move backwards and for- 
wards, and upwards and downwards within the pillars. This wooden gutter is open at 
the hinder end and above ; but the front end has a vertical foot-piece moving backwards 
and forwards in a chase, so that it can be adjusted to the sole of the foot, whatever be 
the length of the leg; the bend of the knee being always placed just beyond the hind 
end, and quite free from the gutter. For the arm, of course, no vertical end is requisite, 
as it lies flat, and the elbow-joint also is to be quite independent of and behind the 
bottom of the gutter. The sides of the box, being attached with hinges, can be dropped 
one or other, or both, as may be requisite for the convenience of the dressing. A 
thick pad is placed in the bottom, and the limb, being laid on it, is to be kept in place 
by other pads which fill up the space between it and the sides of the box, so as to give 
support to the limb. If the wound be at the upper surface, it can be dressed without 
any movement of the sides of the box, which serve for splints; but if the wound be on 
either side, the corresponding side of the box must be dropped each time, and replaced 
and fastened after the dressing. Sometimes the swing-box is used without sides, one or 
two bracket-splints, according to circumstances, being also used; and this is best when 
the part requires frequent change of dressing, and of necessity must be handled by the 
nurse, on which account every precaution should be taken to prevent the fracture being 
disturbed. Before the limb is put into the box, it is to be drawn up by the cords to such 
height as may be thought convenient, and either end or side depressed according to cir- 
cumstances ; after which the ends of the cord are fastened securely to studs on the out- 
sides of the pillars. During the course of the treatment the elevation or depression of 
the box may be effected by the cords, without at all interfering with the setting of the 
fracture itself. The great advantage of the swing-box is that in the patient’s move- 
ments of the injured limb, however small, the whole limb must move together, so that 
the ends of the bone do not jostle each other, as in the common mode of treatment. It 
is by far the best apparatus to be used if the patient.be restless and unsteady, and will 
generally carry a case well through, when no other method will. 

There is another kind of swing apparatus which I have once or twice employed, 
though by whom invented I do not know. It consists of a board and pillars as in the 
former case, but instead of having sheaves and cords, a stout rail connects each two side 
pillars, and to these the ends of a ScutTetus’s bandage are attached by pins on each side; 
a ship’s cot is thus formed, in which the limb lies, immediately and closely supported 
without any splints, and swings without any disturbance of the fractured ends of the 
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bone. If the wound be on the side, or on the back of the leg, it is easily dressed by 
unpinning an end of one or more pieces of the bandage, the other pieces still keeping 
up the suspension. 

Hither of the swing-apparatus may be used for simple fracture, and the swing-box 
often is advantageous when the fracture is very oblique, and the patient very unsteady. 

Some Surgeons prefer treating compound fractures with AmEsBuRY’s apparatus ; but 
I prefer either of those I have mentioned. Sometimes, however, the one will answer 
when the other will not, and the employment of either must be left to the Surgeon’s 
judgment.—J. F. 8.] 

592. After the cure of the fracture a stiffness generally remains in the 
neighbouring joints, which gradually subsides under the use of volatile 
rubbing, baths, and by the motions of the joint. To prevent the stiffness 
an early motion of the joint has been recommended ; but when the joint 
is inflamed such early movements only increase the danger of stiffness. 

593. The re-breaking of badly-united fractures, recommended from the 
earliest times, has been of late years universally rejected as rough and un- 
necessary. OESTERLEN (a) has, however, communicated some very good 
observations on this subject, from which it appears that, in fractured bones 
so badly cured that considerable deformity, great curving and shortening 
of the limb are produced, its use completely destroyed or rendered exceed- 
ingly difficult, continued pain and the like caused, if no more benefit can 
be gained by extension and bandaging, and if the person be not too old, 
too weak, suffering from consumption, gout, and the like, the re-breaking 
of the bone in the callus may be attended with the most happy results. 
How long this breaking of the callus may be possible is not determined ; 
it, however, depends on the state of the patient, on the condition of the 
broken bone, the place of the fracture, the size and condition of the callus. 
OESTERLEN’S observations prove that the operation on the bones of the 
thigh and leg healed with a large quantity of callus, may be performed 
even in the seventeenth week with happy result; his experiments made 
on the human subject principally go only to the twenty-sixth week. In 
young persons and in bones not strong, as those of the-fore arm, re-breaking 
of the callus is possible even after the lapse of a year, if the callus be not 
particularly thick. 

594. If the callus be still recent and not in great quantity, the fracture 
can be effected by pretty strong extension and counter-extension, and by 
pressure upon the callus with the hands. If, however, the callus be tough 
the re-breaking is best managed by a proper apparatus. Boscu has pro- 
posed for this purpose a screw-machine, like a printer’s-press, between the 
boards of which the limb is laid, and the pressure effected by a screw fur- 
nished with a pad. OESTERLEN (a) has altered this machine, so that the 
part furnished with the screw is fixed at both ends on the limb (Dysmor- 
phosteopalinclastes.) WaAssrRFUHR (6) divided the soft parts over a 
thigh-bone united at a right angle, sawed into the callus, and then broke 
it by pressing a wooden pyramid covered with leather in a proper direction 
upon the callus. When the break has been effected, it must be treated 
according to the general rules. 


Here must be mentioned the pretended softening of callus by plaster, poultices, salves, 
and the like; the treatment according to the kind of distortion by stretching and pressing 


(a) Ueber das kiinstliche Wiederabbrechen feh- von GraEFe in his Journal fiir Chirurgie, vol. 
lerhaft geheilter Knochen der Extremitéten im xxi. pt.i. 
Callus, zum Behuf einer besseren, geraden Hei- Buasius in Med. Vereinszeitung in Preussen, 
lung. Tubingen, 1827. 8vo. with a lithographic 1833. No. xlix. 
plate. JERICHOW, Dissert. de Osteopalinclast. Hal.,1833. 


(6) In Rust’s Magazin, vol. xxviii. p. 306. 
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apparatus, by scraping and rasping thinner, by aseton drawn through the callus (a), by 
division with the saw, chissel, and hammer (6). By the internal use of the Carlsbad 
waters, BrrEscHE (c) has observed, in a few days, such a dissolution of a recent but pro- 
perly formed callus that motion was again noticed at the fracture. 

[594.* Before closing the subject of fractures in general it will be well 
to notice the bending of bones produced by falls or other violence, when, 
from a deficiency of earthy matter in their walls, they will not break. I 
have seen it several times in weakly children, more commonly in the upper 
than in the lower extremity. The bone or bones are usually more or less 
bent in the middle, just as a softened stick of sealing wax might be bent. 
Of course no crepitation is to be expected, nor is the injury accompanied 
with much pain even on handling. No forcible attempt should be made 
to restore the natural position of the bone, for if such be made the pro- 
bability is that it will break in two. Gentle bending back will sometimes 
diminish the deformity ; but it is best to apply a well-padded splint length- 
ways on the concavity, and gradually, by repeated rolling from day to day, 
to bring down the bend ; and when this is affected, the limb may be enclosed 
in a pair of splints, and so kept for three or four weeks, during which time 
the constitution should be strengthened by tonic remedies.—J. F. S.] 


SECOND CHaPTerR.—OF FRACTURES OF BONES IN PARTICULAR. 


I.—OF FRACTURE OF THE NOSE-BONES. 


' (fractura Ossis Nasi, Lat.; Bruche der LVasenknochen, Germ.; Fracture de 0 Os 
du Nez, Fr.) 


595. Fractures of the Nose-bones are, on account of the projection of 
the nose and the few soft parts which cover it very frequent, always con- 
sequent on immediate violence, and therefore always accompanied with 
bruising or wound. The fracture may be simple, vertical, or transverse, 
in which cases the separation of the broken ends is slight, and the diagnosis 
difficult or impossible, if there be much swelling; or the nose-bones may 
be broken into many pieces which are pressed in, so that the diagnosis is 
easy from the great deformity. Fractures of these bones may be accom- 
panied with severe bleeding, and with symptoms of pressure or concussion 
of the brain, which latter symptoms depend on the propagation of the vio- 
lence to the brain, and not on the pressing in of the walls of the nose, or 
of the cribriform plate. If the displaced bones cannot be returned to 
their proper place, great deformity always remains. In compound fractures 
of the nose-bones suppuration and exfoliation of bone easily follows. Such 
injuries may be fatal from accidental affections of the brain. 

596. In simple fracture of the nose-bones without displacment the 
treatment consists simply in the general and local use of antiphlogistic 
remedies, in order to prevent or disperse the inflammation and swelling of 
the parts. If the edges of the fracture be pressed in, they must be raised 
by the introduction of a female catheter, or the handle of a scalpel covered 
with linen, into the nostril, the forefinger of the left hand being placed 
on the outer surface of the depressed pieces of bone, to prevent them being 

(a) Retnnoup in Hureiann’s Journal, 1826,s.5. Zeitschrift fir die gesammte Medecin, vol. iii. Pp. 


(6) Riecke in OEsTERLEN, p. 138.—CieEmor in : 
(c) HurEeLanp’s Journal, October, 1816. 
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thrust too much out. The raised pieces having little disposition to fall in 
again, itis therefore in most cases superfluous and injurious to keep them 
in place by stopping up the nostrils with plugs, or by the introduction of 
elastic tubes (which foreign bodies always increase the inflammation.) 
Only in cases in which the broken ends are again displaced must they be 
used. Dispersing applications are to be employed for diminishing the in- 
flammation ; but the ridge of the nose must not be pressed by them. 

For these reasons it is plain that all bandages are useless and hurtful ; nor is the case 
of pasteboard, or papier maché, used by Dzonpv1 (a), of much consequence. 

597. If severe inflammation and swelling have already occurred, we 
must first endeavour to lessen these by proper treatment before setting the 
fracture. ‘This, however, must not be long delayed, as it otherwise becomes 
impossible, and an irremediable deformity remains. The bleeding in 
fractured nose may be so great as to render necessary the applications 
of plugs by means of BELLoq’s tubes. In case symptoms of brain- 
affection should be present, the treatment must be directed to them. 


II.—OF FRACTURES OF THE CHEEK-BONE. 


(Fractura Ossis Male, Lat.; Bruche der Jochbeine, Germ.; Fracture de U Os de la 
Pommette, Fr.) 


598. Fracture of the Cheek-bone is rare, and mostly accompanied 
with crushing and wound of the soft parts. The arch of the cheek 
(zygoma) may, on account of its form, be easily broken if violence be 
applied to it directly; it may at the same time be split or the broken 
edges may be driven in. As the violence to produce this accident must 
always be very great, it may also affect the brain. From the tearing 
of the soft parts severe inflammation and nervous symptoms may come on. 

599. The diagnosis of this accident is always easy, if the swelling 
of the soft parts be not great. If the ends of the fracture be not dis- 
placed, nothing better can be done than to subdue the inflammation by 
proper treatment: the patient must keep the jaw (which should be 
fastened with a halter bandage) quiet; he must not speak and only take 
fluid food. If the ends of the fracture be pressed in, the finger must be 
introduced into the mouth for the purpose of restoring them to their 
proper place. In those cases only in which the fractured pieces are 
driven into the temporal muscle, whereby chewing and swallowing are 
prevented, and which cannot be raised up by the introduction of the 
finger into the mouth, it would perhaps be indicated to cut through the 
integuments down to the bone, and to raise the pieces with an elevator. 

600. If the alveolar process be broken, in which case the teeth 
usually become loose or fall completely out, these as well as the loose 
pieces of bone must be again pressed into their place, where they fre- 
quently adhere; the jaw is to be fixed with the halter-bandage, and the 
accompanying bruising of the soft parts treated according to the rules 
laid down. 


GRAEFE, in a case of fracture of the upper jaw, in which both upper jaw-bones were so 
separated from all their connexions that together with the rows of teeth they could be 
displaced at pleasure, used a peculiar machine for keeping them steady (0). 


(a) Lehrbuch, p. 578. : Pl. iii. f. 18.—Cnoquet, (J.) Mémoire sur les 
(6) Rercu, Dissert.de Maxille Superioris Frac- Fractures par contre-coup de la Machoire Supe- 
turd. Berol. 1822.—Journal von GRakFE und rieure. Paris, 1820. 
von WALTHER, Vol. iv. p. 592. vol. v. p. 353. 
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[I once saw a very remarkable accident in which a man received a violent blow on 
the face from the handle of a crane whilst flying round. All the bones of the face, 
excepting the lower jaw, were separated from the skull, partly broken from it and 
perhaps torn from it at the harmonies. The nose, cheek, and upper jaw-bones were 
broken and crushed, so that the whole face below the eyes, including the floors of the 
orbits, could be moved with the least effort, and yielded in every way to pressure of 
the fingers, just as would beans in a bag. Externally there was only a slight graze, but 
he bled from the nose and mouth, the lining membranes of which were torn. In the 
course of a few hours the face swelled considerably from the effusion of blood, and 
entirely lost its shape. Nothing was done beyond the application ofan evaporating 
lotion, the swelling subsided in the course of a short time, and he recovered after having 
had a little exfoliation from the mouth and nose; but a shallow furrow across the face 
and a broken nose-bridge were the result of the injury. He lived many years after, and 
a cast of his head is in our Museum.—J. F. 8.] 


III—OF FRACTURES OF THE LOWER JAW. 


(Fractura Ossis Mazillaris inferioris, Lat.; Bruche des Unterkiefers, Germ. ; 
Fracture de la Machoire inférieure, Fr.) 


601. Fracture of the Lower Jaw is rare, partly on account of the 
strength of the bone, and partly on account of the great mobility of the 
jaw. The fracture takes place either between the middle of the bone and 
the insertion of the m. masseter (the fracture of the middle of the bone 
itself is extremely rare (a) ); or between the insertion of that muscle 
and the coronoid process, (fracture of the angle of the jaw,) or the coro- 
noid and condyloid processes are themselves broken off. The direction 
of the fracture is either horizontal, vertical, or more or less oblique. The 
lower jaw may be broken at the same time in several places. Most com- 
monly there is much bruising and injury of the soft parts, tearing of the 
nerves and of the accompanying vessels passing through the infra- 
maxillary canal, which produce nervous symptoms, convulsive motions of 
the muscles of the face, severe pain, deafness, or violent bleeding (1). The 
ends of the broken bone are generally displaced ; the piece on which is 
the chin (symphysis) is drawn down by the action of the depressing 
muscles, and the other piece upwards by those which raise the jaw; and 
this happens so much the more as the fracture is farther distant from the 
chin. If the fracture be oblique, the front broken end is always drawn 
back. In double fracture the middle portion is always decidedly dis- 
placed downwards. In fractures of the angle of the jaw, the broken ends 
are little or not at all displaced ; and in that of the neck of the condyle it 
is drawn forwards by the m. pterygoideus externus, whilst the rest of the 
jaw retains its natural position. 

[ (1) It cannot be denied that the serious symptoms just mentioned may occur, but I 
have never seen them, not even when the fracture has been compound, which is an un- 
common accident. Simple fracture of the sides of the jaw, near the bicuspid teeth, 
frequently occurs, as the result of a blow with the fist; but I have never seen fracture 
of the ascending plate that I recollect.—J. F. 8.} 

602. The diagnosis of this fracture depends on the preceding violence, 
on the severity of the pain, on the unevenness of the base of the jaw, and 
of the row of the teeth, and on the crepitation when the broken ends are 
moved up and down, which is the only sign of fracture without displace- 
ment. In double fracture the displacement is usually considerable. In 
fracture of the neck of the jaw, the forward displacement of the condyle 


(a) Rovyer, Journal Général de Médecine, April, 1803. 
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is noticed, as also a space behind the angle of the jaw, immobility of the 
condyle and crepitation in the motions of the Jaw which are accompanied 
with pain, 

603. The setting of this fracture is easy, but in double or oblique 
fractures it is very difficult to keep the broken ends in their proper place ; 
deformity and displacement of the natural position of the teeth commonly 
- remains. 

The setting is performed by pressing back the coronoid process with 
the fore finger of one hand and with the other, placed on the inside of 
the jaw, the horizontal branch is drawn forwards and in oblique fracture 
somewhat upwards. The proper range of the teeth and the evenness of 
the lower edge of the jaw certify the setting. When the displacement of 
the ends of the fracture is but slight, it is sufficient to press the under 
jaw against the upper in order to effect the setting. 

604. To keep the ends of the fracture in their places the middle of a 
long pad should be placed beneath the chin and the ends brought over the 
crown of the head, where they are to be fastened together ; a similar long 
pad is carried over the front of the chin to the back of the head, and there 
also fastened. Over these compresses a simple halter-bandage is applied. 
A simple head-cloth is also advisable, by which the motions of the lowre 
jaw in wide opening of the mouth, are prevented. In oblique fractures, 
a piece of cork provided with a furrow, may also be placed between the 
teeth of the not displaced part of the lower and the upper jaw, and the de- 
pressed fractured end should be properly raised with a bandage; this is, 
however, unnecessary, and may easily endanger a deformed union. In 
double fracture the double halter, or ScurncEr’s bandage, may be applied 
to the jaw. A graduated compress is to be placed on the under side of 
the jaw, and over it a hollow pasteboard splint will increase the solidity 
of the apparatus. 

605. In fracture of the neck of the jaw-bone the broken ends are to be 
brought together, the under part to be pressed forwards, or so that a piece 
of cork may be placed between the hinder grinding teeth ; or a graduated 
compress may be laid behind the angle of the jaw, and the turns of the 
halter-bandage made thereon. 

606. The apparatus must be re-applied at the tenth or twelfth day, unless 
previously loosened ; then at the twenty-fifth, (when union has generally 
taken place,) and at the fortieth when it is perfectly firm. During the 
cure the patient must avoid all talking and chewing, he must be fed on 
thin food, and be careful not to lie at night on the injured side. Some 
time also after the cure chewing hard food must be avoided. 

Compound fractures of the lower jaw mnst be treated after the general 
rules. 

607. Special contrivances for the cure of fracture of the lower jaw, 
whereby it is pressed up against the upper jaw, and the mouth not kept 
closed, have been recommended by Rurtrenicu, Kuvce, (a) Busu (6), 
and Harrie (ce), but they are less suitable than the apparatus just described, 
as they rarely fit completely, irritate the mouth, and render the patient 
very uncomfortable. | | 

WatLLner (d) applies, (as did previously H1ppocrartss, Ryrr, and others, ) in fracture 


(a) Branco, Dissert. de Fracturé Mandibule. (¢) Journal von Graire und von WatTHER 
Berol. 1823. vol. v. p. 346, Pl. iii, 

(6) London Medical and Physical Journal, Nov. (d) Magazin der Ausland, Literatur von Juzius 
1822. und GERson, May and June, 1826, p. 519. 
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of the lower jaw, instead of the usual apparatus, a silver thread around the front teeth, 
which, without inconveniencing the patient, may be continued for three weeks till the 
divided parts are perfectly united. 


IV.—OF FRACTURE OF THE TONGUE-BONE. 

(Fractura Ossis hyoidei, Lat.; Bruch des Zungenbeines, Germ. ; Fracture de 1 Os 

hyoid, Fr.) : 

Marcrnovsky and DrerenBacH; in Medic. Vereinszeitung fiir Preussen, 1833. 
Nos. 3 and 15. 

LALEsQuE; in Journal Hebdom., vol x. p. 386, 1833. 

AUBERGE; in Revue Médicale, July, 1835. 

608. Fracture of the Tongue-bone is very rare, but always consequent 
on direct external violence, and almost always occurs in the horns of the 
bone. In consequence of the injury itself and the displacement of the 
broken ends there is always impossibility of swallowing and speaking, or 
great difficulty and pain in so doing, and in depressing and protruding the 
tongue, symptoms of suffocation, effusion of blood, and swelling of the 
region of the tongue, grating and mobility of one or both horns when 
touched, inflammation of the throat and pharynx. The broken bone may 
be displaced towards the throat and project so that it can be felt with the 
finger (LALESQUE, AUBERGE.) 

[The only examples of fracture of this bone of which I am aware are those of persons 
executed by hanging, in which fracture is almost invariably found.—J. F. S.] 

609. If there be not any displacement of the end of the fracture towards 
the throat, it must be pressed into its proper place by introducing the 
finger, whilst the other hand fixes the tongue-bone externally ; a strict 
antiphlogistic treatment, blood-letting, leeches, cold applications, nitre 
in some mucilaginous vehicle, and extract of hyoscyamus or laurel water, 
must be employed to prevent or get rid of the inflammatory symptoms. 
The patient must swallow only fluids, and in small quantity. If swallow- 
ing be impossible, or the ends of the fracture be thereby again displaced, 
an asophagus-tube must be introduced, or the patient nourished with 
clysters. 


V.—OF FRACTURE OF THE CARTILAGES OF THE LARYNX. 

(Fractura Laryngis, Lat.; Bruch der Knorpel des Kehlkopfes, Germ. ; Fracture du 

Cartilage du Larynx, Fr.) 

610. The cartilages of the larynx may be broken variously by the im- 
mediate operation of severe violence; and speedy death may result from 
the displacement of the ends of the fracture by suffocation, or very violent 
_ symptoms may ensue, as very difficult, snoring, noisy breathing, with the 
neck and head bent back, cough, with bloody foam from the mouth, hoarse 
inarticulate tone of voice, severe pain in the larynx, impossibility of 
swallowing, symptoms of choking, yellowish-white, livid, puffy face, pro- 
truding eyes, strong pulsation of the carotid arteries, effusion of blood, 
and emphysema in the neck, and tetanic symptoms. The mobility and 
displacement of the ends of the broken bone may be felt on external 
examination. 

611. If it be not possible by careful attempts to replace the ends of the 
fracture in their proper position, the coverings of the larynx should be cut 
through at the mesial line of the neck in the whole length of the larynx, 
and after stanching the bleeding, or if the danger be pressing, at the same 
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time dividing the larynx throughout its whole length, and the cartilages 
are then to be brought into their proper place. The difficulty of breathing 
being thereby diminished, the edges of the wound are to be brought to- 
gether with sticking plaster, but if it continue the wound should be left 
open. In either case inflammation must be prevented or diminished by the. 
strictest antiphlogistic treatment. 


VI—OF FRACTURE OF THE VERTEBRA. 


(Fractura Vertebrarum, Lat.; Bruch der Wirbelbeine, Germ.; Fracture de la Co- 
lonne Vertébrale, Fr.) 


Cuenotts, F. A. E., Diss. Med.-Chir. sistens casum Subluxationis Vertebree Dorsi 
cum fractura complicate, post factam repositionem et varia dira symptomata duodecima 
demum septimana funeste. Argent., 1761. 


Sammerine, 8. T., Bemerkungen iiber Verrenkung und Bruch des Riickgraths. 
Berlin, 1793. 8vo. 


Cooper, Sir Astiey P., Treatise on Dislocations and on Fractures of the J oints, 
1822. Also his Lectures on Surgery by TyRrELu. 

BELL, Str Cuanzes, On Injuries of the Spine and Thigh-bone. London, 1824. Ato. 

WENZEL, C., Von den Krankheiten am Rickgrathe. Bamberg, 1824. fol., with 
eight copper-plates, p. 335. 


Lisrranc, Histoire genérale des Fractures de la Colonne Vertébrale ; in his Clinique 
Chirurgicale, in Révue Médicale, vol. iv. p. 238. 1825. 


LAWRENCE, WILL., On Dislocations of the Vertebre ; in Med.-Chir. Trans., vol. xiii. 
1825. 


Bropie, Sir Beng. C., Pathological and Surgical Observations relating to Injuries of 
the Spinal Cord; in Med.-Chir. Trans., vol. xx. 1837. 


Puitiips, Bens., Account of a Case of Fracture and Displacement of the Atlas; in 
Med.-Chir. Trans., vol. xx. 1837. 


Laut, in Mémoires de l’Académie de Médecine, vol. iv. 


612. The fracture may occur in the spinous, transverse, or oblique pro- 
cesses, or in the vertebra itself. 

The spinous processes are most subject to fracture, and this may happen 
without any accompanying injury of the spinal marrow. It is distinguished 
by the altered direction of the spinous process, by its mobility, and crepi- 
tation ; it, cannot, however, be decided whether the fracture do not also 
extend into the body of the bone. 

[Fracture of the processes alone, so far as I have had opportunity of observing, are 
certainly of much less frequency than fracture of the body of the vertebra, which may 
sometimes, though not always, accompany. I do not think I have seen fracture of the 
spinous processes alone more than twice. The mobility of the spinous process, but not 
alteration of its direction, which may be or not when it is broken off the arch, is its 
principal indication, and distinguishes it from fracture through the body, in which the 
spinous process always sinks and is immovable. It may be accompanied with con- 
cussion, or compression of the spinal cord by blood within the vertebral canal, and 
thereby simulating, the usual symptoms resulting from bony compression of the cord 
in fracture through the body, with its displacement, is very liable to be mistaken for 
it; but the regularity of the ridge of the spinous processes, generally existing, points 
out the difference.—J. F. S.] 

613. Fracture of the body of a vertebra is rare (1), on account of its 
deep seat, its shortness and thickness, and the mobility of the whole spinal 
column. It can only be produced by very great violence, and is then 
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always connected with injury of the spinal marrow or its nerves, either by . 


concussion, by inpressing of the pieces of bone, or by extravasation; or 
inflammation may ensue. Palsy of all the parts below the injury may 
occur either immediately, or some time after the accident; palsy of the 
lower limbs, of the bladder, (with alkaline state of the urine,) and of the 
rectum, if the fracture take place at the lower part of the spinal column ; 
simultaneous tension of the belly and difficult breathing, if the fracture 
be higher. In consequence of lying continually on the back, which the 
patient is compelled to persist in, on account of the palsy of his lower 
limbs, inflammation and mortification occur upon the rump-bone ; the palsy 
spreads generally further, and the patient dies of exhaustion in a shorter 
or longer time, four or five weeks after the accident: often, however, if 
he live longer, the palsy diminishes, the effects of lying heal, but at last, 
even years after, the patient yields to spinal consumption. If the fracture 
occur with dislocation above the third vertebra, death speedily ensues. 
Fractures beneath the origin of the phrenic nerves, cause palsy of the 
arms and of the deeper parts; it is, however, rarely complete, one arm is 
frequently affected more than the other if the fracture be oblique; the 
breathing is very difficult: death usually occurs in from three to seven 
days (a). When inflammation sets in delirium, restlessness, and priapism 
come on; the patient raises himself up, and tries to stand upright, and 
death usually happens about the fifth day (6). If the inflammation be 
lingering, its subsequent transition into exudation and suppuration of the 
spinal marrow, is fatal. 

PHILLIPS (c) witnessed a remarkable case of fracture of the first vertebra and of the 
pivot process of the second, in which the transverse ligament remained whole, and im- 
mediate death did not take place, and the patient only died forty-seven weeks after the 
accident, of water in the chest. JmcER(d) rightly supposes that the preparations of 
fracture of the spine healed by callus, of which I myself possess two examples, prove no 
more than that these fractures may unite in from eight to twelve weeks by callus or 
tough ligamentous bands, but not that the patient will be cured of his palsy. I also 
agree with him that many cases of pretended union of fractured vertebr@ are very 
suspicious, and may have been only mere bruising, stretching of the ligaments, con- 
cussion of the spinal marrow. I have, however, notes of one case in which union of 
a vertebral fracture, accompanied with perfect palsy of the lower limbs and bladder, 
ensued, and the patient continued improving for ten years. 

{(1) If by this expression CuELius mean strictly, fracture of the body of a vertebra 
without that of any other part of it, he is quite correct ; but if he mean that fracture of 
the body with that of some other part of the vertebra, he is wrong; for I have notes of 
five cases which were admitted, in one year, into St. Thomas’s Hospital. 

Fracture of the body does not always require very great violence for its production, 
unless the blow be received on the fractured part. The following are two very re- 


markable instances in which the fracture was caused merely by jumping head foremost 
into the water. 


Case 1. A sailor about forty years of age, in good health, jumped headlong from a 


ship into the sea to bathe, a sail being spread a few feet below the surface to receive | 


the bathers, and protect them from the sharks. It is supposed, that his head was 
violently thrown back on coming in contact with the water or sail, as he immediately 
became motionless. When got on deck, all the muscles of the limbs and trunk below 
the shoulders were observed to be paralysed, and respiration was performed by the 
diaphragm alone. The circulation and temperature were natural, and the senses per- 
fect. In a few hours after the occurrence of the accident, vomiting commenced and 
became more frequent till he died at the expiration of forty-eight hours. 

Upon examination, the fourth cervical vertebra was found completely severed through 
its body, which was widely separated from that of the third. The left side of the 

34 Cooper, A., On Dislocations. (c) Medico-Chirurgical Transactions; and in the 


b) Bett, Cuaruss, above cited. London Medical Gazette, March, 1836. 
(d) Above cited, vol. iii. p. 229. 
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arch of the fourth was broken in three places, and forced forwards on the spinal mar- 
row, which was crushed and lacerated. The left side of the arch of the fifth was 
likewise broken, and the spinous process of the third pressed down upon the fourth 
vertebra. ‘This preparation is in St. Thomas’s Museum. 

Case 2. A man threw himself into a river to bathe, from a height of seven or eight 
feet, the water being only three feet deep. He came up to the surface and immediately 
fell back to the bottom. The bystanders observing he made no attempt to swim, drew 
him out and lifted him insensible upon the bank. Upon the arrival of the medical man 
he was found pulseless, but with priapism. By the use of ammonia he was revived, 
but his limbs were paralysed, and when admitted into the hospital an hour after, his 
body was cold, pulse scarcely perceptible, and the skin quite insensible, but he was 
perfectly sensible, complained of pain at the back of his neck, and could not move his 
head, which swayed about with its own weight, and was free from ache. He had great 
disposition to make water, but could not, and the introduction of the catheter was use- 
less, as the bladder contained none. He said, in reference to the accident, that at the 
moment when he struck the water he felt his hands touch the bottom of the river, and 
to save his head, drew it violently back, upon which he lost all consciousness. B 
rubbing and putting him in a warm bed, he raised himself and was a little able to 
move his limbs. But about three hours and a-half after his admission, fever with pro- 
fuse sweating came on and his pulse was stronger and quicker. He soon became de- 
lirious, uttered loud screams, and in ten hours and a-half from the accident died. 

On examination, the back of the neck was largely ecchymosed, the interspaces of the 
muscles were gorged with blood, and the vertebral canal filled with it. The body of 
the fifth neck vertebra was broken across above the middle of its depth, and the two 
pieces were completely separated from the lateral parts. 

REVEILLON (a), who relates the case, thinks that as no contusion was apparent on the 
head, and that, as it was not even smeared with dirt, it could not have touched the bottom 
of the river, and therefore that the fracture must have been caused by muscular action. 

The fracture is, however, more commonly caused either by falling down head foremost, 
or by a heavy weight dropping from a height upon the top of the head. In either case, 
the muscles being unprepared for receiving the violence, the necessary bracing up of 
the spine is therefore deficient, and consequently the spinal column is either bent 
suddenly, violently, and excessively forward, and the force being transferred to one 
vertebra, the hinder edge of the bone is more or less,torn from the intervertebral substance, 
or the latter is at this part partially torn through, whilst the remainder still continues 
connecting the body of the vertebra with that of the vertebra immediately below, of 
which the fore and upper part is broken off obliquely downwards and forwards, and in 
this way the vertebra above the fracture, and with it the fractured upper part of the 
vertebra below, glide forward till the arch of the upper rests against the back of the 
body of the lower vertebra, and thus compresses the spinal cord. This compression is 
more complete if the capsules of the articular processes have been torn through, the 
processes themselves broken off, or the arch fractured, under which circumstances that 
part of the spine above the fracture slips further forward, and the spinal arch is more 
tightly pressed upon the spinal cord. The injury which the spinal cord suffers may be 
- either—l, simple concussion; 2, simple compression by bone; 3, extravasation of blood 
either without or within the sheath, or in both situations, and producing symptoms of 
compression ; 4, extravasation of blood on the exterior of the cord itself; 5, tearing of 
the cord to a greater or less extent, sometimes completely through; and either of these 
may or may not be accompanied with corresponding tearing of the sheath. There are 
not any peculiar symptoms which point out the extent of the mischief so as to assist in 
forming a diagnosis. The subsidence of the symptoms in a few days after the accident, 
in cases usually considered as concussion of the cord, is therefore no proof of such being 
really the case, as it may be possible that in slight extravasation of blood, which at first 
would produce symptoms, the spinal cord would probably accommodate itself to the 
pressure, and the symptoms subside under proper treatment, as is well known they do, 
and the patient completely recover, after apoplectic effusions in the brain. 

The dangerous circumstances connected with fracture of the spine do not depend on 
the fracture itself, but upon the injury which the cord sustains, and which is greater or 
less, according to the greater or less displacement forwards of the upper part of the 
spine beyond the lower. This displacement almost invariably accompanies the fracture, 
and varies according to the violent bending or blow which the spinal column suffers. 
I have known the upper vertebra, with the broken upper edge of that beneath it, 
projected scarcely a quarter of an inch; and I have known it thrown forward more 


(a) Journal Général de Médecine, &c., xeviii. or xcvii of the Second Series, March, 1827. 
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than half an inch; and in these cases the spinous process of the projecting vertebra 
presses less or more the spinal marrow between itself and the back of the body of the 
lower vertebra. The least displacement of the vertebral body occurs in the neck; and 
indeed in the upper part of the neck scarcely happens. 

Fracture of the spine may, however, exist without displacement, and without symp- 
toms, even if the atlas be the fractured bone, as in the elder Ciine’s Case.—“ A girl 
received a severe blow upon her neck; after which it was observed, that whenever she 
wanted to look at any object, either above or below her, she always supported her head 
with her hands, and then gradually and carefully elevated or depressed it, according as 
she wished, towards the object. After any sudden shock, she used to run to a table, 
and placing her hands under her chin, rested them against the table until the agitation 
occasioned by the concussion had subsided. Twelve months after the accident the child 
died, and on examination a transverse fracture of the atlas was found, but no displace- 
ment. When the head was depressed or elevated, the dentiform process of the second 
vertebra became displaced, carrying with it a portion of the atlas, occasioning pressure 
on the spinal marrow, which was also produced by any violent agitation” (a). 

Puriips’s case of fracture of the atlas, and of the pivot of the azis, has been 
already mentioned by CHELIus; but he has omitted to state the very remarkable posi- 
tion and condition of the parts as found on examination. “'The condyles of the occiput 
still rested upon the articulating surfaces of the atlas, but the atlas was found to be, not 
a separate and independent vertebra, but an appendix to the aris. So much of its ante- 
rior portion as includes the surfaces by which it is articulated with the occiput and with 
the axis, had been violently separated from the posterior portion of its ring, and had 
been carried in an oblique direction downwards and forwards until it arrived upon the 
same plane, but anterior to the axis, to the body and transverse processes of which it 
became attached by the perfect bony union, whilst the posterior fragment had suffered 
no displacement.” (p. 82.) 

The following instance of fracture, without displacement of the atlas and avzis, 
occurred in St. Thomas’s Hospital, and the preparation is in the museum there :— 

Case.—W. T., aged sixty-eight years, was admitted into George’s Ward. 

Nov. 10, 1838. Having fallen down stairs a few hours before his admission and been 
stunned. Has pain at the back of his neck, which is increased by pressure. All his 
limbs, except the left lower extremity, which still retains slight motion, are palsied. 
The sensibility of the whole right side of the body is morbidly acute; that of the left 
totally destroyed, excepting on the belly, where he feels slightly, and to which he 
refers a sensation of numbness when the left thigh is pinched. Next day he complained 
of pain in the right arm; the skin on the left side of the belly is less sensible. On the 
third day the morbid sensibility of the right side had diminished, and sensation had 
slightly returned on the left. Complains of pain in the right hypochondrion, and fan- 
cies his arms lie across his chest. On the following day the belly became tympanitic. 
On the fifth day there was slight motion of the left arm, and the capability of moving 
the right leg had increased ; but he was rapidly sinking, although in good heart, and 
died, late at night. On examination it was found that the atlas was broken in two 
places, the line of fracture being diagonal, and traversing the left vertebral hole. The 
pivot of the axis was broken off at its root, and a small piece of the body also. The 
fifth vertebra was fractured through the body. With neither fracture was there suffi- 
cient displacement to produce pressure. On cutting through the spinal cord, a central 
cell was found containing a small quantity of blood, and the substance of the cord 
broken down and disorganized, opposite the fifth vertebra. 

On the other hand, dislocation of one vertebra from another, either partial or com- 
plete, may occur without fracture, but is so extremely rare, that, as regards dislocation 
of the body, DeLrrca (6) entirely denies it; ABERNETHY (c) declares :—‘ There can be 
no dislocation (of the vertebre) surgically speaking—we do not take the word in its 
etymological sense; in surgical language, a dislocation is a displacement of bone, with 
a laceration of ligament unaccompanied with fracture, “for if there be a fracture it is 
not a dislocation; but from their position, if one vertebra be knocked in, its articular 
surfaces must be broken.” AsTLEY Cooper (d) says :—*“ If luxation of the spine ever 
does happen, it is an injury which is extremely rare, as in the numerous instances which 
I have seen of violence done to the spine, I have never witnessed a separation of one 
vertebra from another, through the intervertebral substance, without fracture of the 
articular processes ; or if those processes remain unbroken, without a fracture through 

(a) AstLEY Coorer’s Lectures, vol. ii. p. 8. (c) MS. Lectures. 


(b) Precis Elémentaire des Maladies réputées (a) Above quoted. 
Chirurgicales, vol. iii. p. 42. ‘ 
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the bodies of the vertebre.” (p. 539.) And Boyer (a), without actually denying the 
possibility, seems to infer the impossibility of such an occurrence. Exceedingly rare, 
however, as these accidents are, there is no doubt that they do sometimes happen, 
although I do not believe that a tithe of the so-called dislocations are dislocations at 
all; as, for instance, a person thrown from his horse, and falling on his head, has it 
bent under him, and cannot of himself restore it to its proper place, or he may fall 
from a ladder, as in a case within my own knowledge, and the neck be twisted with 
the face over the shoulder, and unable to be replaced without assistance ; but, as ABER- 
' NETHY says, “ this is not dislocation; it is nothing more than we are sometimes ourselves 
doing, the muscles are overstretched, and cannot act, the head is put in its proper 
place, and all becomes right.” I must confess that I at first thought of like character 
were the cases quoted by BoysEr, the one mentioned by DEsavtt in his Lectures, of 
the advocate who dislocated his neck, merely by turning his head suddenly round to see 
who was coming into the room behind him; and the other shown by Cuopart, of the 
young man in whom a similar accident happened from extreme rotation of the head, 
leaving it permanently inclined over the left shoulder ; as also Rust’s case (6), in which, 
after a severe fall on the head, the neck was completely bent to the right side, the 
upper extremities paralysed, and accompanied with repeated attacks of convulsions and 
hiccough, in which replacement was immediately effected by seating the patient on the 
ground, and forcibly drawing his head straight upwards. Since reading Scuun’s case (c), 
which will presently be given, I feel sure that these were cases of actual dislocation, 
and that the latter was, as well as ScHun’s case, reduced, although this could not be 
done in two other cases quoted by Boyer, as also mentioned by DesavttT in his Lec- 
tures, in one of which a boy, by turning heels over head, dislocated the right lower 
articular process of a cervical vertebra, and the head being turned towards the left 
shoulder, was so firmly fixed that it could not be replaced, although considerable force 
was used; whilst in another case, where one of the articular processes of a cervical ver- 
tebra was dislocated forwards, the child was destroyed during the attempts at reduction. 

The dislocations, entire or partial, of the vertebre, which are referred to by Law- 
RENCE (d) as dislocations, are, two of the four in St. Bartholomew’s museum, displacement 
with fracture; the third appears to me neither dislocation nor fracture, but simply a 
stretching of the capsular ligaments of the articular processes, as his own description 
proves; “the inferior articular processes of the fifth cervical vertebra are partially 
separated from those of the fifth having been drawn upwards; but they have not been 
thrown forwards. The bodies of the same vertebre are partially separated behind, but 
they preserve their natural level and relative position in front.” (p. 392.) A case of this 
kind occurred under my own care, in which the lower end of the second cervical vertebra 
was separated from the intervertebral substance so far that a shilling laid flat might be 
thrust between them, but there was no displacement. In this case there were no symp- 
toms of injury of the spinal cord, although there was effusion of blood between it and its 
covering of dura mater. The boy had fallen on a post, died on the fourth day, having 
exhibited symptoms of severe injury in the belly, and on examination, his liver was found 
broken in two. LawreENceE’s fourth case is a complete dislocation of the fourth from 
the fifth cervical vertebra, and a most remarkable case it is. The patient, a young man 
of twenty-two years, whilst “carrying a heavy barrel on the back of his head and neck, 
slipped in descending some steps and fell on the buttocks, the burthen resting on the head 
and upper part of the neck. He was immediately deprived of sensibility in the trunk and 
limbs, and of all power over the voluntary muscles of those parts. When brought to 
the hospital he was completely insensible and incapable of voluntary motion below the 
neck.” On the following day, “there was pain in the lower part of the neck. He could 
move the arms very slightly, and had a little feeling in the front and upper part of the 
chest.” On the third day, “he experienced a tingling sensation in the hands, and was 
sensible to impressions on the upper part of the arms and thighs.” He continued to 
decline, and died very early on the morning of the fifth day. On examination, “after 
cutting away the muscles from the back of the spine, the cartilaginous surfaces of the 
superior articular processes of the fifth cervical vertebra came into view, in consequence 
of the inferior processes of the fourth vertebra having been completely dislocated for- 
wards, and remaining fixed in their unnatural position. The yellow ligaments connecting 
the lamine of the two vertebre were torn through, and the bifid apex of the fourth 
spinous process lay in close contact with the basis of the fifth. On the front of the 


(a) Traité des Maladies Chirurgicales, vol. iv. an der Halsgegend den Wirbelsaule; in von 
chap. iv. art. iv. Rarmawn’s Medicinische Jahrbiicher des kais. kin. 
(b) Medicinisch-chirurgiche Zeitung, vol. iii. | Oesterreichischen Staates, vol. xxi. New Series. 


p- 127. 1813. ik 1840. : 
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column an unusual projection was observed, but the anterior longitudinal ligamentous 
expansion was entire. The body of the fourth was completely detached from that of 
the fifth vertebra, the connecting fibro-cartilage being torn through, and the body of the 
former projecting by its whole depth in front of the latter.” (p. 394-97.) I have taken 
the opportunity of examining this preparation, and as it at present appears in its dry 
state, the right articular process of the fourth vertebra rests in the concavity between 
the transverse process and the body of the fifth; but the left process, although displaced, 
is not thrown completely off the corresponding articular process of the fifth vertebra. 

Of the partial dislocation, in which only one articular process is thrown before the 
corresponding one of the vertebra below, and the body of its own vertebra on that side 
projected forward, is the instance in St. Thomas’s Museum already alluded to of the right 
lower articular process of the axis, but of which unfortunately there is not any history. 
SCHUH’S case (a) appears to me one of this kind, and the following is his account of this 
very interesting 

Case.—F. H., twenty-four years of age, whilst engaged in his occupation of needle- 
making, being suddenly called by a fellow-workman for the purpose of frightening 
him, turned sharply round, and at the very moment felt a crack in his neck and could 
no longer move his head. On the following day he came to the hospital, with his 
countenance turgid, his head twisted to the right side and brought nearer to the shoulder ; 
upon the left side the neck was a little arched, and on the right rather hollowed. He 
had pain, increased by pressure, on the left side, from the third to the fifth vertebra; 
and every attempt to give the head and neck another direction was vain and painful. 
The direction of the upper spinous processes could not be closely followed with the 
fingers, but the neck muscles were not by any means morbidly stretched. The patient 
complained of weakness in the right upper extremity; could only lift it with exer- 
tion, and had much less power of closing these fingers than those of the left hand. At- 
tempts were immediately made at replacement by lifting the head directly upwards by 
the chin and hind-head, the shoulders being fixed whilst the patient sat on the ground, 
butin vain. This was repeated in the evening without result, and both times without 
pain. Leeches and cold applications were used. Two days after the patient complained 
of the addition of weakness in the right arm, with the sensation of its being asleep. 
To gain more power, the mode of reduction was varied. The patient was laid 
on his back in bed, with the shoulders fixed by two folded cloths, and extension made 
by a towel which I carried under the jaw, whilst the pulling was kept up by an assistant 
who held the back of the head with both hands. After gradual strong pulling the 
patient felt, and afterwards the assistant also, a crack or snap, and after the extension 
had been continued the head and neck were restored to their proper position, and could 
be moved in every direction, although with pain onthe left side of the neck. * * * In 
a few days after the patient was quite well. (p. 547-49.) It is of course impossible to 
say that in this case there was no fracture of any part of the transverse or articular pro- 
cesses of the vertebre, as sometimes happens. 

These are all the simple dislocations I know of, and I fully agree with the reason 
assigned by Lawrence for their occurrence specially in the neck. “The greater mobi- 
lity of the individual bones,” says he, ‘ the comparative smallness of their bodies, and 
the obliquity of their articular processes, point out the cervical vertebre as most likely 
to be luxated; at the same time the form of the neck, and its connexion with the head, 
are favourable to the application of such violence as may induce luxation.” (pp. 389-90.) 

I have introduced the consideration of dislocated vertebre here, because it is so com- 
monly accompanied with fracture, and because the effects upon the spinal marrow are 
So similar in both cases, that the two subjects cannot be conveniently treated of apart. 
But it would have been much better had Curtius placed the whole subject immediately 
after Injuries of the Head, with which it is closely connected. 

The time which persons live after fracture and displacement of the vertebre varies 
considerably according to the situation of the injury, but even when nearly the same 
part is injured, one patient will live much longer than another, doubtless on account of 
the less or greater injury of the spinal cord. In general the higher be the injury, the 
more quickly is the patient cut off. AsTiEy Cooper says, that “in fracture with dis- 
placement above the fourth cervical vertebra the person generally dies on the instant, 
because the diaphragm is paralysed.” This, however, is not correct, for the spinal cord 
1s not always sufficiently compressed to cut off the nervous influence from that muscle. 
I have seen several cases live two or three days, or more; and PHILL1Ps’s case lived 
above forty-seven weeks. So far as I have had opportunity, I should say, that in fracture 
of the cervical vertebre, the patient dies earlier or later within a week; in that of the 

(a) Slightly mentioned in the preceding page. 
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dorsal, from one to three weeks ; and in that of the loins, in two, four, or six mouths, or 


he may live for two or three years, as mentioned by Cooper and Bropie. 

Sometimes if a patient live long after fracture of the spine, a false joint is formed, of 
which there is a remarkable example in the Museum of the Royal College of Surgeons 
of England; the arch of the third lumbar vertebra has been broken, and the separated 
portion having dropped, has formed a false joint with the margin of the arch of the fourth 
lumbar. Unfortunately there is not any history to the preparation. It not unfre- 
quently happens that if the patient with fractured spine live many months, the injury is 
partially repaired by ossification, producing a broad band or splint from the edge of one 
to that of the other vertebra across the front of the intervertebral substance, similar to 
that not unfrequently observed in old people. An instance of this kind is in Si. Thomas’s 
Museum, in which, the patient having lived five months and nine days, ossification had 
thus taken place between the last dorsal and the first lumbar vertebra, the former of which, 
with its arch fractured, having been displaced forwards with fracture of the front of the 
latter. In the Museum of the College of Surgeons there is also a preparation in which 
the twelfth dorsal had been completely smashed, but the pieces had united and there 
is a splint in front with great angular curvature forwards. Its history is unknown. 

Sometimes without any fracture or displacement, after a severe blow, and without 
any immediate symptoms of concussion or compression of the cord, to distinguish which 
from each other, we have no means, except in the quick subsidence of those in the former, 
and the absence of distortion of the spine, the patient is seized with severe pain in his 
back, and becomes paralytic. Such a case is described by AstLey Cooper (a), and 
on “opening the spinal sheath milky fluid was found within it just above the cauda 
equina ; and higher than this, for the space of three inches, the spinal marrow was ul- 
cerated to a considerable depth, and was in the softened state which the brain assumes 
when it is rendered semifluid by putrefaction.” (p 561.) 

Bropre doubts (6) that the process of softening and dissolution of the spinal cord after 
concussion is the result of inflammation, as held by some writers, and observes, that 
“there isa manifest resemblance between the softening of the spinal cord, which follows 
mechanical injury, and that softening of the brain and spinal cord which takes place 
from internal causes, and which was first particularly described by M. Rostan under 
the name of Rammollissement du Cerveau.” (p. 126.) The whole of this paper of 
Bropie’s is well worth a careful perusal.—J. F. 8. 


614. The diagnosis in fracture of the body of a vertebra is always 
doubtful, because on account of its deep situation, it cannot be thoroughly 
examined, and because the just mentioned symptoms of palsy and so on 
may be produced merely by severe violence without fracture. 

615. If one or more spinous processes be broken and displaced, they 
may be replaced by the fingers; a compress is to be applied on each side, 
which should be fastened with a broad bandage (a). 

In fracture of the bodies of the vertebre, the treatment can only effect 
the removal of the dangerous symptoms, as every attempt to set the frac- 
ture, even in well determined diagnosis, is to be considered most highly 
dangerous (6). Repeated general and local blood-lettings, proportionate to 
the age and constitution of the patient, dispersing bathings, and so on, are 
to be employed to diminish the inflammation. The urine collected in the 
bladder should be frequently drawn off with the catheter, because it soon 
decomposes and acts injuriously on the walls of the bladder. Volatile 
infrictions are to be made on the distended belly as well as on the palsied 
limbs, to which infrictions of tincture of cantharides may be added. If with 
the fracture there be injury of the soft parts, as shot wounds and so on, 
we must endeavour to remove the loose splinters of bone by incision. If 
the patient improve, he must be supported with strengthening remedies, 
and with the use of strengthening baths for the improvement of his 
health. If after previous injury of the spine symptoms of chronic inflam- 
mation continue, continued issues in the neighbourhood of the spine are 
the most proper remedies. 

(a) On Dislocations. (b) Above cited. 
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[(a) If the unnatural mobility of one or more spinous processes lead to the fair pre- 
sumption of their fracture from the vertebral arch or arches, but unaccompanied with 
symptoms of injury to the spinal cord, it is better to leave them alone and merely apply a 
few leeches. But if symptoms be present, then it may be suspected that there is further 
mischief, and it will become a question as to the propriety of proceeding to an operation 
for their relief. 

(6) The attempt to set a fracture through the body of a vertebra, accompanied, as 
it almost invariably is, with displacement, and most commonly with fracture of the ver- 
tebral arch, or articular processes, is, as CHuLIUs says, most highly dangerous, and 
ought never tobe attempted. Bropre, however, thinks differently, and says, “there 
can be no doubt, that when the injury is in the lower part of the spine, the attempt to 
effect reduction may not only be made with impunity, but that it may be successful.” 
(p. 159.) And he quotes the case of a man upon whom a mass of chalk fell. “Mr. 
HarDwickE, of Epsom, being sent for, found the first lumbar projecting over the last 
dorsal. With some difficulty he reduced the displaced vertebra to its natural position ; 
the reduction (as I was informed) taking place with a jerk or snap:” he was afterwards 
admitted into St. George’s Hospital, and then had “some power of using his lower 
limbs whilst in bed, but he could neither walk nor stand, and he was unable to empty 
his bladder without the aid of a catheter.” (p.157.) In another case where the fracture 
was between the third and fourth lumbar, Bropie “ endeavoured, by fixing the thoraz, 
and cautiously extending the pelvis to restore the vertebre to their proper place. The 
attempt was, in some degree, successful, and no ill effects, of any kind, resulted from 
it” (p..159. 

I ade ae that HarDwIck’s case does not appear to me satisfactory, as the patient 
was in precisely the same circumstances as a person with this accident for whom no- 
thing has been done. He lived two or three years without improvement, which is the 
ordinary history of these cases ; though, after the first few weeks, they, for a time, seem 
to be recovering sensation and motion, but beyond a certain point they do not mend. I 
fully agree with Cue ius, that it is better not to attempt any reduction; the only mode 
in which it can’be possible, as seems to me, is by bending the body forward, so that the 
displaced arch may be put into the same position as at the time of the accident, and then 
rise over the arch beneath it; the old method, therefore, of stretching over a barrel, 
is certainly the most proper mode of attempting the reduction, if it be attempted at 
all. 

The only remedies, practicable, are the’palliative treatment here proposed, by which 
it is hoped to accommodate the spinal cord to its unnatural position and to the pressure 
to a greater or less extent made, by keeping down the inflammatory disposition, but 
which does not materially relieve the palsy and restore the functions of the parts below 
the injury—or by an operation to remove the compressing vertebral arch; a subject 
which will be presently considered. If the case be a compound fracture, which can 
scarcely happen in any other way than by a ball or bullet, then the loose pieces should, 
as CHELIUS recommends, be removed.—J. F. S.] 


616. In fracture of the vertebre with inpression, as in similar injuries 
of the skull-bones, it has been recommended to lay bare the injured part 
with an incision along the spinous processes, and separating the muscles on 
their sides, to remove the arch of the injured vertebra with a small trepan- 
crown, or with Hry’s saw (HErne’s osteotome would be best.) This 
operation has been performed by the younger Cxine (1), WickHaAmM, 
ATTENBURROW, TYRRELL (a), HotscuEer, Smitu, and Rogers; but 
the result in every case was unfortunate. Experience has not, therefore, yet 
contradicted the opinion given by Cuaries Bexx (6), which is directly 
opposed to ASTLEY CooreEr’s (c), in reference to trepanning the spine ; and 
it is only to be considered as a means of alleviating the patient’s condition. 
J£GER, however, thinks that, as after this operation, there is not any aggra- 
vation, but rather in most cases immediately improvement, with restoration 
of motion, although in no case has there been an entire cure, the case 
calls for the performance of the operation in decided inpression and palsy, 

(a) TyRRELL’s second and also fatal case in the (c) CoorEr, A., On Dislocations, p. 559.—Lec- 
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(b) Above cited, p. 23. 
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rather than for its refusal, but especially soon after the accident and before 
inflammation has set in (a). 


[(1) The operation for the removal of the pressing vertebral arch, was first proposed and 
performed by the younger CL1nF, in the spring of 1814, and though unsuccessful, showed 
the practicability of such an operation; and in the following year he gave a lecture ex- 
planatory of his views on the subject, my own notes of which are unfortunately missing ; 
and though I have taken considerable pains to obtain notes from pupils attending the 
hospital at that time, I have not succeeded in meeting with any, except the brief account 
of the case from our Museum book, and the short notes of my friend JoHN WALLACE, 
of Carshalton, for which I have to thank him. 

CuineE considered, and very justly, as is amply proved by examination of these cases, 
that the symptoms resulted from the pressure of the spinal cord by the spinous process 
of the displaced vertebra, either fractured or not, a condition which he thought analo- 
gous to that of the brain when a piece of the skull is driven in upon it, and causes symp- 
toms of compression, but which are relieved by the removal of the cause of the com- 
pression. With this notion he held it feasible to remove the compressing vertebral arch, 
and so to relieve the palsy. And for this purpose he operated in the following 

Casre.—A. B. was admitted into St. Thomas’s Hospital 

June 15, 1814, Having fallen from a window two stories high into a ditch containing 
little water, and received an injury, with displacement of the spine, for which the medical 
man by whom he was first seen bled him, and attempted to replace the bones by the 
pulling of five or six strong men, which, however, as might have been expected, not suc- 
ceeding, he was sent to the hospital. 

June 16. It having been determined to take out the compressing vertebral arch or 
arches, the man was brought upon his bed into the operating theatre, and carefully put 
upon the table with his face downwards. An incision was made through the skin over 
the projecting spinous processes, and of sufficient length to expose them completely. 
The muscles were then divided on each side, and being drawn outwards two spinous 
processes, which were broken at their roots, were removed. It was attempted to remove 
the vertebral arch by sawing it through with MacHEL1’s circular saw, which was in- 
effectual ; a chisel and mallet were then employed, and also a trephine, by means of 
which the separation was effected and the arch lifted out with an elevator. The ope- 
ration was considerably embarrassed by the unfitness of the instruments, and occupied 
a considerable time, but was not accompanied with much suffering. In the evening, 
he was tolerably well, but complained of pain in the wound. Pulse 114. 

June 17, 2 p. m. Has not had any sleep since the operation: nor any relief from the 
bowels; tongue white; skin perspirable; pulse 130. At 6 p.m. he had a fit and was 
thought to be dying. 

June 18, 1 p.m. Had another fit ; has great difficulty of breathing, with much nervous 
irritation. Pulse 140. The upper part of the body is in a cold sweat; the lower part 
warm, but not perspiring. The bowels have been relieved. Has been taking fever 
mixture, with five drops of laudanum, which was ordered to be increased to fifteen drops, 
and given hourly, if the dresser thought necessary. At 4 p.m. the-spasms had abated, 
and he was better. 

June 19. Through the morning he was more tranquil, but gradually sunk, and at 
5 p.m. died, without convulsions and sensible to the last. 

On examination. The fore and upper part of the body of the twelfth dorsal vertebra 
was found to be fractured obliquely from above and behind, downwards and forwards. 
The upper portion of this vertebra continued attached by the intervertebral substance to the 
eleventh dorsal, which had moved forwards and a little downwards, tearing away the 
hinder half of the intervertebral ligament from the top of the twelfth vertebra. By this 
projection the arch of the eleventh had compressed the spinal cord between itself and the 
back of the body of the twelfth dorsal vertebra. In the sheath of the cord were four 
lacerations opposite the injury, two of which would admit the little finger. The spinal 
marrow was three-fourths torn through, and the remaining portion was bruised. 

In the clinical lecture which CLINE delivered, he explained the reasons that had 
induced him to perform this operation, and the grounds upon which he hoped for 
success. He considered that, “ in fracture with displacement of the vertebre, which 
compressed the spinal cord, this great nervous cord was under precisely the same cir- 
cumstances as the brain when pressed by fractured skull, and that, therefore, as the 
elevation of the pressing bone was indicated in the latter case, and often effected with 
success, so was it equally called for in the former, and that no positive reason could 


(a) Hamotcn’s Practical Remarks on Amputations, Fractures, &c. London, 1830. p. 192. 
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exist why the operation should not be successful, provided the injury of the spinal cord 
itself were not great, a condition which, as regarded the brain, would equally forbid 
operation, or render its success improbable or impossible.” The spinal cord may be 
simply compressed, (as in TYRRELL’s first case,) or it may be more or less torn, without 
or with injury to the spinal sheath (as in Ciine’s case just recited, and in that on which 
I operated) ; or blood may be effused into the spinal canal, within or without the sheath, 
either at one spot or to a considerable extent, or it may be poured into the substance of 
the cord itself, and have the appearance of blood in an apoplectic cell. 

The result of TyRRELL’s case (a), which was certainly most favourable for operation, 
the cord not having been subjected to other injury than pressure, was most highly 
encouraging, and I cannot but think that if the after treatment had been different he 
would probably have recovered. In Curne’s case the cord was so much torn, aad in 
my own so completely torn, and the sheath in both so rent, that their exposure by the 
operation at once showed the utter hopelessness of relief in either case. CLINE can- 
didly stated that he thought the operation had hastened his patient’s death. 

Before undertaking the operation of cutting out that part of the arch of the vertebra 
which compresses the cord, CLine proposed to himself “ four questions :—I1st, Will the 
patient die of the operation? Probably he will, if the injury be severe. [I do not exactly 
understand the answer given, for there is no danger in the operation, if it be performed 
with care; but I suspect that he thought the exposure of the cord might hasten inflam- 
mation, and so death might more quickly result.—s. F. s.] 2nd, If the cord be much 
hurt will it recover its functions? This is unknown; but we do know that if a nerve 
be divided it will unite, and the greater part of the spinal cord may be divided ina 
brute and yet the animal recover ; in proof of which he detailed an experiment which 
he performed on a bitch. A cut was made at the back of the neck through the muscles 
and the yellow substance between the last cervical and first dorsal vertebra having been 
divided, the handle of a scalpel was pressed firmly down on the cord, and the result was, 
that the parts behind the division were completely palsied, excepting that the tail con- 
tinued still capable of a very slight motion, proving that a small portion of the cord was 
still undivided. With very great care and attention, the animal recovered after some 
months, and resumed all her paces as usual, with the exception of a peculiar move- 
ment of her hind limbs in galloping. She was afterwards destroyed, and the spinal 
cord being examined, was found to have united. [In what condition it was found the 
notes do not state, but as far as my recollection serves, without any very remarkable 
external appearance being observed.—s. F. s.] This then seemed to be sufficient proof 
that a spinal cord which had been considerably injured, if not all but entirely torn 
through, might be re-united and recover its functions. 3rdly, After the removal of the 
arch of the vertebra will the spine be sufficiently strong to support the body? Probably 
it will for ordinary purposes, though the patient may not be able to lift heavy weights. 
4thly, Will a patient recover from a compound fracture of the spine, which, by the 
performance of the operation, it becomes? The nearer a fracture is to the source of 
the circulation, and the less compact, and consequently the more vascular the bone is, 
the greater is the probability of recovery. Both these advantages are present in the 
spine, and therefore favour the successful issue of the case.” 

Such is the very brief account alone which I am able to give of CLINr’s notions in 
reference to the removal of the compressing portion of the vertebral arch or arches. I 
regret especially that I have been unable to procure the details of this experiment upon 
the dog. But as no account whatever has been hitherto published of this first opera- 
tion, or of the observations of the operator in reference to the subject, I have thought 
it right to give these details, meagre as they are, rather than to allow their being en- 
tirely lost and forgotten. 

As might be expected, the case at the time excited considerable interest, and Surgeons 
were much divided in opinion as to the probability of any successful result. AsTLEY 
Cooper, however, thought so well of it that within a few months he operated on a case 
in which there was supposed to be fracture with displacement; it turned out, however, 
to be merely a fracture of the spinous process of a dorsal vertebra at its root, and there- 
fore the arch was not meddled with. I saw the operation performed, but I do not 
recollect how the case terminated. In referring to Curnr’s and TyRRELI’s cases, 
Cooper observes, “ whether future trials will be more successful, it is difficult to say ; 
we cannot speak decidedly on the subject, as the first operations have been unsuccessful. 
The proposal is laudable, and the operation is not severe, nor does it increase the dan- 
ger of the patient; time and experiment can only determine its value. If we could 


(@) His edition of A. Cooprr’s Lectures on Surgery. 
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save one life in a hundred by it, we should deserve well of mankind; and if any good 
does ultimately result from it, Henry Crine has the merit of proposing it.” (p. 11-16.) 

ABERNETHY, in speaking of the same subject (a), says:—“I certainly would 
not do it (the operation of removing the vertebral arch) at first, as I should then expect 
to have not only the inflammation from the accident, but have it increased by the in- 
flammation of the operation. I would wait as in cases of fracture with depression of 
the skull, till the first inflammation has subsided. I think that it isa proposition too 
hardy to be acquiesced in; but I see nothing in it but what is rational, it is the only 
mode that occurs to one’s mind. 

The testy observations of CaaRLEs BELL are of little value ; he must have well known 
that the proposal of this operation originated with the younger Cuine, though he has 
chosen to say that Astitey Cooper “ proposes to trepan and raise up the depressed 
bone.” (p. 77.) His sneering question and corresponding answer—“ if the ring of the 
vertebra be broken down where is the necessity for applying the trephine? You have 
the projecting spinous process; you have the inferior and superior edge of the bone on 
which to place your elevator or to lay hold of with your forceps. I cannot for the life 
of me imagine any reason why that ring of bone should be trephined, and in two 
places,” (p. 20,) may be easily dealt with. He might have known that the vertebral 
arch itself was not always broken either on both or one side, but that either the ar- 
ticular process or processes of the vertebra below were broken off, and the arch of the 
compressing vertebra allowed to drop into the notches for the passage of the nerves, or 
that without any fracture of those processes, the arch might be lifted over into those 
notches, or that simply by the falling forward of the upper vertebra in consequence of 
the fracture of the body of that below it, the cord might be compressed by the curva- 
ture so produced, just as happens when the upper part of the spine falls forwards in 
caries. As tothe objections about “the degree of violence necessary to the accom- 
plishment of the operation,” and that “ the man must be already dead whose condition 
is not made worse by such an operation as this!” (pp. 21, 22,) I can only say that in 
TYRRELL’s operation, which I witnessed, and in that which I performed, no violence was 
either required or used; in neither did the patient suffer much; nor was his condition 
rendered worse, but in TyRRELL’s case immediately improved. The object of BELL’s 
attack on this operation must be referred to his angry feeling towards Coorrr, the 
wrathful expression of which in print, is deeply to be regretted, even had there been 
sufficient cause. Nor should I have referred to him at all, had he not unjustly given 
to one person that which belonged to another, so as more efficiently, as he thought, to 
empty on him the vials of his wrath. 

BRoDIE is certainly not favourable to this operation ; for, he observes: —“If the whole 
or nearly the whole, of a vertebra be driven forwards, the depression of the posterior 
part of it will of course occasion a diminution of the spinal canal; but the removal of 
any portion of the vertebra which is accessible to an operation will be of little avail, as 
the irregularity in the anterior part of the canal, made by the displacement of the body 
of the vertebra, must be the same after, as it was before, the operation.” (p. 160. ) 
TYRRELL’S case, however, entirely disproves this opinion, as regards the edge of the 
vertebral body ; for immediately the pressing arch was removed, the man had feeling 
in the thighs, and which gradually extended further, although previous to the operation 
all the parts below the fracture were completely devoid of sensation. Brop1£ continues:— 
“ If there be simply a fracture on each side of the spinous process, with a depression of 
the loose or intermediate portion of bone, of course there must be a corresponding dimi- 
nution of the size of the vertebral canal; but as that canal is much larger than the 
spinal cord which it contains, it does not follow that the spinal cord is really com- 
pressed, or that.any material diminution of the symptoms would follow the elevation of 
the depression” (p. 160.) To this it must be answered, that the operation would of 
course never be thought of unless symptoms of compression existed, and the sort of 
fracture of the vertebral arch, which BropIE mentions, would not be likely to cause 
them. But in most of the cases I have seen, the fracture has been either through one or 
both articular processes, or one side only of the spinous process, or the compression has 
been caused without any fracture of any part of.the arch, simply by the body of one 
vertebra falling forward before that of the one beneath it, and of which the upper and 
fore part had been torn off, and thus a compressing curvature of the spine produced, as 
in caries. His objections, therefore, do not apply to the kind of injury for which the 
operation is proposed. ; Ne ree, 

The only reasonable objection to the operation of trephining the spine is, that we 
cannot, previous to the operation, ascertain whether the spinal cord be simply com- 


(a) MS. Lectures. 
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pressed, or whether it be partially or entirely torn through, or whether the symptoms 
of compression result from the effusion of blood in the different situations above men- 
tioned, neither of which indeed can be ascertained after the vertebral canal has been 
opened, unless the sheath be rent. If, however, this objection hold in regard to the 
fracture of the skull with symptoms of compression, for no one can certainly determine 
what mischief may be beneath the fractured bone, and even if it be seen, as occa- 
sionally it may be, that the membranes of the brain are torn, and a portion of the brain 
itself squeezed out, yet if the bone be depressed, and the brain labours under pressure, 
no one would hesitate to remove the bone, in whatever condition the brain beneath 
might be expected to be found. This treatment of a compressed brain, with symptoms 
of compression, being that which is thought necessary by all Surgeons of experience, it 
seems to me that the analogy is so close, as regards compressed spinal cord, that the 
operation is not merely permissible, but is called for imperatively, and I fully agree 
with J#GER, that the earlier it is performed, the better. The much dreaded subsequent 
inflammation I do not think is much to be feared; at any rate it is never taken as an 
objection to trephining the skull. The great difficulty in the after-treatment is the 
great irritability of the bladder from the highly alkaline state of the urine, which de- 
pends on the irritation of the cord, but which I doubt not might be counteracted. 

Operation.—The operation is tedious and tiresome, unless the muscles can be well 
drawn aside from the spine. A long incision should be made along the ridge of the 
spinous processes, the middle of which should be opposite the displacement, and from 
them all the muscles should be well cleared. CLINE and TyRRELL used broad angular 
plates as retractors on each side, but they are very inconvenient. Instead of employing 
them, I divided all the attachments of the muscles to the articular processes, which gave 
plenty of room, as the one end of each muscular bundle being separated from its at- 
tachment, it retracted of itself, and needed little holding back with the finger. CLINE 
advised the use of a small crowned trephine to cut through the vertebral arch, if requisite ; 
TYRRELL, however, found Hry’s saw most convenient: but, in my case, one side of the 
arch being broken, and the yellow ligament torn through, and admitting the entrance 
of my finger, I divided the other side of the arch with a pair of stout bone-nippers. I 
should therefore think that generally the saw or the nippers would be found sufficient; 
but in an operation of this kind the Surgeon must remember that he must be ready to 
use one instrument or another, according to the circumstances of the case. In sawing 
or cutting out the arch, it is always best to grasp the spinous process, if it be not broken, 
with a pair of stout tooth-forceps, and I think these are to be preferred to the elevator for 
lifting the detached bone from its natural connexions. If, when the vertebral canal has 
been thus exposed, there be any clotted blood upon the sheath, it must be gently re- 
moved with the end of a probe or director. And if the cord be not torn through, its 
pulsation will be seen to return so soon as the pressure on it has been removed. 

After the operation and dressing the wound with long straps of adhesive plaster, the 
patient should either be kept on his face, or by means of Knox’s spine-bed (a) may be re- 
placed on his back, and from day to day turned over, the state of the wound examined, 
the dressings readjusted, and after resting a few hours on his belly, again be turned 
upon his back. The bladder will require to be frequently emptied with the catheter, 
which is better than allowing it to remain in continually.—J. F. S.] 


(a) Knox, upholsterer, of Jermyn-street, has con- 
structed an ingeniously-contrived bedstead, appli- 
cable specially to injuries and diseases of the spine. 
Its ground-work is Henry EaRur’s bedstead, and 
has/at each side a deep plank, presenting the appear- 
ance of a large oblong table-tray. In the middle of 
the frame, at the head and foot, is a large pivot on 
the same plane as the bedstead, which rest each in 
a socket upon a strong wooden frame within which 
the bedstead swings. The foot pivot islonger than 
its socket, and has attached to it a cogged wheel 
with handles like a rudder-wheel, and traverses 
vertically by handles ranged round its edge, and 
which as it is turned, on drawing back the catch 
which bolts into the cog-wheel, can incline the bed 
from side to side, or even turnit completely upside 
down. In order to turn the bed over, one long 
well-stuffed pillow is inserted between that side of 
the patient on which he is to rest in turning and 


the corresponding side of the bed. The space be- 
tween the other side of the bed and the patient is 
then to be packed with other pillows, after which 
a hair mattress, extending from the patient’s chin 
to his heels, is laid upon and some stout bands 
crossed and buckled over it from one edge of the bed 
tothe other. The preparations being now perfected 
the winch is turned carefully ; ina few minutes the 
patient rests upon his belly, and immediately the 
original bottom of the bed, which is supported by 
bolts, is removed, the pillows taken away, and thus 
the whole back exposed, without the patient’s po- 
sition having been in the least disturbed. Return 
to the supine posture is effected by adjusting the 
pillows and reapplying and bolting-in the original 
bottom, and turning the cog-wheel in the opposite 
direction. I have used this bed several times, and 
found it very useful, though rather cumbrous, 


ooo 
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VIIL—OF FRACTURE OF THE PELVIC BONES. 
(Fractura Ossium Pelvis, Lat.; Bruch der Beckenknochen, Germ.; Fracture des Os 
du Bassin, Fr.) 
CreEvE, C. C., Dissert. de Fracturis Ossium Pelvis. Mogant., 1792. 4to. 
Ibid, Von den Krankheiten des Weiblichen Bechens. Berl., 1795. 4to. 
Swan, JoserH, On Injuries of the Pelvis; in Med.-Chir. Trans. vol. xii. p. 520. 
ADELMANN, D. G., Dissert. de Fractura Ossium Pelvis. Fuld, 1835, 
Coorrr, AsTLEY, On Dislocations, and on the Fractures of Joints. 


EARLE, Henry, Observations on Fractures of the Bones of the Pelvis ; in Med.-Chir. 
Trans. vol. xix. 1835. 


617. Fracture of the Pelvic Bones is rare on account of their great 
strength, deep situation, and thick covering ; it therefore always requires 
very great violence, by which most commonly severe injury to the soft 
parts is produced ; or the same symptoms as in fracture of the spine, may 
be caused by injury of the spinal marrow. ‘The fracture may happen to 
the rump-bone, to the coccyx, to the hip, share or haunch bone. 

618. Fracture of the Rump-bone, (Fractura Ossis Sacri, Lat. ; Bruch der 
Heiligenbeines, Germ.; Fracture du Sacrum, Fr.,) at its upper part, is 
unconnected with any displacement, therefore the diagnosis is generally 
dificult ; but if it happen at the lower part, the lower piece is displaced 
inwards, (forwards,) and for its replacement the finger well oiled must be 
introduced into the rectum, and press the bone outwards (back.) A thick 
compress, moistened with a dispersing lotion, must be applied on the rump- 
bone, and fastened with a broad bandage surrounding the whole pelvis. 
The rest of the treatment is the same as in fracture of the vertebre, and 
must be directed against inflammation of the pelvic intestines, and the 
symptoms of palsy of the spine or of the sacral nerves. 

[This is an accident of very rare occurrence; there is, however, in the College 
Museum, an example of vertical fracture of this bone. The patient died of suppuration 
six weeks after the accident, and there was not any union.—J. F. 8. ] 

619. The Coccyx (das Steissbein, Germ.) rarely breaks, on account of 
its great mobility and deep situation. It happens specially in old persons, 
in whom the connexions of its several pieces have become ossified. The 
cause is usually a fall upon the rump, consequent on which fixed pain occurs 
in the region of the coceyx, which is increased in walking; and distinct 
motion of the ends of the fracture is felt. If the under piece of bone 
be driven in, (forwards,) it must be replaced by introducing the finger into 
the rectum ; a moistened compress is then to be applied over the seat of 
fracture, which is to be fastened with a T bandage, and the general treat- 
ment is to be directed according to the accompanying symptoms. 


[This accident, commonly so called is, I suspect, rather a tearing of the ligamentous 
expansion in which the several pieces of the bone are enclosed, the bony pieces them- 
selves being too small and too spongy to break, except squeezed between two hard 
substances, which is scarcely possible. Though seemingly a very trivial accident, it is 
often exceedingly painful and annoying for many months; indeed, I have known two 
cases where it was not recovered from for nearly two years; the one followed sitting 
down suddenly on the edge of a snuff-box, which jammed in between the side of the 
coccyx and the spine of the haunch-bone; and the other, by the patient having been 
thrown from a horse upon a heap of stones. In these cases the pain was not so great 
as usually said to be, in walking, because the patients learned to walk without disturb- 
ing the bone; but the pain was agonizing when they incautiously sat down on a soft 
seat. Leeching afforded only temporary relief; and the cure was at last effected, after 
months, by protecting the coccyx from all possibility of pressure, by constantly wearing 
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a pair of very thick oblong pads on the ischial tuberosities, so that in sitting the point 
of the coccyx was in a deep pit.—J. F.S.] 


620. The Hip-bone (die Darmbeine, Germ. ; I Os des Iles, Fr.) is more 
exposed to fracture than the other bones of the pelvis. The direction of 
the fracture varies; sometimes only one, sometimes both hip-bones are 
broken, or even the share (das Scham-) and haunch bones (das Sitzbein, 
Germ.) Only much violence, as a fall from a great height, or being run 
over by a heavy waggon, and the like, can produce these fractures ; there- 
fore they are always accompanied with severe bruising and tearing of the 
soft parts, and with symptoms of concussion of the spinal marrow and of 
the sacral nerves. 

[I have seen several cases of fracture of one or other portion of these bones, but I 
do not recollect any one in which symptoms of concussion of the spinal cord existed. 
The most obvious circumstance is the great collapse which generally accompanies the 
accident, and which depends rather on the tearing or bursting of the bladder usually 
oceurring in these accidents, than on the injury of the bone itself. From the same 
cause these fractures are almost invariably fatal; the least serious are fractures of the 
expanded part of the hip-bone. I have known one instance of recovery from compound 
fracture of the hip-bone. 

621. The diagnosis of fractures of the hip, share, or haunch-bone is 
often very difficult, because the broken ends are generally not at all dis- 
placed. The slightest motion of the body and of the lower limbs causes 
severe pain at the seat of fracture. The fracture may often be discovered 
by pressure upon the hip-bone and other pelvic bones; or by its mobility, 
and by its crepitation when the thigh is moved. If fracture of the hip- 
bone extend through the hip-socket and the broken ends be separated, the 
thigh may be shortened, the foot and knee turned inwards, and the case 
may be mistaken for a dislocation of the head of the thigh-bone (1). The 
shortened leg may easily be brought down, by pulling, to its natural length, 
but retracts immediately the pulling is left off; the foot has no disposition 
to fall aside ; in pressing on the trochanter or iliac crest of the injured side, 
deep crepitation is felt ; both ¢rochanters stand out equally distant from the 
upper anterior spine’of the ilium (a). When the hip-bone is separated from 
the rump-bone and the share and haunch bones are broken, the foot is 
shortened, but retains its ‘proper position. These cases are distinguished 
from dislocation by the crepitation, which is easily discovered on moving the 
thigh, and by its more free motions of the latter. If there be displacement of 
the ends of the fracture, elevations and depressions are felt ; and also exami- 
nation of the pelvic cavity through the rectum or the vagina often declares 
fracture of the pelvic bones. By the separation of the ends of the fracture 
inwards, especially if they be split, the parts in the cavity of the pelvis 
are injured, extravasation of the urine and the like are produced (2). 

[(1) The discovery of fracture of the hip-bone is generally easy, by fixing the true 
pelvis with one hand, and with the other, having thrust in the fingers over the crest of 
the hip-bone as far into the iliac pit as the abdominal muscles will permit, attempting 
to move it in and out, which may be done if it be broken. In the same way, but less 


readily fracture of the haunch-bone may be ascertained, by grasping its tuberosity and 
endeavouring to move it. 


Displacement in these fractures, so far as I have observed, is rarely of any great 
extent, and the bones are so covered by soft parts, that they would generally be over- 
looked, were it not that the circumstances of the accident being told, leads to an exami- 
nation of the injury to determine its extent. I do not see any great advantage derived 
from making an examination by the rectum or by the vagina.—J. F.8.] 


(a) Coopzr, AstLEy, above cited, p- 105.—Fricxr, Annalen der Chirurg. Abtheil. des allgem. 
Krankheit.; in Hamburg, vol. ii, p- 131.—Earue, Henry, above cited, p. 250 
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(2) A very remarkable case of fracture of the haunch-bone, which was followed by 
abscess in the perineum and extensive urinary fistule, but which recovered after 
eighteen months, is related by Houston (a). 


622. If fracture of the pelvic bones be accompanied with displacement, 
nothing can be done except putting the patient in such position that the 
muscles inserted into the pelvis should be at rest; a broad band must be 
applied around the pelvis, and the patient recommended to keep quiet. 
The accompanying symptoms of inflammation or injury of the spinal 
marrow require the same treatment as in fracture of the vertebre. Tf the 
broken pelvic bones be displaced, it must be attempted to return them to 
their proper place, as in fracture of the share and haunch-bone, by the 
introduction of the finger into the vagina or into the rectum. If by 
splintering of the bones the bladder be injured, and the urine extravas- 
ated, its further extension must be prevented by incision and by the intro- 
duction of the catheter. 

[As I have already mentioned, displacement in fracture of either of the pelvic bones 


rarely occurs, and, therefore, introducing the finger into the rectum or vagina is not 
generally requisite.—J. F. S.] 


VIII.—OF FRACTURE OF THE BREAST-BONE. 
(Fractura Sterni, Lat.; Bruch des Brustbeines, Germ. ; Fracture du Sternum, Fr.) 


623. Fracture of the Breast-bone is rare, on account of its elastic con- 
nexion with the ribs, and on account of its sponginess. It is either 
consequent to severe violence which immediately strikes the breast-bone, 
or on violent bending backwards of the body (6). Its direction is generally 
transverse, more or less oblique, or the bone is broken into different 
pieces. The broken ends may be driven inwards by the violence which 
has caused the fracture, or the lower end, which is more raised in the 
motions of the chest than the upper, lies over it. From this displacement, 
as well as from the effect of the violence, the organs of the cavity of the 
chest may be variously wounded, inflammation of the lungs and of the 
pleura, spitting of blood, collections of blood in the mediastina, and 
subsequently suppuration in the breast-bone itself, or beneath it, may be 
produced. . 

624. The diagnosis is never difficult, on account of the superficial 
position of the breast-bone. If accompanied with displacement of the 
fractured pieces, it is easily discovered by examination; in fractures 
without displacement an unusual movement of the breast-bone is always 
observed in breathing, and crepitation, which the patient himself also 
perceives. A fixed pain is at the same time felt in the breast-bone, which 
increases on breathing; and there is much accompanying oppression, 
cough, spitting of blood, palpitation, and so on. 

625. If the fractured ends be not displaced, a compress dipped in a 
dispersing lotion is to be applied on the seat of the fracture, and the 
motions of the chest prevented by a tightly applied breast-bandage. The 
patient must be kept quiet, with his chest a little raised and his head bent 
forwards. If the ends of the fracture be separated, they must be put right 

(a) Case of Fracture of the Pelvis attended with § Medical and Chemical Science, vol. viii. p. 11. 
sloughing of the urethra and singularly extensive 1836. 


urinary fistule, cured by operation after the lapse (6) CuaussiER; in Revue Médicale, Nov. 1827. 
_ of one year and a half; in Dublin Journal of 


VOL. I. Qn 
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as soon as possible; for which purpose the patient must be much bent 
backwards, and a pillow laid beneath his back. If the setting cannot be 
in this way effected, and the symptoms are pressing, the seat of fracture 
must be laid bare, and the replacement of the displaced ends of the bone 
effected with an elevator ; and if this be insufficient, the edge of the fracture 
must be first removed by means of the lenticular, or perforation of the breast- 
bone must be made. This, however, has been objected to by CHARLES 
Bet and others as useless, inasmuch as to the existing injury a new one is 
added, without advantage, which my own experience has also confirmed. 
If, after complete replacement, the one end of the fracture have a dispo- 
sition to become displaced, it must be kept in its proper position by means 
ofa graduated compress and breast-band, which DupuyTREN endeavours to 
effect by a splint upon the breast-bone, and GUnTueEr by a splint fastened 
upon the chest with starch bandage. If such fracture be cured without 
the broken ends of the bone being brought into place, constant cough, 
Oppression, and distressing palpitation of the heart are produced. The 
general treatment must be directed according to the injuries accompanying 
the fracture and the inflammatory condition of the organs in the chest. 
Collections of blood and pus behind the breast-bone render the application 
of the trepan necessary. 

[I do not know any instance in which the severe symptoms here enumerated have 
occurred in fracture of the breast-bone; and I should not be disposed to perform any 
operation for raising the depressed end of the bone, for the reasons assigned by CHARLES 
Bett, and also because I should fear that the violence which would drive the breast- 


bone in so as to produce such severe symptoms, would have caused such other serious 
mischief as to render the operation useless, and therefore not permissible.—J. F. S.] 


IX.—OF FRACTURE OF THE RIBS. 
(Fractura Costarum, Lat.; Bruch der Rippen, Germ.; Fracture des Cotes, Fr.) 


626. Fracture of the Ribs most commonly happens to the lower true 
ribs, as the false ribs by their mobility yield to the external violence, and 
the upper true ones are protected by the collar-bones. The ribs usually 
break at their most convex part. The cause of fracture is either violence 
which thrusts the ribs from before backwards, or which squeezes them 
inwards at their middle; in the former case the ends of the fracture pro- 
ject out, and in the latter inwards, by which the plewra or the lungs (1) 
are wounded, and inflammation of them, extravasation into the cavity of 
the chest and emphysema are produced. 'The broken surfaces are mostly 
oblique, and more or less uneven. 

That severe cough can produce a broken rib, which has been wrongly denied, is 
shown by a case in the Dublin Journal of Medical and Chemical Science, 1833, July, 
p. 355, in which the fracture of a rib happened to a woman of forty-seven years old, 
during a severe fit of coughing. A pain, however, connected with displacement or tear- 
ing of some muscular fibres caused by severe cough, is not to be confounded with that 
just mentioned. 

[(1) The heart is sometimes penetrated by the end of a broken rib, of which, in St. 
Thomas’s Museum, there is an example in the following 

Casr.—A. B. was admitted into George’s Ward, 

June 3, 1839, 9 am., having been a short time previously run over by his own cart. 
He was able to walk from the gate to the surgery, a distance of about a hundred yards, 
but complained of difficulty in breathing. The fourth and fifth ribs of the left side were 
found to be fractured, and a bruise of the soft parts at the same spot. He lived only 
nine hours, and seemed to die of suffocation. On examination much blood was found 
poured out beneath the skin covering the chest, principally on the left side; but there 
were also some clots on the right side. The first piece of the breast-bone was broken. 
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The upper two ribs on the right side were broken near their cartilages ; and the upper 
five on the left side through their middle. The cavity of the left pleura contained two 
pints of bloody serum, and the left lung was collapsed, and torn at its apex. The 
sharp splintered end of one of the ribs, which had penetrated the pleura, had passed 
also through the pericardium, which contained a small clot of blood, and wounded the 
heart near its apex. There was a large tear through the right side of the diaphragm, 
but no blood in the cavity of the belly.—J. F. S.] 

627. The diagnosis of this fracture is often very difficult, as the broken 
ends can project only inwards and outwards (indeed, in many cases the 
broken ends resume their natural position) ; and this displacement, espe- 
cially in fat persons, often cannot be well distinguished, particularly if 
swelling have already commenced. The patient feels a fixed and more or 
less severe pain, which increases on breathing; crepitation is felt if the 
hand be placed on the seat of fracture and the patient bidden to cough; 
crepitation, and frequently unevenness of the ribs, if they be closely 
examined through their whole length and a moving pressure made on 
them. An air swelling (emphysema) appearing on the seat of injury is an 
undoubted proof of fracture of a rib. 2 

628. ‘The local treatment of fracture of the ribs consists merely in pre- 
venting their motions, by means of a broad breast-band applied sufficiently 
tight. If the broken ends have fallen inwards, or have an inclination so 
to do, a compress is to be placed on the fore and hind ends of the broken 
bone, and over them the chest-bandage. The especial object of this ban- 
daging is always the restriction of the violent motions of the chest; the 
patient no longer hears so frequently the striking together of the fractured 
ends, and the pain is always much diminished. It is, therefore, improper 
not to apply a bandage, as recommended by many persons, The treatment 
of the patient must, in other respects, be in reference to the inflammatory 
condition produced by the violence itself or by the fracture. The patient 
should observe the strictest quiet, and must be frequently bled, and so on. 
A severe cough, which causes much pain, and produces displacement of 
the ends of the fracture, requires, with the proper antiphlogistic treat- 
ment, antispasmodic remedies, an emulsion with nitre, opium, or extract 
of hyoscyamus. If extravasation of blood occur in the cavity of the chest, 
or emphysema, they must be treated according to the rules laid down in 
wounds of the chest. 

For the purpose intended a properly applied chest-band is sufficient. GRAEFE employs 
an elastic chest-girdle with spiral springs; Larrey, his immovable apparatus; and 
SEUTIN applies pasteboard splints; MALGAIGNE will prevent respiration on the sound 
side but not on the injured side, by sticking plaster, which passes from the seventh rib 
of the affected side back to the spine, and above the healthy shoulder, and terminates at 
the hip of the injured side. A padded pasteboard splint, according to BAILLIE, applied, 
with an aperture for the seat of fracture, would afford great ease. 

[ Although in fracture of the ribs of one side, bandaging the chest (without, however, 
the compresses which CHELIUS recommends in some cases to be applied) is the most 
proper and efficient treatment, yet, if the ribs on both sides be broken, and especially 
if many of them, no bandage must be employed, as the breast-bone being partially un- 
supported, the broken ribs slip behind each other, and being thrust into the pleura, 
render the patient’s condition worse. The only thing to be done, therefore, is to keep 
the chest raised, and so supported by pillows as to keep it as much at rest as possible, 
and encourage breathing by the diaphragm. 

When there is much and inconvenient emphysema, a few punctures through the skin 
should be made for the escape of the air.—J. F’. S.] 


629. The cartilages connecting the ribs with the breast-bone may break 


without being ossified. If the fracture of the cartilage be near the breast- 
2N 2 
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bone, the inner portion sticks out and crosses the outer part. The con- 
trary happens if the fracture be far from the breast-bone, which depends 
on the finger-like attachment of the m. triangularis sterni. The diagnosis 
is easy, on account of the separation of the ends of the fracture. The 
setting is not difficult, and succeeds best if at the moment of inspiration 
an attempt be made to press the ends of the fracture into their place. 
A broad breast-band (according to ManGaiGne, an English truss) should be 
put on sufficiently tight, which cannot, however, always completely prevent 
the displacement of the ends of the fracture, though it fixes them in 
place; in consequence the pain, which depends on the movements of the 
fractured ends, is diminished ; and in this way the union is favoured, which 
is always perfected by a bony ring more or less surrounding the ends of the 
fracture. 


X.—OF FRACTURES OF THE SHOULDER-BLADE. 
(Fractura Scapule, Lat.; Bruch des Schulterblattes, Germ. ; Fracture de l’ Omoplate, Fr.) 


630. The Fractures of the Shoulder-blade are those of the aeromion, 
of the neck, of the coracoid process, of the body, and of the lower angle. 
These are always consequent on very severe violence to which the bone 
is subjected ; the accompanying accidental bruising therewith connected 
is generally more dangerous than the fracture itself. 

[ CuELtus overrates the violence necessary for the production of these fractures, which, 
excepting that of the lower angle, is rarely produced by a direct blow, and usually by a 
fall on the elbow, which drives the head of the arm-bone upwards. Nor have I ever 
seen any very serious bruising of the soft parts attending these accidents.—J. F. S.] 

631. The acromion is most frequently broken, and generally at its base 
and horizontally. The outer portion is dragged down by the weight of 
the arm, and the shoulder inclined downwards and somewhat inwards: a 
depression is felt at the seat of fracture, which subsides if the arm be 
somewhat separated from the trunk, and raised parallel to its long axis; 
and when in this position the arm is moved, there is distinct crepitation (1). 
At the moment of the accident the patient feels a dropping down of the 
arm, and has but little power to raise it. 

For the purpose of bringing the broken ends into proper place, and 
there retaining them, a conical pad should be placed between the arm and 
the trunk, with its thick base below the elbow, the arm pressed upwards 
and confined in that position with a bandage, which should be carried 
in shape of a figure of QO around both shoulders and the elbow of the 
injured side. The fore-arm is to be supported ina sling. Should this 
apparatus not serve the purpose, as for example, in women with large 
bosoms, the arm must be supported on a pillow witha strap, or the patient 
should be kept in bed, and the arm put at a right angle with the trunk. 


[(1) To these signs of a broken acromion may be added the jutting of the fractured end 
of the spine of the bone, and the flattened form which the shoulder assumes instead of 
its natural rounded shape, by which the appearance of dislocation into the arm-pit is 
produced, and with which it is often confounded, but is easily distinguished from, by 
raising the elbow, when the roundness of the shoulder is restored and the appearance of 
dislocation ceases.—J. F. S.] 


632. Fracture of the neck of the Shoulder-blade is rare, and only con- 
sequent on very great violence; it is therefore always accompanied with 
considerable bruising. The lower end of the fracture is so much drawn 
down that the shoulder has an appearance similar to that of dislocation, 
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The diagnosis of the fracture is grounded on the readiness with which the 
arm can be raised up, by its dropping down when left to itself, and by the 
crepitation. The apparatus is the same as in fracture of the acromion, only 
the pad may be withdrawn (1). 

[(1) There seems to be good reason for believing that this accident never occurs. That 
which has been so long described under this name has been shown by AsTLEY Cooper, 
as will be presently stated, to be a fracture of the head of the upper-arm. _I believe there 
1s not any existing specimen of fracture of the neck of the blade-bone.—J. F. 8.] 

633. If the coracoid process be broken, which happens but rarely, the 
broken piece is drawn down. This displacement is removed by bringing 
the arm to the chest, in which position it is to be kept. In such fracture 
there must be always much bruising (1). 

[I had an instance (a) of this accident, under my own care some years ago in St. 
Thomas’s Hospital, and was accompanied with partial dislocation of the upper-arm-bone, 
from the glenoid cavity, and fracture of the olechranon.—J. F. S.] 

634. Fracture of the body of the Blade-bone may be either vertical or 
transverse. Vertical fractures which run through the spine of the shoulder- 
blade are rarely accompanied with displacement, which, even when existing, 
is always slight. Crepitation is observed when the hand is laid flat upon 
the shoulder-blade. A compress dipped in some dispersing lotion is to be 
laid on the seat of fracture, and the arm should be kept by the already- 
mentioned bandage (par. 631) close to the trunk. 

Transverse fractures rarely happen above the spine, but mostly beneath 
it near the lower angle, in which case the lower portion may be moved 
forwards or forwards and upwards. 

In fractures of the lower angle of the shoulder-blade it is best to keep 
the arm close to the trunk. The cure is always effected with some de- 
formity ; but which does not interfere with the motions of the arm. If 
the fracture be farther from the angle, the broken ends may be brought 
into contact, when the arm is brought forwards against the chest, and so 
confined that the hand rests upon the sound shoulder. The patient, how- 
ever, can rarely endure this position, and therefore we must generally be 
content with approximation and confinement of the arm to the trunk. 

[I have never seen a vertical fracture of the blade-bone; but I have seen a fracture of 
the spine parallel to its length and below its ridge, though under what circumstances I 
do not remember. 

Neither have I ever seen transverse fracture above the spine, and not many times 
below it, as this accident is by no means frequent. In the cases I have seen, the lower 
end of the bone could not be brought forwards and upwards as CHELIUS mentions, nor 
does it seem to me possible, on account of its nearness to the chest ; but it may be raised 
a little backwards and upwards by thrusting the fingers between the lower angle of the 
bone and grasping it with them and the thumb. 

The treatment of this accident is very simple, requiring nothing more than a roller 
tightly wound round the chest and putting the arm in a sling to keep it quiet. The 
French practice of putting the arm across the chest and binding the hand upon the 
shoulder is utterly uncalled for in this, as in most other cases in which it is advised, and 
must be extremely inconvenient and uncomfortable to the patient.—J. F. S.] 

635. If the fracture be accompanied with. crushing of the shoulder- 
blade, the treatment must correspond with the general treatment of com- 
pound fracture. Especial care must be taken to remove the splinters of 
bone by suitably large incisions, and to provide free outlet for the pus, so 
that it should not collect beneath the shoulder-blade, in which case even 
trepanning of the bone may be necessary. 


(a) Med.-Chir. Trans. vol. xxii. p. 100. 
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XI.—OF FRACTURE OF THE COLLAR-BONE. 
(Fractura Clavicule, Lat.; Bruch des Schliisselbeines, Germ.; Fracture de la 
Clavicule, Fr.) 

Braspor, in Mémoires de l’Académie de Chirurgie, vol. v. 

Evers, Bemerkungen iiber der Nutzen der Braspor’schen Binde zum Schliis sel- 
beinbruche ; in RicureEr’s Chirurgischer Bibliothek, vol. v. p. 141. 

Brinnincuavsen, H. J., Ueber den Bruch des Schliisselbeines. Wiirzburg, 1791. 
With a copper-plate. Large 8vo. 

Dersavtt, (Euvres Chirurgicales, vol. i. part i. p. 63. 

WaARDENBURG’s Zusatz., p. 122. 

VERMANDoIS, Remarques sur le Traitement de la Fracture de la Clavicule; in the 
Journal Général de Médecine, vol. xxi. 1804. 

eth Traité des Maladies Chirurgicales, et des Opérations qui leur conviennent, 
vol. iii. 

WILHELM, Ph., Ueber den Bruch des Schliisselbeines und iiber die verschiedenen 
Methoden, denselben zu heilen. With lithographic sketches. Wiirzb., 1822. 8vo. 

RriBes; in Mémoires de la Société Médicale d’Emulation. Paris, vols. ix. iv. 


636. Fracture of the Collar-bone occurs either between its sternal end 
and its connexion with the coracoid process, or between the latter and the 
scapular end. The former is the most common kind of this fracture, and 
is generally consequent on violence which operates on the shoulder, elbow, 
or hand, whilst the arm is outstretched ; the latter kind is mostly produced 
by direct violence upon the collar-bone, in which case it is always con- 
nected with bruising of the soft parts. 

637. In fracture between the sternal end of the collar-bone and its con- 
nexton with the coracoid process, the diagnosis isalways easy. The patient 
feels pain at the seat of fracture ; the motions of the arm are difficult, but 
little painful; the patient cannot bring his arm up to his head (though 
this is possible some days after when the pain has passed by) ; the shoulder 
is lower and more inwards ; the arm rolls inwards; the patient supports 
the elbow with the other hand; distinct displacement of the broken ends 
is felt ; the inner end rises upwards and forwards; the outer drops below 
it and is directed downwards. The shoulder may be easily returned to 
its natural height, when the displacement of the broken ends ceases, but 
returns when the shoulder is again left alone. Distinct crepitation is 
commonly observed. ; 

In a transverse fracture, which I have frequently observed in children, there was 
no separation of the fractured ends. Only in the rare case of an oblique fracture from 
behind and beneath, forwards and upwards, is the hinder end of the fracture above the 
front end, and lies with its whole under surface upon the upper part of the front piece. 

638. Fracture of the collar-bone is generally of no great importance, 
and the symptoms are dangerous only when bruising or wounding of the 
soft parts, or of the vessels and nerves lying beneath the collar-bone 
accompany it. 

Setting of this fracture is easy ; yet only in very rare cases is the cure 
possible without any deformity, but if this be not great, it does not at all 
restrict the motions of the arm. In considerable deformity, when the 
broken ends unite at an acute angle, the elevation of the arm is impossible, 
the m. deltoides wastes, the blade-bone projects strongly, and the collar- 
bone is materially curved. In a remaining artificial joint, the use of the 
limb was not destroyed, (GERpy, VELPEAU,) but imperfect. 

639. To set the collar-bone, the upper end of the upper arm should be 
laid hold of on the inside, and pressed outwards, and somewhat backwards, 
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whilst with the other hand the elbow is brought inwards and somewhat for- 
wards ; or the knee should be placed between the shoulder-blades, and the 
shoulders drawn back with both hands. The apparatus for retaining the 
broken ends in their proper position, are (with the exception of the 
inappropriate bandages) the spica Glaucii, (GaLEn,) the metraclavi- 
cularis, the figure-of-eight bandage, (PAr¥, Prrit,) the spina humeri 
descendens, (Kiuce, L. RicuTer,) the cross of Hursrer, the bandages of 
Braspor, Evers, the straps of BrunniIncHAUSEN, WILHELM, and 
EBeER1 (a), the apparatus of Desautr and of Boyer, that of Brerexp (6), 
of EIicHHEIMER (c), KoprenstmpTER (d), and Kercxety (e). Rest 
upon the sound side in bed is to be recommended, in which the injured 
side is to be supported with a pillow and the elbow, as far as possible, laid 
backwards on the body (f), or the fore-arm and elbow put in the horizontal 
position, supported by means of a sling, and the arm fastened by a bandage 
to the body (g), as well also by connecting the elbows together behind 
the back. 

CRUVELHIER’s apparatus (h) is only a modification of Desauut’s; the same also is 
that of LAsSERRE (7); of FLamMant (£); and DELPecH (1). 

Ear.e, H. (m), proposes for fracture of the collar-bone an arm-sling, for the purpose 
of more perfectly fixing the upper end, which is also applicable in fractures of the 
acromion and neck of the blade-bone. AmeEsBuRY (7) gives a modification of Harwe’s 
apparatus. 

RIcHERAND (0) puts the arm in a simple sling, so that the elbow is supported, and 
the arm kept against the trunk; a stmple compress is put in the arm-pit to absorb the 
perspiration and prevent excoriation. WaATTMANN (jp) puts the hand upon the un- 
injured shoulder, fastens it with cloths, and puts a ring beneath the point of the elbow. 
Mayor (q) puts a triangular cloth beneath the under third of the upper-arm around the 
chest; he then carries the depending triangular corner between the fore-arm and 
breast, upwards, and the one end over the injured, and the other over the sound 
shoulder, and fastens them behind on the breast part cf the cloth. 

HvBrrTHAL’s (7) apparatus may also be used. 

RzNavup’s (s) apparatus for simultaneous fracture of both collar-bones, 

640. Theapparatus which draw back the shoulders (those of HrIsTEr, 
Braspor, Evers, BRUNNINGHAUSEN, WILHELM, and others) have this 
objection: that they do not preserve the setting, easily produce excoriations 
of the arm-pit, swelling of the arm, and often unendurable pain, especially 
if the straps be broad and not roundly padded. Keeping in bed is very 
annoying to many patients. The apparatus of Dresautr and Boyer is 
therefore usually considered most preferable in this fracture. In the 
former a pillow, three and a half inches thick at the base, gradually 
thinning, and from five to six inches long, is applied with its base upwards, 
between thy arm and the breast, and confined with a bandage. The elbow 


(a) Kritische Bemerkungen uber die gegen- 
wartig noch iiblichen Methoden der Schlisselbein- 
bruch zu heilen, nebst Angabe eines verbesserten 
Verbandes; in Rust’s Magazin, vol. xxvi.p 462. 

(b) Neue und sichere Methode, den Bruch der 
Schlisselbeines zu heilen; in Rust’s Magazin, 
vol. xxvii. p. 555. 

(c) In Graére und yon WattuHeEr’s Journal, 
vol. xiv. p. 533. 

(d) Ibid. 

(e) American Journal, 1836. No. 24. ‘ 

(f) Frasani, Collezione d’Osservazione e Rif- 
flessioni di Chirurgia. 4 vols. 8vo. Roma, 1803. 

g) Larrey ; in Dictionnaire abrégé des Sciences 
Médicales, vol. iv. p. 365. 1821. . 
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is to be brought forwards upwards and inwards, and retained by a bandage 
in that position. A moistened compress is to be laid on both sides of the 
broken collar-bone, and upon the fracture a pasteboard splint, fastened 
with a bandage, and carried into the sound arm-pit, over the breast, 
the injured shoulder, upon the back of the arm to the elbow, and thence 
again to the sound arm-pit, over the back, the injured shoulder and front 
of the arm beneath the elbow, over the back to the sound arm-pit, and 
when these turns have been repeated, the bandage is to be expended in 
circular turns around the trunk. The fore-arm is to be supported in a 
sling. The apparatus of Boyer effects the same as DEsAULT’s, but is 
preferable for its simplicity, its easier application, and that it does not 
compress the chest so much. The pad is held up by two bands which are 
tied upon the sound shoulder, and the arm fastened in a proper position 
by a body-girdle. But even both these apparatus have great deficiencies. 
If they be applied so tightly that the broken ends are kept in close contact, 
they cannot be endured, on account of the cons‘riction of the chest ; in 
women with full bosom, they cannot be applied at all. They also yield 
easily, must be very often re-applied, and commonly there remains, long 
after the cure, a decided stiffness of the whole limb. Therefore many 
Surgeons (DupuyTren, Croquet, Satamon, JmcGur) employ a cushion 
only with bands, put the arm in a sling, and fasten it to the chest with 
a circular bandage partially around the fore-arm, and some turns over the 
injured shoulder. It is considered also that the close union of the fracture 
of the collar-bone depends less on the apparatus, than on the position and 
direction of the fracture (therefore in spite of the most careful application 
of this apparatus, some deformity often remains) ; and, finally, that in 
children, on account of the yielding of the ribs, these apparatus have not 
any steadiness. The proper support of the arm must therefore be effected 
by a sling, or by an arm-tray, by which the arm is at once kept properly 
to the body, as the most simple and fitting treatment, and so much the 
more, as it is unaccompanied with inconvenience, and the cure is as good 
as with many other apparatus. After numerous experiments, I prefer 
BRrEFELD’s apparatus before all others, (in which both shoulders are 
brought together towards a board provided with a thick covering, placed 
upon the back, and to which they can be drawn back by padded straps,) 
on account of its simplicity, its easier application, and the little incon- 
venience it causes. Whether by the pasteboard apparatus, in any way ap- 
plied, (Mryer,) any advantage could be gained, is matter of great doubt, 
after the preceding review of the various apparatus. 

[With Cuxxius’s general observations on the treatment of fractured collar-bone I 
fully agree, but I prefer merely bending the arm close to the side, with a thick pad in the 
arm-pit to keep the shoulder out and prevent the broken ends of the bone riding over 
each other ; the elbow should also be supported and brought a little forward by a short 


sling tied upon the sound shoulder. This sling helps to keep up the outer end of the 
fracture in its proper place. 


I do not like any of the apparatus in which the shoulders are drawn back by bandages, 
as these invariably annoy the patient, often cause excoriation, and are never kept long 
in Fs} the person continually wriggling them off to relieve himself of the pressure.— 

F. 8S. 


641. At first the apparatus never should be tightly applied, but sub- 
sequently it may be made tighter. For the first days after its application 
the patient should be kept quiet, but afterwards he may go about. It is 
however to be observed, that a sitting posture, in which the patient can, 
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lie only on the sound side, and leave the other quite free, best prevents 
the displacement of the apparatus and the broken ends of the bone, and 
therefore the patient should sleep in that posture. In five or six weeks 
the fracture is consolidated. The accompanying symptoms must be treated 
after the general rules. 

642. In Fracture of the Collar-bone between the coracoid process and 
the scapular end there is scarcely any displacement, and therefore the diag- 
nosis is often very difficult. ‘The treatment consists in fastening the arm to 
the trunk upon a moderate sized pillow, and getting rid of the bruises. 


XII.—OF FRACTURE OF THE UPPER-ARM. 
(Fractura Humeri, Lat. ; Bruch des Oberarmbeines, Germ. ; Fracture de ? Humerus, Fr.) 


643. Fracture of the Upper-Arm is distinguished into that of the neck 
and of the body. 

644. The Fracture of the Neck of the Upper-Arm-bone (Fractura colli 
humert) is that which takes place either near the tubercles of the bone, in 
them, or above them, at the properly so-called collum humeri. In the 
Jirst case, the upper part of the fracture is drawn outwards and upwards 
by the m. supra- et infra- spinatus, whilst the m. latissimus dorsi, pec- 
toralis major and teres major, draw the lower end inwards: in the second 
case, there is not any displacement, because the seat of fracture is equally 
surrounded with muscles ; and in the third case, the lower end is displaced 
inwards. 

645. The diagnosis of this fracture is often very difficult, especially if 
much swelling have taken place. The patient feels, at the moment of the 
injury, severe pain, often hears a crack, and cannot move his arm. A 
hollow is noticed beneath the acromion, but the shoulder has still its 
natural form. The limb may be moved in all directions, although with 
pain. If one hand be put on the shoulder, and the lower end of the arm- 
bone be pulled with the other, rotation being made at the same time, 
crepitation is often felt, and diminished motion of the head of the bone. 
If the lower end of the bone be inclined inwards, a projection, not 
rounded, is felt in the arm-pit. 

This fracture is for the most part consequent on severe violence, which 
acts immediately on the shoulder; it is therefore commonly accompanied 
with severe bruising and much inflammation. It more rarely happens by 
a fall upon the elbow or hand, when the arm is apart from the body ; and 
is most common in children and old persons, but rare in mid-age. 

[Fracture of the greater tubercle of the upper-arm-bone sometimes happens, of which 
there is an example in St. Thomas’s Museum; the process appears as if sliced off from 
the shaft of the bone, and remains attached to the tendons of the outward rotating 
muscles. 

ASTLEY Cooper describes (a) a fracture “ at the junction of the head of the os humert 
with the tubercles at the part at which the capsular ligament is fixed, and where, in 
young people, the epiphysis is placed. In them it is a very frequent occurrence; it 
sometimes, though more rarely, happens in the old; in middle age it seldom occurs ;” 
and he gives the following signs:—“ The head of the bone remains in the glenoid 
cavity of the scapula, so that the shoulder is not sunken as in dislocation. A projection 


of bone is perceived on the coracoid process, and when the elbow is raised and brought 
forwards, this projection is rendered particularly conspicuous. By drawing down the 


(a) On Dislocations of the Os humeri, &c., and upon Fractures near the Shoulder-joint ; in Guy’s Hos- 
pital Reports, vol.iv. 1839. 
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arm, the projection is removed, but it immediately reappears upon giving up the ex- 
tension, and the natural contour is lost.” (pp. 277, 78.) 

I am quite sure that I have twice seen this accident in boys of about twelve years old, 
which, on the whole, corresponded with the appearance of fig. 1, pl. iii., in CooPEr’s 
Paper. In neither of my cases was there the projection at the coracoid process which 
he mentions, and which I imagine was caused only subsequently by the ossific matter 
thrown out during the cure, as seen in the figure. In both my cases, the fracture seem 
to be very oblique from without and above downwards and inwards; the head of the 
bone remained in the socket ; but the great tubercle formed a blunt elevation nearly as 
high as the top of. the acromion, and in one of the cases could not be brought down to 
its proper place, but united, forming a projection through the outer and upper part of 
the deltoid muscle. 

I have already mentioned, that the accident commonly heretofore spoken of as frac- 
ture of the neck of the scapula, and to which the characters described have been 
assigned, has been ascertained not to be a fracture of that bone, but of the upper-arm- 
bone. It was first determined by AstLEyY Coorer, who calls it a fracture “in the 
surgical neck, (of the upper-arm-bone,) viz., between the tubercles and the insertion of 
the pectoralis major, coraco-brachialis, latissimus dorsi, teres major, and the déltoides 
muscles.” (p. 281.) He has not, however, given any description of it, but, as would 
appear from the engravings, (pl. vi.) the broken inner part had slipped down and be- 
come attached to the inside of the shaft of the bone, so that the head facing directly 
inwards instead of upwards, has its upper part rather below the top of the great 
tubercle. The patient was a man of seventy-one years of age, and having lived two 
years after the accident, the union was complete. 

I have also a case of this kind, in which the patient, about sixty years of age at the 
time of the accident, died twenty years after. His symptoms were precisely those de- 
scribed as fractured neck of the blade-bone. The fracture has extended obliquely 
downwards and backwards between the front of the great tubercle and the outer edge 
of the bicipital groove for about three inches downwards and inwards, taking off the 
head and greater tubercle, which have together slipped down, back, and a little out- 
wards, so that the broken front edge of the neck seems thrust into the shaft on the 
inside of the little tubercle, although really only lying tilted a little into it. The head 
of the bone, in consequence, faces directly inwards, instead of as naturally, inwards and 
upwards, and its top is about the eighth of an inch below the top of the tubercle. The 
oblique or broken piece of the shaft is seen resting upon the back of the shaft itself, the 
wall of which is thinned. It seems to me that there is not much difference between 
Coorer’s case, just mentioned, and this, and that which he describes as very frequent in 
children.—J. F, 8.] 


646. The setting of this fracture is effected by an assistant, with both 
his hands fixing the patient’s shoulder, whilst another holds the fore-arm, 
with one hand above the wrist-joint, and presses with the other on the 
fore-arm. The arm is now to be swathed in a moist roller, a few turns 
made round the sound shoulder, and the bandage given to an assistant to 
hold. A narrow splint is then to be applied, from the bend of the elbow 
to the acromion ; a second from the outer condyle to the same height ; a 
third from the olechranon to the edge of the arm-pit ; and a fourth from 
the inner condyle to the arm-pit, and these are to be fastened with some 
descending turns of the bandage. A pad is to be placed between the arm 
and the chest, as in fractured collar-bone, with the thick end upwards, 
upon which the arm is to be fixed with the spiral bandage, which should 
be carried round the chest; some turns of the bandage are to be taken 
beneath the elbow over the sound shoulder, for the purpose of supporting 
the arm, and the fore-arm must be put in a sling. This apparatus must 
be often renewed, because it very easily becomes displaced ; it presses 
much on the chest, and in women with full bosom cannot be employed. 
For these reasons, and because we can scarcely act upon the upper end of 
the fracture, Ricneranp (a) thinks it best to place the injured arm 
against the body, and so to bend the fore-arm that the hand may lie upon 

(a) Above cited, p. 143. 
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the shoulder of the sound side; the arm is then to be kept in this position 
by circular turns, which are to act especially on the elbow. By this posi- 
tion the lower end of the fracture is approached to the upper, and the 
side of the chest serves as a splint. ‘Thesymptoms of bruising and inflam- 
mation, must be properly attended to. 

[There is not the least necessity for the constrained position which RicHERAND re- 
commends: the method directed by CHELIUs is most convenient, most agreeable to the 
patient, and serves every purpose.—J. F. S.] 

647. Fracture of the body of the Arm-bone is distinguished as occurring 
above the insertion of the m. deltoides, in the middle of the arm, or at its 
lower end. In the first case, the upper end of the fracture always inclines 
inwards, and the lower outwards; in the second, the upper end inclines 
outwards, and the lower inwards, and if the fracture be oblique, also 
upwards ; in the third instance, if the fracture occur where the bone is 
surrounded by the m. triceps and brachialis, without these muscles being 
attached to it, displacement may happen in every direction ; but in frac- 
ture near the joint, it can be only forwards or backwards. ‘The diagnosis 
of the fracture is generally easy. Fracture at the lower end of the arm- 
bone is alone liable to be mistaken for dislocation of the elbow. The 
olechranon is drawn upwards and backwards by the action of the m. triceps, 
is raised from half an inch to an inch anda half, and above it is a hollow; 
the upper end of the fracture projects forwards, forms a large uneven 
projection, the diameter of the arm near the elbow is much increased from 
before to behind; the fore-arm is slightly bent, its perfect bending or 
straightening is impossible, and every attempt thereto very painful. The 
Surgeon has however a guide in that, by extension the deformity, as in 
dislocation, readily subsides, but recurs when the extension is left off; by 
moving the ends of the fracture, crepitation is felt, (which, however, is 
often wanting, ) and especially, that by pressure with the fingers replacement 
is possible; and the distance of the olechranon from the condyles of the 
arm-bone, which is natural in dislocation, is hereas great again(a). This 
fracture is much more frequent in children than in adults. 

648. In general, fracture of the upper-arm is not an important injury. 
But an unnatural joint remains after its fracture in the middle, more fre- 
quently than in all other fractures, and when at the lower end of the bone 
there is commonly stiffness at the elbow-joint. 

649. The setting is to be performed in the same way as in fracture of 
the neck (par. 646.) Slight extension is sufficient to put the fracture 
into place. The fore-arm being then bent at an obtuse angle, both it and 
the upper-arm are to be swathed in a moistened roller, which is to make 
three successive turns on the seat of fracture; four narrow splints are then 
to be applied on the upper-arm, which are to be fixed with the descending 
turns of the same bandage. The fore-arm is then to be supported ina 
sling, over which some circular turns are to be made around the arm and 
chest, for the purpose of fixing the former as firmly as possible. If one or 
other end of the fracture be disposed to turn outwards or inwards, a pad, 
of which the thicker end is to be directed upwards or downwards, may be 
put between the arm and the trunk. 

The fracture at the lower end of the upper-arm is to be treated in the 
same way, the arm put in a bent position, both it and the upper-arm 
swathed with a circular bandage, and two pasteboard splints, notched at their 


(a) DurvytREN, Lecons Orales, vol. iii. p. 394. 
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middle on both sides, applied on the whole length of both upper- and fore- 
arm, and upon the sides of flexion and extension, and fastened with another 
bandage. The fore-arm should also be put in a sling. The apparatus must 
be re-applied as often as it gets displaced, and the patient treated according 
to the inflammatory symptoms. In forty days the consolidation is usually 
effected. 


In all fractures of the upper extremities in which swathing with a circular bandage 
is used, it is always best to enrol each finger in a small bandage, and to commence the 
application of the larger one at the wrist; by which we prevent the turns above the 
hand being so readily loosened and stripped off. 

In the permanent apparatus of Seurmy, the five fingers should first be swathed, and 
afterwards the hand and fore-arm surrounded with a circular bandage, to be applied 
during the extension and counter extension also over the fore-arm. The bandages may 
be overspread with plaster of Paris, and the fore-arm kept half bent, between pronation 
and supination. A pair of pasteboard splints, an external and an internal one, should 
be cut out to fit, which, as they are applied throughout the whole length of the limb, 
should correspond to the angle at the elbow-joint, so as to exactly fit the bend of 
the fore-arm. They should be only so broad, that when applied there may be a finger’s 
breadth between them before and behind, so that they may be capable of being brought 
nearer together. The splints, moistened and spread with plaster, may be applied, 
fastened with a new bandage, with which, if you please, a QO bandage may be formed 
beneath the opposite arm-pit, and a spica on the injured shoulder. ‘The bandages are 
to be smeared with the plaster. If it be necessary to perform the motions of flexion 
and extension at the elbow-joint, the splint must be either divided into two parts at the 
elbow-joint, or it must be torn at the proper part, after it has been moistened with water, 
and the elbow-joint surrounded with a fresh bandage, covered with a thin layer of 
plaster, by which the part, may attain its suitable firmness. In fracture of the lower 
part of the upper arm, I have always found the above-described apparatus sufficient, 

DupuyTreEn laid the arm on a pillow, applied on the front and back of the seat of 
fracture circularly two graduated compresses, three or four inches long and two inches 
broad, fastened with two long pads and ScuiTetus’s bandage, and then applied below 
two chaff bags, and splints on the front and back, and fastened them with bandages, 

If this fracture be not set it forms a misshapen callus, and the upper end continuing 
to project, the bending and straightening of the upper arm is considerably interfered 
with. 

[Fracture through the middle of the upper-arm may be very well treated with a gum 
roller. 

Fracture of the lower third of the bone is best managed with Amxspury’s angular 
splint placed in front of the bend of the elbow.—J. F. S.] 


650. A bad complication of the fracture at the lower end of the upper- 
arm-bone is the separation of the condyles. They are either both sepa- 
rated by a vertical cleft which extends to the transverse fracture, or one 
or other condyle is separated by an oblique fracture. In the first case the 
deformity of the joint is distinct, the fore arm is generally in a state of 
pronation, and the mobility of both condyles and crepitation are perceptible ; 
in the second, mobility and crepitation of one condyle only is felt. In 
fracture of the outer condyle the crepitation is felt, especially in rotation 
of the hand and spoke-bone ; if the fractured piece be large it is drawn 
backwards, and the spoke-bone with it. In fracture of the inner condyle, 
the cubit is drawn back and its point of support lost; if the fore-arm be 
straightened the hand is drawn inwards, but this disappears on bending 
the fore-arm. In these cases there is always considerable swelling, which 
renders the diagnosis very difficult. If the fracture be set and the condyle 
put in its proper place, the apparatus must be applied as already described, 
and displacement prevented by four splints, which must be arranged to 
prevent bending of the elbow-joint. The inflammation is always very con- _ 
siderable, and after cure the motions of the joint are much interfered with 
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or completely destroyed. According to Astury Coorerr these fractures 
unite merely by ligamentous inter-substance except when the fracture is 
external to the capsular ligament. 


[The splitting of the lower end of the upper-arm-bone into the joint is certainly the 
worst kind of fracture of this bone; but the higher it splits up, of the less consequence 
is it, as there is then ample room for its bony union external to the capsule. 

Fracture of the condyles, especially of the inner, is a very common accident in 
children, and, if not seen immediately after its occurrence, is difficult, to distinguish on 
account of the very great effusion which speedily occurs. If it cannot, therefore, be 
easily discovered, it is best to apply an evaporating lotion for a few days, and then ex- 
amine it. No bandage should be put on till the swelling has subsided, for at first it 
cannot be worn on account of the pain from the pressure, and afterwards if applied 
whilst the swelling is subsiding, it is continually loosening and needing repeated reappli- 
cations. The best mode of treating it is, to bend the fore-arm whilst supine, which re- 
laxes all the muscles attached to the condyle ; and then having applied a piece of wetted 
pasteboard, notched on each side at the bend of the joint, both before and behind the 
upper- and fore-arm, to wind a roller around it. A very important part of the treatment 
consists in employing gentle passive flexion and extension of the fore-arm about a fort- 
night after the accident, and gradually increasing it from day to day, otherwise the liga- 
mentous matter thrown out often restricts the movements of the joint. 

Fracture of the outer condyle is less frequent but is to be treated in the same manner. 
—J.F.8.] 

651. In Compound Fractures of the upper-arm the limb is to be placed 
in a slightly bent position upon a pillow, the arm bandaged to suit the 
wound with ScuLrrtus’s bandage, and the splints fastened with a double 
bandage. The rest of the treatment is to be according to the ordinary 
rules. Sauter has proposed his suspensory apparatus for compound frac- 
tures of the upper-arm. 

[In treating compound fracture of the upper-arm care should be taken that the splints, 
if applied immediately, should not be bound tightly. I think itis best, merely to bandage 
the arm to a single well-padded splint, upon which it may lie till the wound be healed, 
or at any rate till all inflammation has subsided. Ifthe wound be considerable and the 
patient restless, it is advisable to put on, as a second, ABERNETHY’S bracket-splint, by 
which the ends of the bone are kept quite quiet, and the wound can be daily tended 
without disturbing the apparatus. When the wound is perfectly healed, the case is to be 
treated merely as a simple fracture.—J. F. S.] 


XIIT.—OF FRACTURE OF THE BONES OF THE FORE-ARM. 


652. Of these are distinguished fractures of the spoke-bone alone or 
of the cubtt alone, fracture of both bones together, and fracture of the 
olechranon. 

653. Fracture of the Spoke-bone alone (Fractura Radii, Lat. ; Bruch 
der Speiche, Germ.; fracture du Radius, Fr.) is more frequent than 
that of the cubit and mostly consequent to a fall on the hand, when the arm 
is outstretched, in which case it usually happens in the middle of the bone ; 
more rarely it is produced by direct violence. The diagnosis is not dif- 
ficult ; the seat of fracture is felt, and during pronation and supination, 
erepitation also. ‘The fractured ends turn towards the cubit. Only when 
the fracture is near the lower end of the bone is the diagnosis difficult, and 
its confounding with sprain so much the more possible, as frequently at 
the first there is scarcely any or no distortion of the hand, nor is its 
motion interfered with. The following appearances arise from the dis- 
placement of the fractured ends: the hand is more perfectly prone than if 
it were dislocated to the dorsal or radial side; the lower end of the fore- 
arm is narrower, less flat, more rounded; there is a bending inwards of 


558 FRACTURE OF THE BONES 


the fore-arm, half an inch or an inch above the wrist on the radial side, 
which extends to the dorsal surface of the spoke-bone; the head of the 
cubit makes a considerable projection and the wrist-bones are more inclined 
to the ulnar side; the carpus seems to project somewhat on the dorsal 
surface of the spoke-bone, and, therefore, the back of the joint is generally 
rather swollen. On the palmar surface of the fore-arm, corresponding 
to the concavity of the spoke-bone, there is a very full, elastic swelling, 
often accompanied with extraordinary tension of the flexor tendons. In 
consequence of the depression on the edge of the spoke-bone and the pro- 
jection of the head of the cubit, the whole radial side projects more at the 
carpus and thumb, 2. e. the hand is inclined to the radial side and its 
length inclines much outwards from the fore-arm. The hand is movable 
at the joint and both styloid processes are in natural relation to the carpus. 
The patient has less pain at the joint, than at the lower end of the spoke- 
bone, at the depression on the radial side, and in the swelling on the 
palmar side, on the head of the cubit, and in the capsular ligaments, be- 
neath it; the pain is increased by pressure. On both surfaces of the 
lower end of the spoke-bone may be easily felt the irregularities arising 
from displacement of the fractured ends, and which consist in a transverse, 
often oblique projection of the upper end of the fracture, three or four 
lines above the wrist-joint, and in a less distinct projection of the upper 
part of the lower fractured portion on the dorsal side, eight or ten lines 
above the joint. Frequently, if the fracture be somewhat higher, both ends 
may form an obtuse angle towards the palmar surface, in which case the 
depression on the dorsal surface is greater. Motion and crepitation are 
not always felt. JmcGEr found the upper fractured end firmly resting on 
the cubit. Pronation and supination, bending and violent straightening 
of the hand, are very painful and restricted. In pronation, the rotation of 
the head of the spoke-bone is wanting, the fingers are usually half bent ; 
the deformity is generally diminished by extension, but soon returns. The 
inflammatory swelling often spreads considerably. If the fracture be not, 
or if it be only imperfectly set and improperly treated, the deformity and 
incapability of perfectly bending the hand remain. ‘This fracture is dis- 
tinguished from dislocation by the natural position of the styloid process 
which has not lost its connexion with the carpus, which is movable and 
has its long axis separated only a little from the spoke-bone (J #GER (a).) 
The upper end of the fracture is somewhat displaced towards the side of 
extension or flexion ; but the fingers can be moved freely, and when the hand 
bends the joint ends of the spoke-bone follow the movement of the wrist- 
bones, by which this fracture is distinguished from dislocation (6). 

The fracture of the lower end of the spoke-bone is extremely well explained by the 
observations of DupPuyTREN (c), and the opinion put forward by him and by Bropig, 
that it is mostly confounded with sprains and dislocations is confirmed by the more 
recent observations of Surgeons. 

[Fracture through the neck of the spoke-bone is not an uncommon accident, and very 
liable to be confused with dislocation of the bone forwards on the outer condyle of the 
upper-arm. It is accompanied with much distortion and swelling, and being naturally 
deeply embedded in the muscles, is difficult to make out satisfactorily. The head of 
the bone must be grasped with the thumb and finger of one hand, whilst the other 


draws the lower end of the bone from it by pulling at the hand alone, and then upon 
rotation if there be fracture the crepitation will be felt. 


(a) Above cited, vol. iii. p. 275. Vextrémite inferieure du Radius. Paris, 1836; and 
(b) Goyvranp, Memoire sur la Fracture de in Journal Hebdom., 1836, Feb. 
(c) Above cited, vol. iv, p. 161. 
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The principal cause of the altered shape of the fore-arm when the spoke-bone is 
broken near its base, is the constant dragging towards the cubit which is made on it 
by the m. pronator quadratus.—J. F. S.] 


654. Fracture of the Cubit (Fractura Uline, Lat.; Bruch der Ellen- 
bogenrohre, Germ; Fracture du Cubitus, Fr.) is always consequent to 
direct violence acting on it. The lower fractured end inclines inwards 
towards the spoke-bone, the upper remains undisplaced on account of its 
former connexions at the joint. The irregularity is felt at the seat of the 
fracture, also mobility of the lower fractured end, and crepitation in 
pronation and supination. 

655. Fracture of both bones of the Fore-arm occurs most commonly in 
the middle, frequently at the lower end, but rarely at the upperend. Both 
bones are often broken at the same, and often at different places. In most 
instances this fracture is produced by violence which affects the fore-arm, 
and more rarely by that which acts on the outstretched hand. The deformity 
arising from diminished breadth of the fore-arm, in which the broken ends 
are inclined inwards; the unnatural mobility at one part, where a distinct 
pressing inwards of the bones is perceived; the impossibility, on the 
patient’s part, of bringing the arm into pronation and supination; the 
distinct crepitation when the Surgeon performs this motion, in which it is 
also observable that the upper end of the fracture does not follow these 
motions, are the symptoms which characterize this accident beyond all 
doubt. Only in fracture near the wrist the symptoms mentioned (par. 
653) must be borne in mind to avoid confounding it with dislocation. In 
fracture of the upper part of the fore-arm there is scarcely any displacement 
of the broken ends, 


656. ‘The fractures of the fore-arm are generally unimportant accidents. 
The only thing, however, to be dreaded is, that when the broken ends 
unite out of place, pronation and supination will be interfered with or 
rendered quite impossible after the cure. 

657. Setting of the simultaneous fracture of both bones is effected by 
extension of the hand and counter-extension of the fore-arm when half 
bent, and between pronation and supination. The Surgeon then presses 
the soft parts on both sides of the fore-arm with his fingers into the inter- 
osseous space, for the purpose of bringing the broken ends into proper 
place. ‘Two long graduated compresses are then to be put on both sides 
of the fore-arm which are to be fastened with a circular bandage applied 
from the tips of the fingers ; upon these are to be put two splints reaching 
from the elbow to the wrist and fastened with a second bandage. The 
fore-arm is then brought forwards to the breast and supported with a sling, 
or in an arm-tray. The bandage is not to be applied too tightly at first, 
because usually much swelling arises ; it is to be renewed, if not becoming 
loose previously, on the tenth or twelfth, then on the thirtieth or fortieth 
day when the fracture is consolidated. 

Fracture of the spoke-bone or of the cubit alone, requires, in setting, 
only the bending of the hand, in the opposite direction to the fracture, then 
the pressing in of the soft parts between the bones and the apparatus 
already described. In fracture of the spoke-bone or cubit alone near the 
wrist it may be often necessary, according to DupuyTreEn, besides the ap- 
paratus just mentioned, to place on the under part of the unbroken bone a 
thick pad and an iron splint somewhat bent below, which is longer than 
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the fore-arm, and by means of some circular turns to draw the hand to the 
contrary side. 

In order to keep the hand in the direction towards the ulnar side, recommended by 
DupvyYTREN, in fracture of the lower end of the spoke-bone, BLANDIN employs two 
splints, which are bent with a knee opposite the wrist, for the purpose of drawing the 
hand to the ulnar side with the last turns of the bandage. Goyranp’s apparatus (a). 

[If the spoke-bone alone be broken, the splints, which should extend beyond the tips 
of the fingers, should be bandaged only to the wrist, and the fore-arm put in a sling 
which should not extend further, and placed horizontally in a position intermediate to 
pronation and supination with the thumb upwards. Thus arranged the weight of the 
hand drags continually on the base of the spoke-bone, and tiring the muscles connecting 
this side of the hand and arm, the weight of the hand pulls the lower end of the frac- 
ture and retains it in place. 

Fracture of the cubit requires the bandage to the end of the fingers so as to keep it 
in place by the drawing down of its lower end, to which the spoke-bone serves as a 
stret. 

In fracture of both bones the fore-arm is best laid supine. 

In all fractures of the fore-arm the splints should either have convex surfaces 
towards the limb or should be well padded along their middle, so as to thrust the 
muscles between the bones and keep them well apart.—J. F. 8.] 


658. If the fracture of the fore-arm be complicated with wound, it 
must be laid on a pillow, surrounded with ScuLrErus’s bandage, and the 
treatment conducted after the general rules. j 

659. Fracture of the Olechranon is most commonly transverse, rarely 
more or less oblique, and may be caused by direct violence upon the 
olechranon when the arm is half bent, or by contraction of the muscles, 
which however is more rare. The olechranon rises half an inch, or two 
inches higher ; and according as the fibrous covering is more or less torn, 
a space is felt between the upper and lower end, which increases if the 
arm be bent; the patient cannot straighten his arm ; the upper part of 
the olechranon may be moved laterally ; no crepitation however is disco- 
verable, except when the distance between the two fractured ends is but 
very trifling. At first there is considerable swelling of the elbow-joint, 
and ecchymosis to a great extent. 

660. The fractured ends are generally united by fibrous intersubstance, 
which, however, does not interfere with the motions, if they be not too wide 
apart; in this manner such fractures unite when left to themselves. If 
the fibrous covering of the olechranon be torn, the broken ends are 
farther apart, and generally unite with deformity, by which the motions 
of the arm are very much disturbed. If the fracture be accompanied 
with much bruising of the joint, and splinterings of the olechranon, dan- 
gerous symptoms may occur, and be followed by stiffness. 

661. Although in this fracture it seems most suitable to keep the fore- 
arm in complete extension, and by pressure to bring the upper end in 
contact with the lower end of the fracture, as effected by the apparatus of 
BérrcHER, WARDENBURG, ASTLEY CoorER, and AMESBURY, yet expe- 
rience proves that, in this position of the arm, an irregular and misshapen 
union of the broken ends may very easily be produced by too great exten- 
ston of the arm, besides that the position itself is extremely painful to the 
patient. A moderately bent position (as when the arm hangs down at 
rest, or at an angle of 160°) is therefore preferable, which permits the 
closest contact of the fractured ends, and is least painful to the patient, 
as was recommended by Duvernay and SHELDON, and more especially 


(a) Froriep’s Chirurgische Kupfertafeln, pl. 343, fig. 1 to ]1. 
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by Desavutr, Feiner, and Earir. The arm is to be put into a state of 
slight flexion, and the hand and fore-arm swathed with an ascending spiral 
bandage up to the elbow. An assistant then holds the bandage, the 
upper is to be pressed down to the lower end of the fracture, taking care 
that the skin do not fold over the seat of fracture, and a sufficiently thick 
compress is to be put on the upper fractured piece, the ends of which 
should pass round to the bend of the elbow. The compress is to 
be fixed with a QO bandage, and then the’ bandage carried up spirally 
to the upper part of the upper arm, for the purpose of rendering, by 
sufficient pressure, the m. triceps extensor cubiti actionless. The fore-arm 
is to be supported ina sling. The bandage must be renewed as often 
as it becomes loose, and at the twenty-fifth or thirtieth day may be re- 
moved entirely, when we must endeavour to get rid of the stiffness of the 
joint by motion and volatile frictions, If much inflammation and swelling 
have already set in, they must be first removed by suitable treatment 
before the application of the apparatus. If the fracture be compound, 
very Severe symptoms commonly arise, which are to be treated after the 
general rules. 

FEILer has added to this apparatus a cap made of leather, and a glove 
connected by straps to the cap, which is put upon the olechranon, so that 
the arm is kept in a proper degree of flexion, and the upper sufficiently 
close to the lower fractured portion. EArue, after having prevented the 
lateral motion of the upper fractured end with a light compress and strips 
of sticking plaster laid obliquely over the elbow, and having brought the 
broken ends close together, applied a splint of stiff pasteboard, softened in 
warm water, upon the front and back of the arm, and fastens it with a 
circular bandage. The pasteboard remains on the arm till dry, during 
which time the patient lies on his back, with the arm on a pillow. ‘The 
dry pasteboard is then to be taken off, and padded with buckskin. These 
splints should be sufficiently strong to prevent every motion of the joint. 

[Notwithstanding all the inconveniences described by CuELrus as connected with 
the straight position in the treatment of fractured olechranon, I must still advise its 
employment. JI have used it very frequently, and never with the least inconvenience 
to or complaint of the patients.—J. F. 8.] 

On Fracture of the Olechranon, compare— 

SHELDON, Essay on Fracture of the Patella and Olechranon. London, 1789. 

Camprr, P., Dissert. de Fractura Patella et Olechrani. fig. illust. Hag. Com. 
1790. 4to. 

Borrcuer, J. K., Auswahl des Chirurgischen Verbandes. Berlin, 1795. 8vo. p. 198. 

Desavutt, Cuvres Chirurgicales, vol.i. p. 163. 

WARDENBURCG’s Ziisatze zu DESAULT’s Bemerkungen iiber den Bruch des Ole- 
kranums. 

FEILer J., iiber den Bruch des Olekranums. Sulzbach, 1811. 8vo. 

Cooper AsTLEy, above cited, p. 485, Pl. xxix. 

EaRLE, above cited, p. 143 

Axcock, Practical Observations on the Patella and Olechranon. London, 1823. 

AMEsBoukRY ; in London Medical Repository, June, 1825. 


662. Analogous to fracture of the olechranon may be considered the 
Sracture of the coronoid process of the cubit. This fracture is extremely 
rare, and was first described by A. Cooper (a). It occurred through a 

(a) Above cited, p. 483. 
VOL, I. 20 
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fall on the hand, and on getting up, the elbow could be neither bent, nor 
perfectly extended, the cubit projected considerably backwards, the joint 
had its natural form, and the arm was bent. Although an apparatus of 
splints was applied for many months, yet the same appearances continued. 
Brassanp and KunnHourz (a) have noticed between the cubit and the 
pulley of the upper arm bone, a hard somewhat movable body, against 
which the cubit struck in bending. In reference to the treatment of such 
case, Coorer is doubtful whether it will have a satisfactory result; for 
he supposes that the broken coronoid process unites only by ligamentous 
substance. Coorer found, in a corpse, an example of broken coronoid 
process united by ligament, and freely moving on the cubit; the sigmoid 
cavity was also so changed, that in straightening of the arm backwards, 
it is pulled over the condyle of the upper arm-bone. 


J £GER (6) saw an imperfect fracture of the coronoid process, a deep fissure in its 
articular surface with considerable effusion of blood into the joints. 


XIV.—OF FRACTURES OF THE BONES OF THE HAND. 


663. The Bones of the Wrist (Fractura Carpi, Lat.; Bruch der Knochen 
der Handwurzel, Germ.; Fracture du Carpe, Fr.) can only be broken by 
great violence, acting directly upon them, and the fracture is always accom- 
panied with crushing and wounding of the soft parts, by which great inflam- 
mation, mortification, nervous symptoms, or destructive suppuration may be 
produced. These cases require the general treatment of compound frac- 
tures, and amputation, immediate or subsequent, may be necessary. 

664. Fracture of the Mid-hand bones (Fractura Metacarpi, Lat. ; 
Bruch der Mittelhandknochen, Ger.; Fracture du Meétacarpe, Fr.) is also, 
for the most part, accompanied with crushing and bruising ; the fifth bone is 
most frequently broken. Slight irregularity and crepitation is always 
readily observed. When the broken ends have been pressed into their 
place, a compress and a pasteboard splint is to be laid on the back of the 
hand, along the broken bone, and the whole hand put, with the palm down- 
wards, on a flat piece of wood, and there fastened with a circular bandage, 
passing’ from the tips of the fingers to the wrist. 

665. In Fracture of the Finger-bones, after setting, the finger is to be 
rolled with a narrow bandage, and fastened to a small splint, or the hand 
laid ona flat board, to which it should be fastened with a circular bandage. 
If these fractures be accompanied with so much crushing that there seems 
no possibility of preserving the parts, amputation should be at once per- 
formed. 


XV.—OF FRACTURE OF THE THIGH-BONE. 
(Fractura Femoris, Lat.; Bruch des Schenkelbeines, Germ.; Fracture du Fémur, Fr.) 


666. Fracture of the Thigh-bone, is distinguished as a. Fracture of the 
Neck, and B. Fracture of the Body; and in the latter it may occur in 
the upper middle or lower third. 

A.—OF FRACTURE OF THE NECK OF THE THIGH-BONE. 

Senaes ory Sur la Fracture du Col du Fémur; en Mém. de l’Acad. de Chirurg., 

VO. lV. 


(a) von FronrieEp’s Notitzen, vol. xiv. p. 311. <b) Above cited, p, 482. © 
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Lupwie, Progr. de collo femoris ejusque fractura. Leips., 1755. 


BRUNNINGHAUSEN, H. J., iiber den Bruch des Schenkelbeinhalses, With copper 
plates. Wiirzburg, 1789. 8vo. . 


vaAN Gersscuer, D., iiber Entstellungen des Ruchgrathes und Schenkelbeines. Trans- 
lated from the Dutch. Gitting., 1794. p17. 

DEsavuLt, GEuvres Chirurgicales, vol. i. p. 221. 

Haceporn, Abhandlung iiber den Bruch des Schenkelbeinhalses, nebst einer neuen 
Methode, den selbenleicht und sicher zu heilen. Leipzig, 1808. 

Boyer, above cited, vol. iii. p. 231. 

De.rrcu, Précis élémentaire des Maladies réputées Chirurgicales, vol. i p. 274. 

Ruen, J. G., Dissert. de fractura colli ossis femoris. Halle, 1814, 

Cooper, AsTLEY; in his and Travers’s Surgical Essays, and in his work, On Dis- 
locations and Fractures of the Joints. .London, 4to. and the Appendix. 

BELL, Cuas., Observations on Injuries of the Spine and of the Thigh-bone, London, 
1824, p. 35. 

Hare, Henry, Practical Observations in Surgery. London, 1823. 8vo. 

Amesbury, Jos., Observations on the Nature and Treatment of Fractures of the 
upper part of the Thigh-bone, ete. London, 1830. 


Dupurtren, Des Fractures du Col du Fémur; in his Legons Orales de Clinique Chi- 
rurgicale, vol. ii. p. 81. 


667. Fracture of the Neck of the Thigh-bone (Fractura colli Semoris) 
may be either within or without the capsular ligament ; it may be par- 
tially within or without the capsular ligament ; it may be double, and 
accompanied with separation of the trochanter. The direction of the frac- 
ture within the capsule, is mostly transverse, and the fibrous covering of 
the neck of the thigh-bone is more or less torn; but without, the fracture 
is in general oblique. The broken surfaces are mostly uneven; and sup- 
port themselves by their toothed shape ; the upper may be locked into the 
lower end of the fracture. 

668. The most frequent cause of the fracture is violence acting on the 
great trochanter ; also a fall upon the outstretched foot, or upon the knee. 
Often also from very slight causes, for instance a false step, in which the 
foot slips, especially when in advanced age the neck of the thigh-bone is 
brittle and fragile (par. 575). This fracture happens most frequently in 
advanced age, and more commonly in women than in men. The varia- 
tion in the direction of the neck of the thigh-bone at different periods of 
life, the greater length of the neck, and the greater projection of the great 
trochanter in females, as well as the brittleness of the bone in advanced 
age, renders this intelligible. 

669. The general signs of this fracture are, a previous fall on the great 
trochanter, the foot, or knee; fixed pain in the hip-joint ; sudden inca- 
pability of walking or standing, or at least great difficulty in so doing ; 
shortening of the limb immediately or some time after the fracture; ap- 
proach of the great trochanter to the spine of the hip-bone and less pro- 
jection ; restoration of the natural length of the limb by moderate extension ; 
so long as the contraction of the muscles has not from its continuance 
become great; then at least considerable force must be employed; ready 
recurrence of the shortening when the extension is given up ; incapability 
of the patient to raise the limb straight up when he lies in the horizontal 
posture; in almost all cases turning of the thigh and front of the foot 
outwards, and facility in returning it to its natural lars ae even 
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inwards ; in very rare cases turning of the foot inwards, where often at 
first there had been turning outwards, if, after suitable extension, the limb 
have acquired its proper posture; slightly bent posture of the limb, so 
that it lies on the outside, and the heel of the ailing foot rests behind the 
inner ankle of the sound one; crepitation of the broken ends on rotation 
of the thigh whilst it is held with one hand at the knee and drawn down, 
and the other hand laid upon the trochanter, and the knee being somewhat 
raised, it is observed that the great trochanter describes a smaller circle 
than usual. 

670. According to the various direction and seat of the fracture, several 
of these symptoms are wanting, or first occur some time after the accident. 
In reference to the distinction of the fracture within and without the cap- 
sular ligament, according to A. Cooprr, it may be observed that the 
former usually happens in old persons, in which case the trochanter is less 
projecting ; nor can rotation upon its axis be so perfectly performed, and 
the limb is about an inch or two shorter; the latter, on the contrary, 
happens commonly in younger persons and after much greater violence, 
the trochanter is drawn forward and upwards, the crepitation upon slighter 
movement of the limb is more distinct, the pain more severe, the swelling 
greater, the shortening less and rarely exceeding an inch. These signs 
are not, however, always present, as they depend on the direction of the 
fracture, and the tearing of the fibrous covering of the neck of the thigh- 
bone, and on the simultaneous tearing of the muscles. Earue, Smita, 
and others, have therefore given the least shortening within the capsule as 
from a quarter of an inch to an inch, and without, as an inch and a half 
to two and a half inches. In locking-in of the upper end of the fracture 
into the shaft of the lower, or if the head of the thigh-bone be shattered 
and the neck locked in between the fractured pieces, (Ext,) the patient 
feels great weakness in the limb, and can only move a little, even though 
limping and with pain ; the pain is fixed specially at the upper and inner 
part of the thigh, and comes on especially in bending and straightening ; 
bending is only effected with difficulty. Fricke found the thigh very 
movable, and felt crepitation, but which was deficient in firm locking. 
The shortening of the extremity is inconsiderable, (FR1cKE, however, found 
it to the extent of an inch,) and not removed by extension; the foot is 
straight, directed inwards or outwards, and may be rotated in the oppo- 
site direction. ‘The trochanter retains its position, and in rotation moves 
with the thigh, but without crepitation. If violent extension be employed 
(as by DELPEcH in a case which, on account of the direction of the foot 
inwards, was incorrectly supposed to be dislocation) the locking is sepa- 
rated, and the foot thereupon falls outwards. 

Upon the inlocking of the broken ends in fracture of the neck of the thigh-bone, in 
addition to Drsautt, DeLprcu, and A. Cooper, may also be compared A. EKL (a), 
Fricke (6), HAHN (c), J@GER (d). I have seen one case of locking in fractured neck 
of the thigh-bone, in which the upper was so thrust into the lower end that the great and 
little trochanter were for the most part destroyed. 

The rotation of the foot outwards, first observed by Pars, and after him by Jeri 
Perit, but disputed by Louis, was subsequently noticed by Desauut, Dessaussoy, 
De.rrcH and many others, but its cause variously explained. The usual cause is 


generally held to be an oblique fracture through the great trochanter, stretching into 
the little trochanter, so that the muscles adhering to the former have the preponderance 


(a) Bericht iiber die Ergebnisse im chirurgischen Klinikum zu Landshut, 1826. 
_, (6) Annalen des Hamburg Krankenhauses, vol. (6 Wiurtemb. Correspondenzblatt, 1836, No. 26. 
ii, p. 286. d) Above cited, p. 320. 
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and cause the inaction of the m. gluteus medius. According to GuTHRIE (a), the inver- 
sion of the foot does not depend on fracture within the capsule; but this sign is rather 
diagnostic of a fracture through the great trochanter, when part of it remains connected 
with the shaft. J. Syme (b) presumes that the inward turning of the foot occurs in 
cases in which the fracture near the head divides part of the great trochanter, where the 
muscles which draw it outwards are attached, and that part remains fixed to the middle 
portion of the bone upon which the middle gluteal muscle is attached. STANLEY 
supposes that rotation of the foot inwards occurs in fracture within the capsular 
ligament when that part of the capsule remains uninjured, which corresponds to the 
front of the neck. According to DupuyTren and A. Cooper, rotation inwards happeus 
when the fracture of the neck is from without inwards and from behind forwards, so 
that the point of the lower fractured portion projects forwards, and of the upper, 
backwards. Mercier (c) supposes that the rotation of the foot depends entirely and 
alone on external causes; on the position given to the limb, in putting the patient on 
his bed, perhaps also on the accident; then it may be that the patient in falling on his 
hip, fell more backwards than forwards, and that the great trochanter was driven in the 
corresponding direction. The rotation inwards does not depend on anatomical rela- 
tions; for, 1. There do not exist any which can produce it; nearly all the muscles 
endeavour to produce the opposite direction, and all the relations mentioned by writers 
can at most only render them favourable. 2. All the relations and causes are contradicted 
by various and even opposite facts; for this inward rotation has been observed in 
fractures both within and without the capsular ligament, in fracture of the neck, and in 
fracture immediately below the great trochanter, of which Mercier has given an 
example. 3. Apart from the pain caused to the patient, we may very easily manage to 
bring the foot from within outwards, and the contrary. 4. If, when lying on the back, 
the patient will incline outwards, the foot previously turned inwards, an effort of the 
will is required, to make the whole limb. perform the necessary half circle on the 
heel. The difficulty is very remarkable if there be only a slight bending of the limb at 
the knee-joint. Ifina healthy state an effort be necessary for this purpose, how happens 
it that when the thigh is broken, especially when the muscles which rotate outwards, 
can no longer act? The limb must therefore remain turned inwards when that is the 
position given to it. Larry assumes rotation of the foot inwards in every such inlock- 
ing of the broken ends, an opinion which, although confirmed by many observations as 
those of DELPEcH, is generally without foundation. 

The diagnosis of fracture of the neck of the thigh-bone is otherwise generally easy ; 
the crepitation which is frequently very obscure, becomes usually so much less so than 
the other signs of fracture already noticed, and the motions of the limb which are 
necessary to produce crepitation, endanger greater irritation, and especially in extensive 
tearing of the fibrous covering of the neck of the thigh-bone. 

A separation of the head of the thigh-bone from the neck consequent on external 
violence, when ossification is incomplete, which is possible only in young subjects in 
which the epiphysis is not yet consolidated to the rest of the bone, is in no respect 
distinguished from the fracture within the capsular ligament(1). - ; 

{(1) A case of this kind I have at present (Aug. 1845) under my care, in a boy of 
ten years of age who fell out of a first floor window upon his left hip. The foot was 
slightly turned out, and scarcely any difference in the length of the two limbs could 
be observed. The thigh could be readily moved in any direction and without much 
pain ; but on bending the knee and rotating the limb outwards a very distinct dummy 
sensation was frequently felt, as it seemed within the hip-joint, as if one articular 
surface had slipped off another, which led me to suppose that the head of the bone 
had been broken from the neck through the epiphysis within the capsule. Two days 
after my colleague GREEN carefully examined the case with me and agreed in the 
opinion I had formed of it. The boy himself suffered so little inconvenience that he 
had two or three times got out of bed and walked about for a short distance. He was 
put upon a double inclined plane, the presumed nature of the injury not seeming to 
require further treatment.—J. F. S.] ' ; , 

671. Fracture of the neck of the thigh-bone is distinguished from 
severe contusion of the hip-joint in the length of the limb, in the latter case, 
being unchanged if put in the same position as the sound one; in the 

(a) Remarkson the Diagnosis and onthe Inver- the Toes; in Edinburgh Medical and Surgical 


sion of the Foot in Fracture of the neck and upper Journal, April, 1826, p. 308. ; 
part of the Thigh-bone ; inMed.-Chir. Trans. vol. (c) Gazette Médicale, voliii. Second Series. No. 


xiii. parti. p. 103. ; 36. 1835. 
(b) Case of fractured Femur, with Inversion of 
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absence of crepitation and by the usual circular movement of the great 
trochanter in rotation of the limb. It is distinguished from dislocation of 
the thigh-bone outwards and upwards and outwards and downwards, by 
the turning of the foot inwards, which always accompanies these disloca- 
tions, but in this fracture is very rare, and even then less complete than 
in dislocation ; the foot also, when in fracture there is inversion, is more 
easily, though with pain, drawn outwards and lengthened. It is distin- 
guished from dislocation upwards and inwards, in which the foot is 
directed outwards, whereby, as especially in dislocations, the limb becomes 
very immovable, and it is impossible, without great violence, to restore it 
to its natural position; the dislocated head can also be felt. 

[In the examination of thigh-bones, instances have been often met with, in which 
from the diminution of the length of the neck of the thigh-bone, in old persons espe- 
cially, it has been thought that such had been fractured and were united by bone. In 
reference to this point, AstLEy CooreEr observes :—“ The neck of the thigh-bone in old 
persons is sometimes undergoing an interstitial absorption, by which it becomes short- 
ened, altered in its angle with the shaft of the bone, and so changed in its form as to 
give an idea, upon a superficial view, of its having been the subject of fracture, so as 
to lead persons into the erroneous supposition of the bone having been partially broken 
and re-united.” (p. 124.) GuLLIvEr, however, has shown (a) that the same appearances 
may be observed in younger persons, and he gives several remarkable instances, all 
of which followed injury to the hip, although at the time the patients were not mate- 
rially influenced by the blow ; but limping and shortening of the limb from shortening 
of the neck of the bone gradually came on. The most striking examples are the case 
of the soldier Fox, (p. 99,) who had fallen down a ship’s hold five years prior to his 
death ; and also the case of the soldier Lynn, (p. 315,) who met with the accident in 
the same way, but continued his duty without inconvenience for three years, after 
which he gradually became lame, and in the course of eighteen months was entirely 
unfit for service; soon after he was bitten by a poisonous snake and died. In both 
these instances examination of the parts after death was made, and the neck of the 
thigh-bone found much shortened, together with spreading of the head.—J. F. S.] 

672. The opinions of Surgeons on the prognosis in fractures of the 
neck of the thigh-bone are very different. Some believe that a greater or 
less degree of limping is in this accident an irremediable consequence ; 
others that bony union is impossible; others consider this fracture as 
differing only from others in the difficulty of its treatment. A. CooPER 
admits bony union of the fracture external to the capsular ligament, but 
considers, that in fracture within the capsular ligament, it does not take 
place with callus, on account of the absence of proper apposition and con- 
nexion of the fractured ends, (wherefore also no continued apposing pres- 
sure of the two broken surfaces can take place, although the proper 
length of the foot is preserved,) on account of the low degree of vital 
activity, on account of the want of activity in the head of the thigh-bone 
to produce bone, and on account of the extension of the capsular ligament 
by the increased quantity of synovial fluid. A. Coorrr held bony union 
possible only in those cases in which the fracture passes through the head 
of the thigh-bone, and the end itself is not completely separated, or the 
bone is broken without tearing of its periosteum, or of the surrounding 
ligament, or when the fracture has an oblique direction and is partially 
within, partially without the capsular ligament. A.Coorer has never other- 
wise seen bony union of the fracture within the capsular ligament. These 
reasons, which had even earlier been advanced, were contradicted by 
Boysr, and more recently by EarLe; experience also has proved that 


(a) Cases of Shortening of the neck of the Thigh-bone, with remarks; in Edinburgh Medical and Sur- 
gical Journal, vol, xlvi. p. 97, and p.313. 1836. 
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bony union may take place in these cases (a). That this has hitherto in 
England been little observed may depend on the very careless treatment 
of fractures known to be within the capsular ligament. The condition of 
the head of the thigh-bone has nothing to do with it, but rather the diffi- 
culty of keeping the fractured ends for a proper time in sufficient contact ; 
frequently, in complete tearing of the fibrous covering of the neck of the 
thigh-bone, or in bad constitution, or old age, of the patient, is the union of 
the broken ends often protracted or entirely prevented. Sometimes the 
upper end is enclosed by bony masses growing from the lower end; and 
though commonly considerable mobility remains, yet the motions of the 
limb are very much interfered with. ‘The broken endsare often connected 
by a fibrous mass which is not sufficiently firm to sustain the weight of 
the body ; the lameness is considerable, and the shortening of the limb 
gradually increases. The broken ends frequently wear away by rubbing 
against each other; suppuration in the cavity of the joint takes place, and 
death soon follows. Sometimes, if one or other of the broken ends be 
worn by rubbing, and both surfaces become like ivory, a cartilaginous 
capsule is formed by the thickening of the fibrous covering of the neck of 
the thigh-bone for the reception of the lower piece of bone, which is 
capable of supporting the weight of the body. — 


In v. SOEMMERING’s rich collection there is a preparation of a fracture within the 
capsular ligament closely united by callus. I possess a similar one, which I had treated 
in an old woman. 

The kinds of union just mentioned have been confirmed by CoLixs’ observations on 
eleven cases (0). 

CRUVELHIER (c) supposes that the callus is produced by ossification of the parts 
surrounding the broken ends, of the periosteum, and of the muscles, which at first become 
cartilaginous and afterwards bony. Hence it follows that the broken bone which on one 
side only is covered with soft parts, upon that only enjoys a bony union, and that when 
no soft parts lie around the broken parts of the bone, no union by bony substance takes 
place. In the former condition are the knee-cap and olechranon, in the latter the neck 
of the thigh-bone, 

[In St. Bartholomew’s Museum there are several cases of fractured neck of the thigh- 
bone within the capsule united by ligament. 

The two following cases prove beyond all doubt the possibility of bony union in frac- 
ture of the neck of the thigh-bone, and put an end to the disputes upon this subject 
which had been long and angrily held by English Surgeons. 

Case 1 was Swan’s patient, (d) a woman of eighty years, who having fallen down, 
he “ believed there was a fracture of the neck of the thigh-bone, although the limb re- 
mained quite as long as the other, and he could neither perceive any crepitus nor any 
altered appearance in its position, except a slight inclination of the toes outwards.” 
(p.15.) She died five weeks after the accident ; and on examination it appeared that “ the 
greatest part of the fracture of the neck of the thigh-bone, which was entirely within 
the capsular ligament, was firmly united. A section was made through the fractured 
part, and a faint white line was perceived in one portion of the union, but the rest 
appeared to be entirely bone.” (p. 17.) This preparation is in the Museum of the 
Royal College of Surgeons. 

Cask 2 is related by Stanuey (e). A young man of eighteen years fell from the top 


(a) BRUNNINGHAUSEN, above cited, fig. 2, 4. 

Liston ; in Edinburgh Medicaiand Surgical Jour- 
nal, April, 1820, p. 212. 

LangenBeEcx neue Bibliothek fir Chirurgie und 
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Ear.ue, above cited. 

Bruiatour, A case of Fracture of the neck of 
the Femur; in Med.-Chir. Trans., vol. xiii. p.513. 
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RicuTER, Handbuch der Lehre von den Briichen 
und Verrenkungen, p. 314. 
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(6) Fractures of the neck of the Femur, illus- 
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of a carton his right hip. “He was wholly unable to move the limb, and suffered 
severe pain when it was moved by another person. The thigh was bent toa right 
angle with the pelvis, and could not by any means be extended. Abduction of the 
thigh was difficult. The limb was everted, at first slightly, afterwards in a greater de- 
gree. The soft parts around the hip- joint were considerably swollen. There was no 
shortening of the limb, but rather the appearance of a lengthening of it in the erect 
posture, probably from the obliquity in the position of the pelvis. No crepitus could 
be felt in any movement of the limb.” (p. 256.) It was thought from the patient’s age 
not to be a fracture of the neck of the bone; but under the supposition of it being a 
dislocation into the foramen ovale, the pulleys were applied and forcible extension made. 
Two months after he was admitted a patient into St. Bartholomew’s Hospital, and at 
the end of the subsequent month he died of small-pox. On examination, “ the capsule 
of the hip-joint was found entire, but a little thickened. The ligamentum teres was 
uninjured. A line of fracture extended obliquely through the neck of the femur, and 
entirely within the capsule. The neck of the bone was shortened, and its head, in con- 
Sequence, approximated to the trochanter major. The fractured surfaces were in the 
closest apposition, and finally united nearly in their whole extent by bone. There was 
an irregular deposition of bone upon the neck of the femur, beneath its synovial and pe- 
riosteal covering, along the line of the fracture.” (p. 258.) This preparation is in the 
Museum at St. Bartholomew’s Hospital, where I have had the opportunity of examining 
it, and in addition to the above account I may add that nearly half of the head of the 
bone projects free beyond the hind surface of the neck and forms a well-marked inner 
boundary to the trochanteric pit. 

In this Museum there is another example of bony union, in which the broken head 
having dropped, its upper part is driven into the neck, which is less shortened than 
usual, and the lower third of the head descends free below the neck. 

In the same Collection there is another preparation in which the heads of both thigh- 
bones are considered to have been fractured and united by ligament, and there certainly 
is a distinct and narrow line apparently of ligamentous character which marks the pre- 
sumed place of fracture in each; but I must confess I have some doubts of these having 
been fractures, for the appearances so nearly tally in the two that I am inclined rather 
to think they must be the remains of the epiphysal junction, of which they occupy the 
precise place.—J. F. S.] 


673. Setting a fracture of the neck of the thigh-bone is easy in so far 
as extension only of the limb is requisite to restore its natural length; we 
cannot, however, be thereby satisfied of the close contact of the two 
broken ends. Fixing them in close contact till their consolidation, is in 
no fracture more difficult. 

674. The setting is to be performed in the following manner :—One 
assistant fixes the pelvis, placing his hands on the spinous processes of 
both hip-bones; another makes extension at the foot, and brings the 
limb at the same time into its natural position. The Surgeon assists 
the rotation of the limb, and placed on the outside of the thigh, raises the 
trochanter, in order to lessen its pressure on the fibrous covering of the 
neck of the thigh bone, and to press the lower end of the bone against 
the upper. | 

The arrangement of the bed in fractures of the lower extremities requires particular 
attention. ‘I'he bed should not be more than three feet wide, and should not be pro- 
vided at the foot with a high board. Instead of feather bed a firm mattress should be 
used ; and for the support of the head a single pillow. Under the patient should be 
placed a folded sheet for the purpose of carefully raising him in the necessary move- 
ments. To the cieling of the room a rope should be fixed, at the end of which, 
hanging opposite the patient’s chest, a cross handle should be attached, by which he 
may take hold. The patient-lifter proposed by Leypic (a) is the most convenient for 
lifting a patient from one bed to another, or to another place. 

675. Fixing the broken ends has been attempted by various bandages 
and machines, in which, (without employing the earlier practice of fastening 


(a) Der Krankenheber, seine Anwendung und unteren Gliedmassen; with two copper-plates. 
Vortheill vorzuglich bei Behandlung der Briicheder Mainz, 1824. 4to. 
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the feet to the lower, and the upper part of the body to the upper part of 
the bed, and the simple contentive apparatus,) either permanent extension 
is produced by the extended position of the limb, or the limb is kept in a 
half-bent position with or without extension. 


The simple contentive apparatus, and fastening with the spica core (Par£); with two 
chaff pillows on both sides of the limb, fixed with straps (SaBATIER); by tying both feet 
together with a pad between the thighs (Guyor) (a) by concave splints of tin, wood; 
leather, and the like (Fasr. Hitpanus, La Fays, ARNAUD, DuverNey, HEDENUS, 
THEDEN, BOrTIcHER); by a pelvis-belt, and bending the thigh on a splint placed in 
the ham, and binding the feet together (BERNSTEIN); by enveloping the limb with 
compresses and an eighteen-tailed bandage, by straw splints on both sides of the limb, 
enclosed in a wide napkin, fastening of the outer straw splint with a broad pelvis-girdle, 
and along the limb with bandages (Larrey) (b), are not sufficient in true fractures of 
the neck of the thigh-bone ; they can only be employed in cases in which, for the above- 
mentioned reasons, there is but little shortening or inlocking of the upper fractured 
piece. 

676. To the machines for extension of the limb in the directly straight 
position belong— 

1. Desau.t’s Apparatus.—The essential point of which is, that after 
the whole limb has been swathed in Scu.rerus’s bandage, a permanent 
extension is kept up by means of a splint reaching from the crest of the 
hip-bone to beyond the sole of the foot. At the upper end of this splint 
is fastened a long pad, which is applied on the inner upper side of the 
thigh, and at the lower end a similar one, which is applied over the 
ankle. Besides this, a second splint is to be placed on the inner side, and 
a third on the front of the limb, which last is to descend from the groin 
to the knee ; between these splints and the limb chaff pillows are to be 
placed, and the splints fastened with five straps; the outer splint especially, 
by a girdle running round the pelvis. 


Van Houte’s alteration of Desautt’s splint is for the purpose of keeping up ex- 
tension in the long axis of the limb by means of a cross board connected at right 
angles with the splint (c). Similar to this, except that to the cross board an inner 
splint,is fastened, is VoLpr’s machine (d). Also Jossx’s (e) apparatus, with a pecu- 
liarly arranged bed. Meryer’s(f) machine. Puysicx’s (g) apparatus, in which the 
external splint is continued to the arm-pit; that of Houston (h); also ALBAN’s (7) 
machine, which consists of a strong splint fixed on the outside of the ailing limb and to 
the pelvis: the extension is effected by means of a kind of lever contrivance at the 
lower end of the splint. GrrssLEy’s (4) apparatus. 


2. BRUNNINGHAUSEN’S Apparatus.—A. soft cotton strap is first applied 
upon a soft pad, over the ankle of the ailing limb, and carried like a 
stirrup around the sole of the sound foot. ‘To prevent the rotation of the 
limb outwards, a suitable splint of padded tin or lacquered leather is to 
be applied on the outside of the thigh, and fastened with a padded bandage 
around the pelvis and knee. Bending of the knee-joint on the sound side 
is to be prevented by a gutter-like splint, which should extend from the 
middle of the thigh to the middle of the leg. 


Heilung des Schenkelhalsbruches. Wiirzb. 1826; 


(a) Journal Hebdomad. vol. xiii. p. 30. 


(6) Journal compl. du Dict. des Sciences Meédic., 
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3. BoyEr’s Machine.—This acts in the same manner as DEsAULt’s 
apparatus, only the extension is kept up in a direction corresponding with 
the long axis of the limb; by means of a screw the extension may be 
increased or diminished, and the power of extension distributed over a 
large part of the leg. Hryne has altered this machine. 

4. Haceporn’s Machine consists of a strong wooden splint reaching 
from the crest of the hip-bone to the sole of the foot, and furnished with 
a transverse piece. It is applied on the side of the sound limb, and 
fastened with padded straps around the pelvis and extremity. The foot of 
the sound and that of the ailing side are both fastened to the cross piece, 
and thus the injured limb preserves its proper extension. Dzonpt’s (a) 
improvement of this machine consists.in the splint extending above the 
crest of the hip-bone to the side of the chest, and the bandages for ex- 
tending the ailing limb being applied above the ankle and below the knee. 

Nico.ar’s machine (0), that of Kier (c), and that of Gipson (d), of Beck (e), Scuitin- 
MAYER (f), and of WECKERT (q), are all to be considered as modifications of HAGEDORN’S 
machine. 

677. Various plans have been attempted to keep the limb in the bent 
position. 

1. By Saurer’s (h) Suspensory Machine. The pelvis is thereby fixed ; 
the tubercle of the haunch-bone is the special point for counter-extension ; 
the extension is made from the foot with a long pad connected to the foot- 
board. 

2. After the setting of the fracture is completed, both feet are to be bound 
together, for which purpose a bandage is to be applied spirally, from the 
instep to the knee ; a firm pillow is then to be put under the knee so as to 
bend the thigh at the knee and hip-joint, and the spiral turns are to be con- 
tinued to the upper third of the thigh. The upper part of the body should 
be raised rather high, and inclined forwards (Murstnna.) Or a firm 
pillow may be put into the ham of the limb, bent at the hip and knee 
joints, which is to be kept in this position by a folded cloth carried over 
the lower part of the thigh and leg, and fastened on both sides to the bed. 
(DurvuyTREN, RICHERAND.) 

3. A. Coopsr, in fracture without the capsular ligament, keeps the 
limb half bent, putting it upon a wooden machine, consisting of two pieces 
of board fastened together at an angle, and corresponding with the bend 
of the knee-joint. A long splint, laid upon the outside of the thigh, is 
to be fastened by straps on the side of the great trochanter, and buckled 
on above the knee, and around the pelvis. In fracture within the capsule, 
a pillow should be laid beneath the whole length of the ailing limb, and a 
well-rolled pad in the bend of the knee-joint, and in this manner the foot 
kept extended from ten to fourteen days, till the pain and inflammation 
have passed by. ‘Then the patient should get up daily, and sit on a high 
stool, in order to diminish the painfulness in bending the limb. After 
some days he may go on crutches, subsequently with a stick, and in a few 
months he is generally capable of using his foot, without any further sup- 


(a) Beitrage zur ervollkommnung der Heilkunde, (f) Ibid., pl. 350. f. 2-6. 
part i. Halle, 1816. 8vo.; with plates. (g) Ibid., pl. 319. 

(6) Journal fir Chirurgie und Augenheilkunde (A) Anweisung die Beinbriiche der Gliedmaas- 
von v. GRAEFE und von WALTHER, Vol. iii. part ii. sen, vorziiglich die complicirten und den Schenkel- 
p- 260. pl. ii. f. 1-9. halsbruch,nach einer neuen, leichten, einfachen und 

(3 Ibid., vol. iv parti. p.17; pl. i. f. 1-6. wohlfeilen Methode ohne Schienen sicher und 

d) Ibid., p. 189. pl. i. f. 7-13. bequem zuheilen. Constanz., 1812; with plates. — 


(e) Froriep’s Chirurg, Kupfert., pl. 350, f. 7. 
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port. In every doubtful case the treatment should be as if the fracture 
were without the capsular ligament. 

4, Harte has proposed a peculiarly constructed bed for the bent 
position, in which, by the weight of the pelvis, counter-extension, and by 
the attachment of the foot to a foot-board, the proper length and position 
of the limb are preserved, and the relief of natural needs made possible, 
without moving the patient. 

Hereto belong also the machines of AmEsBury (a), Smita (b), KoppenstxpTER (ec); 
Hacer, and others, in which extension is connected with the double inclined plane. 

678. Of all these modes of treatment, I consider the use of HAGEDORN’S 
machine the best. It is more simple, its operation more certain than that 
of any other extending machine, and not more troublesome than the double 
bent position in one or other way, which, excepting the relaxation of cer- 
tain muscles, has scarcely any advantage, and even renders the limb less 
secure against motion. DupuyTren, however, will have it that by the 
doubly bent position (par. 677) the results are more satisfactory than by 
any other treatment; inasmuch as in this posture, by the relaxation of the 
m. adductor femoris, the limb loses the disposition to roll outwards, and 
that this position is accompanied with less inconvenience to the patient than 
in the extending apparatus (d). A. Coopsr’s practice in fracture within'the 
capsule, leaves the impression that the diagnostic marks which he proposes 
are not always to be depended on. In old persons also, and with all the 
signs of internal fracture, a perfect cure may be effected by HaGEporn’s 
machine, on which point both home and foreign practice agree. 

A similar contrivance to Earter’s bed for preventing motion whilst relieving the 
bowels, may be added to every mattress; it is however unimportant, as it may be ad- 
visable to move the patient daily into another bed (e). 

679. As in fracture of the neck of the thigh-bone there is always much 
irritation and contraction of the muscles, if this come on subsequently, it 
must be attempted to moderate it by rest and antiphlogistic treatment be- 
fore the application of the extending machine. If permanent extension of 
any kind be employed, we must always endeavour to keep it up to the same 
degree; it must only be slackened when the patient complains of pain, and 
if he cannot bear it another treatment must be resorted to. The patient 
should keep as quiet as possible during the treatment. The apparatus must 
not be removed before the sixtieth to the seventieth day, and then the limb 
should be enveloped in a circular bandage; the patient must remain some 
time in bed, and must only be allowed to stand up, and, supported by 
crutches, to move about very cautiously, when, with the leg straight, he 
can bend the whole limb at the hip-joint. DuruyTren assigns to the 
length of the cure eighty, one hundred, and even a hundred and twenty 
days. 

The weakness and stiffness of the muscles and joint gradually subside ; 
but volatile infrictions and baths may be ordered. Even in the most satis- 
factory cases, there commonly remains a little shortening of the extremity, 
which can often be alone observed, on close examination, in the straight 
posture, but may always be perfectly counterbalanced by a rather thick- 
soled shoe. 

680. When the fracture passes obliquely through the great trochanter, 


a) Medical Repository, vol. xix. p. 113. besserten Maschine fiir alle Arten Beinbriiche. 
New York Medical and Physical Journal, Augsburg, 1823, p. 29. 
Oct. Dec. 1825. p. 474. Ss Above cited. : 
(c) Beschreibung einer neu erfundenen und ver- (e) Dzonn1, Lehrbuch der Chirurgie, p. 590. 
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and the proper neck of the thigh-bone does not participate therein, (which 
fracture may happen at every period of life,) it is characterized by the fol- 
lowing appearances :—the extremity is very little and frequently not at all 
shortened ; it is stiff; the patient is incapable of turning himself in bed 
without assistance, and the attempt always causes great pain; the broken 
part of the trochanter is in many cases drawn forwards towards the hip- 
bone, in others it sinks against the tuber ischii, but is ordinarily far sepa- 
rated from that part of the great trochanter which remains connected with 
the neck; the foot is turned very much outwards, the patient cannot sit, 
and the attempt always causes severe pain; crepitation is difficult to be 
discovered, when the trochanter either sinks much backwards or is drawn 
much forwards. This fracture requires the same treatment as that for 
fractured neck of the thigh-bone, and unites firmly. 

A. Cooper (a) gives a proper bandage, which consists of a broad cloth, enclosing the 
hips, and sewn together ; at the point where it passes under the great trochanter, it is 
widened with a piece let in, and padded; behind the great trochanter a wedge-like pad 
is to be placed, so that when the bandage is sewn the trochanter may be kept in place. 


At the same time a thick wedge shaped pillow is to be put under the upper part of the 
thigh, and the foot fastened in such way that it cannot turn either inwards or outwards. 


B.—OF THE FRACTURE OF THE THIGH-BONE BELOW THE GREAT 
TROCHANTER. 
Pott, P., General Remarks on Fractures and Dislocations; in his Works, vol. i. 
Edition of 1783. 
RicuTer, C. F., De situ femoris crurisque fracti laterali minusapto. Lipsie. 1788. 
8vo. 
Desavutt, Giuvres Chirurgicales; vol. i. p. 219. 


BELL, C., A System of Operative Surgery founded on the basis of Anatomy. 2 vols. 
London, 1807-9. 8vo. 

SAUTER, above cited. 

681. This fracture happens either in the wpper, middle or lower third 
of the thigh-bone; but is most common in themiddle. Its cause is either 
violence acting directly on the thigh, or a fall upon the knee or foot ; in 
the former case it is always accompanied with much bruising, frequently 
with splintering. ‘The direction of the fracture is in old subjects mostly 
oblique; in young persons and children usually transverse. 

682. The signs are, fixed pain at the seat of fracture, sudden incapa- 
bility of the patient to move the thigh, unnatural motion in its continuity, 
deformity of the limb in reference to its length, thickness and natural 
direction ; distinct crepitation on moving the thigh. 

The upper fractured end is drawn less upwards and forwards in fracture 
of the upper than in that of the middle third; the lower end is drawn 
backwards and upwards at the same time; the lower end is turned out- 
wards, partly by the contraction of the muscles, partly by the proper weight 
of the limb. If the broken surfaces do not touch, the limb is shortened, 
especially if the fracture be very oblique. In transverse fractures, specially 
in young persons, the broken surfaces often remain in actual contact, and the 
thigh is curved forwards by the contraction of the muscles. In fractures 
in the lower third, which are mostly oblique, the lower end is drawn back- 
wards towards the ham and the condyle upwards, in consequence of which 
the knee assumes a peculiar form, and the point of the upper fractured end 
may penetrate the m. rectus and through the skin. 

(a) Above cited, p. 158. 
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683. Fracture of the thigh-bone is always a severe accident, as the 
broken ends are retained in proper contact with great difficulty. The 
cure takes place most commonly with deformity and shortening of the 
limb, especially in oblique fractures, and those which occur in the upper 
and lower third of the thigh-bone. Compound fractures are so much 
more difficult to treat. 

[In simple fractures of the thigh-bone except with great obliquity I have rarely 
found difficulty in retaining the broken ends in place, and in effecting the union with- 
out deformity and with very little and sometimes without any shortening. For the 
contrary results the medical attendant is mostly to be blamed, as they are usually 
consequent on his carelessness or ignorance. 

Compound fracture of the thigh is a very serious accident; its danger depends upon 
the injury of the soft parts and exteut of the wound, and also upon the obliquity of the 
fracture and its disposition to drive through the wound or among the muscles. These 
are points which must be well weighed in deciding whether amputation should be 
performed or not. If the patient be young and healthy we may often undertake the 
cure without amputating, and with fair prospect of a happy result.—J. F. S.] 


684. The difficulty of retaining the broken ends in complete contact 
till consolidation is effected, has led to various modes of treatment. 

1. The Contentive Apparatus, with splints, and the limb in a straight 
position. The setting is to be effected by extension and counter-extension, 
as in fracture of the neck of the thigh-bone (par. 674.) The Surgeon, 
standing on the outside of the thigh, endeavours, with both hands, to 
bring the broken ends into their proper place, and to equalize all irre- 
gularities. The apparatus is to be slipped beneath the limb, kept in 
a proper degree of extension. It consists of five double bands, a piece 
of linen, as long as the limb, and sufficiently broad to include the splints 
on both sides, of Scutrerus’s bandage, of three splints, and their cor- 
responding chaff pads, of which one should extend from the crest of the 
hip-bone to beyond the sole of the foot; the second from the upper 
inner part of the thigh, just as far; and the third from the groin to the 
knee. At the seat of fracture two wetted compresses are to be applied, 
which should surround three-fourths of the thigh ; the whole limb is then to 
be swathed in Scuretus’s bandage, from below upwards, and the splints 
rolled up in the piece of linen on both sides, till they are brought to two to 
three fingers’ breadth from the limb. The interspace is then filled up with 
the pads, the third splint laid with the chaff pad upon the front of the 
thigh, and the splints surrounded with the bandages, of which three are to 
be put on the thigh, and two on the leg. The foot should be supported in 
a stirrup (1). This apparatus is to be wetted from time to time with lead 
wash, replaced every six days up to the fiftieth, or, in old people, to the 
sixtieth day (2). If the callus have become sufficiently firm, which is 
known by the patient being able to raise the limb freely, rendering it 
some support with his hands at the fractured part, the apparatus may be 
removed, the whole limb enveloped in a circular bandage, and the patient 
allowed to go about carefully with crutches for several days. 


[(1) In general, I think the straight position in treating fracture of thes haft of the thigh- 
bone is far preferable to either of the other methods. But the plan I employ is rather 
different from that here advised. I use four splints, flat pieces of deal about one-sixth 
of an inch thick, and three or four fingers wide, which any carpenter can quickly fur- 
nish; the hind one should reach from the tuberosity of the haunch-bone, against and 
immediately below which it should rest, to within four inches of the sole, so as to be 
quite free of the heel; the front one should extend from just below the groin, not quite 
so low as the bend of the ankle-joint, and should have two or three transverse saw-tracks 


574 FRACTURES OF THE THIGH-BONE 


where it rests upon the knee-cap so that it may not press it severely; the inner splint 
should extend from the perineum, and the outer from the great trochanter to the sole of 
the foot, and a large hole made in each corresponding to the ankle. All the splints 
should be thickly padded and have their ends well defended with the pads. A 
ScuLTetus’s bandage of sufficient length to cover the whole limb and foot having then 
been laid upon the padded hind splint, the limb is to be gently lifted, and the splint 
having been put behind it up to the tuberosity of the haunch-bone, the limb is placed 
upon it, gentle extension made, the bandage and side splints applied, and then the front 
one, after which all the splints are tied together with three bands upon the thigh and two 
upon the leg. If there be any disposition to spasm or dragging up the lower part of the 
fracture, a sand-bag may be attached for two or three days to the foot ; after which it is 
rarely needed. I prefer this to most other apparatus, because the patient is generally 
very easy with it, and is capable of moving about a little in the bed without disturbing 
the fracture. 

(2) The plan here proposed of replacing the splints after every six days is faulty, as 
being liable to produce disturbance of the fracture. They are best left alone as long as 
possible, except so far as merely tightening the bandages when they become loose. If 
the case do well, it is rare that the splints need reapplication more than once or twice 
during the cure. 1t must be remembered, however, that, under these circumstances, 
the fracture has not been set till after the subsidence of all swelling, during which time 
the limb is merely laid upon a pillow.—J. F. 8.] 

2. The Apparatus with splints, with the limb bent, and lying on the 
side or on the back. The bent position of the limb was proposed by 
Port, for the purpose of relaxing the muscles of the thigh. The ailing 
thigh is to be laid on its outer side, with the knee-joint half bent; the 
whole of the patient’s body should be inclined to the side. The setting is 
perfected in this half bent position. The apparatus consists of two splints, 
placed on the hinder and fore part of the thigh, and attached with the 
eighteen-tailed bandage. The whole limb rests ona pillow. As with this 
apparatus the motions of the knee are not interfered with, the position 
does not tend to the perfect relaxation of the muscles, and imperceptibly 
the upper part of the body sinks down in the bed straight by which 
displacement of the broken ends is favoured, the bent position has been 
changed, and, as in fracture of the neck of the thigh-bone, (par. 677,) 
the limb is put on a wooden stage formed of two boards, connected 
at an obtuse angle, and of which the oblique surfaces require a suitable 
bending of the limb. ‘These are covered with pillows and provided with 
pegs on the sides, to prevent the displacement of the limb. When the 
limb is placed on this stage, the setting is to be completed, the thigh 
surrounded with compresses, and ScuLTETUus’s, bandage, and steadied with 
three splints on the outer, inner, and fore part. (C. Bett, A. Coorer.) 

3. The permanent extension may be employed either on the plan of Dr- 
SAULT, as in fractured neck of the thigh-bone; or after Brunnine- 
HAUSEN, also as in fracture of the neck of the thigh-bone, except that 
together with the outer splint, a second is to be applied on the inner, a 
third on the front, and a fourth on the back of the thigh. If both extre- 
mities be connected at the foot and knee, according to BoyEr and 
Hacepory, as in fractured neck of the thigh-bone; or according to Sau- 
TER, in which case the permanent extension is made whilst the limb is 
bent, and the limb kept suspended. 

Here also Earte’s bed (par. 677) is suitable, and the apparatus proposed by 
GRANGER (a), for the purpose of connected permanent extension with a double inclined 
board. For the same purpose is Mosstsovic’s (6) equilibrium plan. 


(a) Edinburgh Medical and Surgical Journal,April, 1821. p. 194. f. i. ii. 
(b) Darstellung der squilibrial-Methode zur BuumeE, Einfache Beinbruchmaschine zur Heil- 


sicheren Heilung der Oberschenkelbriiche ohne ung der Schenkelbriiche in gebogener Lage. Wiirz- 


Verkurzung. Wien., 1842. burg, 1831; with one plate. 


a a 


a. 
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The permanent apparatus is put on by SEuTIN in the following manner :—After the 
bed has been properly arranged, bandages, a straw cloth, ScuLrEeTus’s bandage in three 
or four layers of strips sufficiently long to reach once and a-half round the limb, are to 
be laid upon it. The swathing of the foot is now to be commenced with the stirrup 
bandage from the root of the toes, which remain uncovered, and at the same time serve 
as an index to determinine the position of the bone. The first layer of bandages is then 
as usual to be applied from below upwards, and then plaster of Paris spread over it. 
This acts merely for the gluing of the second layer, without by its hardness injuring the 
skin. The second layer is to be applied in a similar manner, and an assistant smears 
it over with plaster with a large brush. The pasteboard splints are then cut to fit, 
broadest at the back part of the thigh and calf. At the edges of the foot they are’to be cut 
with two broad pieces, which, connected in the middle, form a sole, and reach only to 
the lateral projections of the head of the first and fifth mid-foot-bones. A single 
sole does not give sufficient firmness, though one sole may be put on, and the ends of 
the pasteboard splints made to overlap it. The pasteboard splint must not press the 
edge of the shin-bone, and should be sufficiently wide that there may remain behind 
and before a finger’s breadth between their edges. In the edges of the splints, notches 
should be made with the shears, or indents, which are still better, whereby they stick 
closely to the underlying parts. The pasteboard splints should be soaked ‘in ‘water, 
spread with plaster, applied, and at once overspread on both sides with a thick 
layer of plaister, so that in drying they form as firm a substance as a wooden splint ; 
and now the third layer of bands is applied The foot is then to be somewhat raised, 
and a conical pillow stuffed with tow, placed between the heel and calf, to keep the 
hind part of the apparatus perfectly horizontal, and to diminish the dropping through 
of the heel and calf. The heel-pad is also to be spread with plaster, and fixed in the 
fourth layer of bandage; or it may be applied earlier between the bandage straps, so 
that subsequently it is not necessary to raise the limb higher. As it is important that 
the AcHILLEs’ tendon should not be compressed, two pieces of the same compress should 
therefore be previously laid on both sides of it. The lower part of the splint, which 
bends over the sole of the foot, is fixed within a circular bandage. As till the complete 
drying of the apparatus, displacements easily occur, straw splints are usually applied 
by means of straw splint cloth, and the whole firmly bound with rollers, as in the 
common contentive apparatus. The assistants, who have hitherto kept up extension and 
counter-extension may now let go the limb. If the fracture be very oblique and the 
fractured ends easily separate, a sling must be applied at the lower part of the limb by 
means of a double bandage, fastened on both sides of the foot and leg, and connected at 
its end with bags, more or less full of sand, which are allowed to hang down over 
the foot of the bed, in order that in the perfectly horizontal position of the patient, a 
continued extension may be kept up, by which necessarily the counter-extension can be 
made to operate, not merely by the simple weight of the body, but also by a cloth folded 
longitudinally, carried between the thighs, and fixed to the bed’s head. On the day 
after the drying of the apparatus, the straw splint-cloth and the straw splints are to be 
removed, and a circular bandage applied from the foot to the hip. Two or three days 
after the patient may be allowed to go with crutches, in which case the foot should be 
supported by a bandage slung round the neck. 


685. In transverse fractures in the middle of the thigh a simple appa- 
tus with splints and the limb put straight are sufficient. In fractures of 
the upper and lower third, the half-bent position is preferable on account 
of the special displacement of the broken ends (par. 682) ; and in fracture 
in the upper third immediately under the great trochanter, a position 
approaching the sitting posture is preferable, because thereby only can 
the lower end be kept in corresponding position with the upper end of the 
fracture. But it must be here observed whether the fracture be not so 
near the joint and connected with such injury that stiffness will ensue, in 
which case the straight position with or without tension according to cir- 
cumstances must be employed. The half-bent position of Bexu and 
Coorer is preferable to Port’s posture on the side. 

686. In oblique fracture this treatment is rarely sufficient, as the 
broken surfaces after having been apposed cannot be kept in contact. 
In these cases the permanent extension is necessary, and in fractures in 
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the middle of the thigh, is best effected by the machines of Boyrr and 
HaceEporn ; but in fractures of the lower and upper third, the machine 
of SauTeR or the double inclined plane are especially serviceable on 
account of the advantages connected with the half-bent posture. 

If the fracture be complicated with wound, one or other position may 
be advantageous as may best suit the care of the wound. 

687. In children, after properly setting the fracture, it is usual to 
swathe the whole limb up to the hip in a circular bandage, several turns 
being made round the seat of fracture. Pasteboard splints are then to be 
applied on the outer, inner, fore and back part of the limb from the groin 
to the foot, swathed in a roller, and the whole wrapped in a cloth to pro- 
tect the apparatus against displacement. The application of the common 
contentive bandage is, however, more suitable, because it can be more 
easily renewed and without changing the position of the limb. 

688. If much inflammation and swelling have set in, they must be 
treated according to the rules laid down, (par. 587.) 

689. ‘The management of the patient during the cure of the fracture is 
directed by the general rules. Stiffness of the joint after the cure, espe- 
cially if the fracture be near the knee-joint, is often of long continuance, 
but gradually subsides with motion and with volatile rubbings-in. 

690. In rare cases, the outer or inner condyle of the thigh-bone may be 
broken obliquely, or it may be separated by a vertical cleft which descends 
from a fracture. This is distinguished by the great swelling of the knee- 
joint, by the deformity, and by the crepitation observed in the movements 
of the condyles. It is difficult in these cases to prevent deformity, and great 
interference with the motions of the joint. The limb is to be put straight 
on a pillow and the inflammation sought to be repressed with leeches and 
cold applications. This done, a simple contentive bandage is to be applied. 
If in an oblique fracture with separation of the condyles, the upper end of 
the fracture be driven out through the coverings, amputation of the thigh is 
indicated. 


XVI.—OF FRACTURE OF THE KNEE-CAP. 
(Fractura Patelle, Lat.; Bruch der Knieschiebe, Germ.; Fracture de la Rotule, Fr.) 


Metso, Dissert. de patella ejusque lesionibus. Francf., 1697. 


Bicxine’s Abhandlung von Kniescheibenbruche nebst der Beschreibung einer 
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SHELDON, On Fracture of the Patella and Olechranon. London, 1789. 
Camper, P., De fractura patelle et olechrani. Cum fig. Haag. 1790. 4to. 
DESAULT, above cited, vol. i. 

Boyer, above cited, vol. iii. p. 291. 
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Atcock, Observations on the Fracture of the Patella and Olechranon. London, 
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des Knieschiebenbandes. Wiirzb., 1838. 
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Le 
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_ 691. Fracture of the Knee-cap, has most usually a transverse, rarely a 
longitudinal, and often a more or less oblique direction ; or the bone is 
split to pieces. In the former case it may be consequent on violent 
contraction of the muscles attached to the knee-cap in violent bending of 
the leg; in other cases it is always produced by direct external violence 
and is accompanied with great contusion, with effusion of blood into the 
joint, or with wound. 

692. The diagnosis is easy. There has been previous violent tension 
whilst the knee was bent, to preserve the equilibrium of the body, ora fall 
upon the knee whilst the leg was bent; the patient feels severe pain, often 
hears a crack, and can neither stand up nor stretch out his foot after the fall. 
In transverse fracture a space is distinctly felt between the two ends of the 
bone, which are separated, the upper piece being drawn upwards. This 
separation is the greater, the more the fibrous covering of the knee-cap is 
torn, and may extend to four or five inches ; but it is lessened when the leg is 
straightened. Crepitation is not observed because the broken ends cannot 
be brought into immediate contact. In vertical, oblique, or splintered 
fractures of the knee-cap, the separation and mobility of the broken ends 
and crepitation are felt on examination. 

693. The union of the fractured pieces is effected by means of a fibrous 
intersubstance, the cause of which does not depend on the sponginess and 
isolation of the bone, nor on the want of blood between the fractured 
surfaces, nor on the intrusion of the synovia, and paucity of vessels in the 
bone and surrounding parts, but on the difficulty of retaining the fractured 
ends in sufficiently close contact. The opinion, however, that in trans- 
verse fracture the consolidation does not depend on callus, is unfounded 
and disproved by experience (a). In splintering of the knee-cap, the 
broken ends are usually connected by callus. If the intersubstance 
which effects the union be not very broad, the motions of the joint are 
scarcely hindered, but under contrary circumstances the gait is more 
unsteady. If with fracture of the knee-cap there be severe bruising or a 
wound of the joint, the injury is always important, as anchylosis or sup- 
puration of the joint with fatal consequences may ensue. Even in simple 
fracture, by the use of unsuitable and especially of too tight bandages, 
destruction of motion, union of the upper part of the knee-cap with the 
front of the thigh-bone, with atrophy of the ligaments and extending 
muscles may occur, which is worse than if a broad intersubstance had 
been formed. 

From GuLLtver’s observations (b), it appears, 1. That if the aponeurosis be com- 
pletely divided as is the case in fracture from muscular contraction, a bony union is 
not to be expected; 2. In transverse fractures in which bony union is deficient, the 
fragments and the interposed fibrous tissue are well provided with vessels; the want of 
union, therefore, is not to be ascribed to imperfect nourishment; 3. If the union in 
transverse fractures be effected by fibrous substance, there is often a bony deposit on the 
ends of the bone, so that the fragments have the appearance of two symmetrical 
bones; 4. Bony union is simply the result of immovable adjustment of the frag- 
ments which, in many cases of fracture, the uninjured state of the aponeurosis on the 
fore part effects; 5. New bones, which in fracture of the knee-cap seem to be formed 
of the broken pieces. The surrounding cellular tissue rarely or never becomes con- 
verted into bone; the fibrous tissue goes directly to the production of new bone. No 
cartilaginoid substance appears during the ossification. 


(a) DupuyTREN; in Ammon Parallele derfranz- LANGENBECK, neue Bibliothek fir Chirurgie und 
6sischen und deutscher Chirurgie, p. 151. Ophthalmologie, vol. iii. pt. i. p. 49. 
(6) Edinburgh Medical and Surgical Journal, 1837, No. 130. 
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694. In transverse fracture, the two broken ends are in general easily 
brought into perfect contact, if the joint be completely straightened, the 
hip bent, so that the thigh forms an obtuse angle with the axis of the 
body, and the broken ends pressed together with both hands. If the 
broken ends be not far apart, that position of the limb is favourable to 
the cure, in which it is supported on a pillow laid beneath it, upon 
which it is to be closely pressed with a cross cloth carried round over the 
lower part of the thigh and fastened on both sides to the bed; or the 
whole limb is put upon a machine in which the foot is fixed to a foot- 
board, and motion at the hip-joint can be restricted at pleasure. This is 
even to be considered as the most proper mode of treatment, as after it 
less stiffness of the knee is to be expected than after the use of band- 
ages (a). 

The close union of the fractured ends may also in this position be further assisted by 
properly applied strips of adhesive plaster (6). 

695. In considerable separation of the broken pieces, a special bandaging 
is, however, necessary, which should counteract the contraction of the 
muscles, and press together the two ends of the fracture, in order to pro- 
duce union with the smallest possible interspace. After the coaptation of 
the fractured ends, as already directed, two long pads are to be applied above 
and below the knee-cap, so that their ends may cross in the ham. By 
means of a single or double-headed roller they are to be so fastened that 
afigure of oo is formed around the knee-joint. On the front of the limb 
is put a strip of linen, four fingers wide, somewhat longer than the limb, 
with two clefts in its middle, corresponding to the seat of fracture. This 
is to be fixed, its lower end being somewhat enveloped by spiral turns 
from the ankle to the knee. The remainder of the roller, with the loose 
strip of linen, is to be given to an assistant, and a second strip of linen, 
split to its middle into two heads, applied upon the front of the thigh, 
and fastened with another roller carried in spiral turns from the groin 
to the upper part of the knee-cap. The circular bandage is then given 
to an assistant, and the head of one strip of linen brought through the 
cleft of the other, both drawn in opposite directions, and their two ends 
turned in and fixed with the continuation of the spiral turns. The extremity 
thus placed has a splint laid behind the ham, in order to prevent the 
motion of the joint. 

LANGENBECK (c) puts the extremity in a horizontal posture, allows the patient to sit, 
and envelops the leg with ascending, and the thigh with descending spiral turns, to the 
two fragments of the knee-cap. 

[I cannot agree with CuExtus in the use of this bandage, for the pressure necessarily 
made upon the front of the broken knee-cap will be very irksome, if not painful to the 
patient. It is far better, after fixing the circular pads above and below the knee-cap, to 
draw them together on each side with a tape; by doing which, as the pads are brought 
together, so is also the upper part of the knee-cap brought down to the lower without 
any pressure being made on the front of the bone.—J. F. S.] 

696. Besides the apparatus mentioned, which best serves the purpose, 
numerous bandages and apparatus have been proposed, but which for the 
most part have the objection that they do not counteract the muscles, 
which draw up the upper fractured piece, nor press equally strongly 
upon both upper and lower broken end, in consequence of which the 

(a) Fiasant, Medicinisch-chirurgische Beobach- DupvuyTREN; in AMMon. 
tungen, Nurnberg, 1799, vol. ii. p. 151. (b) Aucocx, Practical Observations on Fracture 


RICHERAND, Histoire des Progrés récents de la of the Patella and of the Olechranon. London, 1823. 
Chirurgie, p. 142. (c) Above cited. 
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patient cannot bear them. To these belong the bandages and apparatus 
of Buckine (a), Evers (6), Monrenuer (ec), B. BELL (d), Boyer (e), 
A. Coorrr (f), Barnurr (gy), Frsr (h), and many others. 

697. If, as is generally the case, inflammation and swelling immediately 
set in together, they must be first got rid of by proper treatment, the 
Joint being kept in the position already described, (par. 694,) before 
proceeding to set the fracture, and to the application of bandages. As 
often as the apparatus becomes loose, it must be reapplied ; in seven or 
eight weeks’ time it may be removed, but the patient must still be very 
careful in moving about. The longer the patient remains quiet, the sooner 
bony union takes place. A stiffness of the joint frequently continues, which 
only gradually subsides; often incurable anchylosis ensues (1). The 
latter seems to arise from the application of the bandages, before the in- 
flammation of the joint is got rid of. If the intersubstance be very wide, 
the knee must be supported with an elastic bandage. The motions of the 
limb in these cases may be also often improved, if gradual and more violent 
motions of the leg be performed, by which the contracted m. rectus again 
lengthens itself to a certain degree (2). 


[(1) I have never seen anchylosis of the knee-joint from fracture of the knee-cap, 
and can only imagine its occurrence under very peculiar circumstances.—s. F. 8. 

(2) Jon Hunrer observes :—“ Other things are to be done after the union has taken 
place. First, the accommodation of the muscles to their new situation, where less 
length is necessary, from the patella having become longer ; secondly, the new con- 
traction in this new situation; thirdly, acquiring sufficient strength in it. We have 
reason to believe that the greatest contraction in a muscle is somewhat greater than the 
joint will allow of; for we find them firm when the limb is stretched, as if the power 
was greater ; and when the part is deprived of this firm band, we find the muscles draw 
the bone up higher than they should. Thus the upper part of the patella is always 
drawn up when the bone is broken. While the union is taking place, the muscles are 
accommodating themselves to the great length of the bones. After this it will be ne- 
cessary to bend the limb and keep it so, in order that the muscles may be thus enabled 
to admit of an elongation equal to the flexure of the limb, by which means the patient 
will be enabled easily to bend the limb. Extension will not be so easy; still, by per- 
severance, it may be acquired.” (p. 512.) He then mentions a case in which the broken 
pieces of bone having been left far apart, the patient had lost the use of her limb, 
although it could be swung backwards and forwards as she sat upon a high table; and 
he considered that he cured her simply by inducing her to direct her will to the excite- 
ment of the action of the rectus muscle. And he explained how this was effected, first, 
by reference to the condition of the muscle, “that the space between the two attach- 
ments of the rectus being much shortened, while the muscle continued of the same 
length, the utmost degree of its contraction would scarcely be able to straighten itself, 
much less move the patella and leg also.” And then, that “if the influence of the mind 
was frequently exerted on the muscle, it would gain this power of contraction, in which 
it would probably be aided by the interstitial absorption taking place, and actually 
shortening the muscle, and suiting its length to the office it was to perform.” (p. 513.) 
In other words, and more briefly, the object is to produce in the rectus muscle a re- 
covery of its tonicity, by educating it to contract and permanently shorten itself, so that 
it may re-acquire the power of acting on the knee-cap, and extending the leg which it 
previously had, but of which it is deprived by the ascent of the broken part of the knee- 
cap rendering it lax instead of tort when the leg is straight. 

I believe the best mode of recalling the m. rectus to its proper function is, after having 
kept the patient in bed five or six weeks, by which time it may be presumed whatever 
union will, has taken place, to get him up, place him on a table, with his ham on its 
edge, and direct him to swing the leg backwards and forwards, frequently during the 


(a) Above cited. - 


(b) RicuTER’s chirurg. Biblioth., vol. x. p. 153. e) Above cited, pl. iii. 
(c) Beobactungen verschiedener chirurgischen f f) Above cited, pl. ix. f. 9, 10, 11. 

Vorfalle, voli. Wien, 1780. (g) Orta, De fractura Patella. Berol., 1827, 
(d) Lehrbegriff der Wundarzneikunst, vol. iv, p.92. 

p. 430. pl. iv. f. 1, 2, 3. (A) Dissert. de fractura Patellze. 1827. 4to. 


Pg ays 


580 - FRACTURES OF THE 


day. At first he can do this very little, not because, as Hunrer and Curis suppose, 
the m. rectus is too short and requires lengthening, but on the contrary because it is too 
long and must be instructed to shorten itself still more, so as to compensate for the ap- 
proximation of its points of attachment by the unnatural space between the broken ends 
of the knee-cap. When the muscle has re-acquired sufficient power to throw the leg 
and foot forwards, then some weights must be attached to the foot, and the same exercise 
continued till the muscle can freely move it when so loaded. In this way the muscle 
becomes shortened, and capable both of sustaining the erect posture and throwing the 
leg forwards. It may be here observed, that if the fibro-ligamentous union of the broken 
pieces of the knee-cap be long, the patient’s gait is very odd, the foot and leg are not 
carried forward steadily and set on the ground, but as it were jerked or thrown forward 
from the knee, and when the foot rests on the ground and the weight of the body is 
transferred to that limb, the knee is in an extreme state of extension, as if supported 
almost entirely by the posterior ligament of the joint.—J. F. S.] 

698. ‘The longitudinal fracture requires merely a common contentive 
bandage, which may compress the broken pieces on their sides, with a 
less elevated position than in transverse fracture. 

The splintered fracture requires the same apparatus as the transverse, 
when the broken ends are displaced upwards, or as the longitudinal frac- 
ture if they be displaced at the side; but here also the inflammation and 
swelling must be first got rid of, before the aplication of the apparatus. 

If fracture of the knee-cap be accompanied with wound of the joint, 
it must be treated according to the general rules of compound fractures. 

[Compound fracture of the knee-cap almost invariably requires amputation, as the 
injury producing it is so severe that there can be little expectation of a satisfactory 
issue.—J. F. 8.] 

699. If the ligament of the knee-cap be torn, the knee-cap ascends, and 
the treatment must be the same as in transverse fracture. Ihave employed 
this same practice in five cases with the happiest success. I once observed, 
in a weakly man, in whom the ligament was torn on the left side, and 
from improper treatment the bone was displaced upwards five inches, a 
tearing of the fleshy fibres of the m. rectus, which had occurred from a 
false step, and from the attempt at preserving the equilibrium of the body, 
consequent on muscular contraction. The seat of rupture is distinctly 
felt, of which the space becomes greater on bending the leg, and is di- 
minished by straightening it. ‘The application of the prescribed apparatus 
was successful, 

Although the apparatus above mentioned is most suitable for transverse fracture of 
the knee-cap and rupture of its ligament, it must, however, be observed that its applica- 
tion must be made with the greatest accuracy and attention, as also its readjustment 
when the bandages are loosened, in which special care must be taken that the broken 
ends be not displaced, and the scarcely-formed union disturbed and destroyed. In this 
respect it were perhaps convenient to spread the above-described apparatus with plaster, 
and thereby render certain its lasting close application. 


XVII.—OF FRACTURE OF THE BONES OF THE LEG. 


(Fractura Ossium Cruris, Lat.; Bruche der Knochen des Unterschenkels, Germ. ; 
fracture des Os de la Jambe, Fr.) 
Port, P., above cited. 
DESAULT, above cited, p- 270. 
Boyer, above cited, p. 324. 
700. Both bones of the leg may be broken at once, or the shin-bone or 


splint-bone may be broken separately. The fracture is produced either by 
a fall upon the feet, or by the operation of direct violence. 
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701. If the shin-bone alone be broken, (Fractura Tibie, Lat. ; Bruch 
der Schienbein, Germ. ; Fracture du Tibia, Fr.,) the fracture has usually 
a transverse direction, and may happen in the middle or at either end. 
The broken ends are rarely displaced, and then only according to the 
thickness of the limb. This happens so much less frequently, the nearer 
the fracture is to the upper end of the bone. The diagnosis is, there- 
fore, often difficult; the patient frequently can walk after the injury ; 
he feels a fixed pain ; an irregularity is often discovered at one part of the 
shin-bone, and often crepitation on moving the broken ends. The ¢reat- 
ment of this fracture is easy ; a slight extension is sufficient, if the broken 
ends be displaced, to put them right, and a simple contentive apparatus, as 
recommended in fracture of both bones of the leg. 

‘702. Fracture of the Splint-bone (Fractura Fibule, Lat.; Bruch der 
Wadenbein, Germ.; Fracture du Péroné, Fr.) may be produced by 
an inward or outward turning of the foot, or by the immediate effect 
of violence ; and the fracture may be either in the body of the splint-bone, 
or in the neighbourhood of the outer ankle. In fracture of the body of 
the splint-bone the limb is not shortened, and retains its natural direction ; 
a slight yielding is scarcely felt at the seat of fracture in pressing the 
finger along the bone. The violence received on the outside of the leg, 
and the great ecchymosis assist the diagnosis. This fracture is fre- 
quently accompanied with dislocation inwards of the shin-bone, and if it 
be mistaken, the foot retains its disposition to dislocate after seeming 
reduction. ‘The inner ankle always again leaves the joint surfaces of the 
astragalus, thrusts the skin violently inwards, which becomes inflamed, 
breaks, and even runs into mortification. The broken end may alone be 
displaced, and driven inwards against the shin-bone. If the seat of frac- 
ture be very low down, it may be discovered by the touch, which is not 
possible in the upper third of the splint-bone. Crepitation is often ob- 
served on pressing the fractured ends inwards, or in alternate adduction 
and abduction of the foot. The most striking sign is always the znclina- 
tion of the foot outwards, so that its inner edge is downwards, and the 
outer upwards. If dislocation of the shin-bone inwards be connected with 
this fracture, the bone is shorter, its long axis falls on the inner side, the 
whole shin-bone lies obliquely from above inwards, and. produces beneath 
the skin, especially at the lower part, a considerable prominence. The 
splint-bone follows the same direction as the shin-bone to the seat of 
fracture, from which it is directed obliquely outwards. The foot is not 
only inclined outwards, but so turned upon its own proper axis, that its 
sole is turned up, and its inner edge directed downwards. Fracture of the 
splint-bone may also be connected with dislocation of the foot outwards, 
often simultaneously with fracture of the inner ankle or of the shin-bone, 
and other complication may exist, as, in dislocation of the ankle-joint, will 
be more particularly described. 

703. The treatment of simple fracture of the splint-bone is unattended 
with difficulty. ‘The foot must be kept bent inwards, to separate the 
broken ends from the shin-bone. ‘This is effected by the same apparatus 
as that for fracture of both bones of the leg, with this difference, that 
the inner splint is applied only to the inner ankle, but the outer continued 
below the outer ankle. Or, upon the inside of the leg is put a folded 
chaff pad, the bottom of which rests on the inner ankle, and the upper end 
upon the inner condyle of the thigh-bone. <A sufficiently strong wooden 
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splint is fixed upon this pad with a circular bandage, so that its lower end 
may project from four to five inches beyond the sole of the foot. With a 
second roller the foot is drawn inwards towards the shin, the bandage 
being turned like a 00 around the shin, foot, and ankle-joint (a). This 
apparatus, however, has the objection that it frequently becomes displaced, 
or presses too tightly. In five or six weeks the fracture is consolidated. 
In fracture connected with dislocation of the foot, the splint-bone must, 
after reduction of the dislocation, be kept in place by the prescribed 
apparatus, and by a general and local treatment according to circum- 
stances, to which often very important symptoms are opposed. 

704. Fracture of both bones of the leg (Fractura Cruris, Lat. ; 
Bruch der beiden Knochen des Unterschenkels, Germ.; Fracture des 
deux Os de la Jambe, Fr.) is either transverse or oblique, and may be 
either in the middle, upper, or lower third. The diagnosis is always 
easy. ‘he displacement of the broken ends, according to the length of 
the limb, is more rare, than that according to its straight direction and 
circumference ; but, in oblique fractures, the leg is always shortened, the 
lower end turned outwards and backwards, the upper inwards and back- 
wards. Only when the fracture is near the top of the leg, is the upper 
fractured end drawn much upwards and backwards by the operation of the 
bending muscles. Very frequently, particularly in oblique fractures, the 
broken ends protrude through the skin. 

705. The treatment varies as the fracture is transverse, oblique, in the 
neighbourhood of the knee-joint, or connected with injuries of the soft 
parts. 

706. In Simple transverse Fracture the setting is always easy. One 
assistant holds the limb above the knee, and another at the heel and 
instep ; slight extension is generally sufficient to bring the broken ends 
into place. As they have little disposition to displacement, the simple 
contentive apparatus is sufficient. Two moistened square compresses are 
to be put upon the leg, and to surround two-thirds of it; it is then 
to be swathed, from below upwards, with Scutrrrus’s bandage, wooden 
splints, three fingers wide, are to be applied on both sides, which should 
reach beyond the knee and ankle-joints, ina sufficiently large piece of 
linen, and they should be two fingers distant from the leg. This space is 
to be filled with chaff pads, a smaller pad and splint are to be put on the 
front of the leg, which should reach from the tubercle of the shin-bone to 
the ankle, and the splints are to be fastened with three double bands, of 
which that on the seat of fracture should be first tied. A compress is to 
be put on the sole of the foot, and crossed on the instep, and by its ends 
attached to the apparatus. The leg should so rest on a chaff pad, that it 
may easily be bent at the knee-joint ; and care should be taken that the 
heel lie in a proper hollow. At first the apparatus should be moistened 
from time to time with a dispersing lotion, and renewed every six or eight 
days. On the fortieth or fiftieth day the consolidation is perfected, when 
the leg may be enveloped in a circular roller. 

707. The oblique Fracture of the leg is also generally set with ease, 
though the mere contentive apparatus is not sufficient to keep the broken 
ends in proper place, as they have not any opposite support, and are, 

(a) Dupuyrren, Mémoire sur la Fracture de l’ex- chirurgical des Hépitaux et Hospices de Paris. 


tremité inférieure du Peroné, les luxations et les Paris, 1819. 4to,— econs Orales de Clinique Chi- 
accidens qui en sont la suite; in Annuaire medico- _rurgicale, vol. i. p. 189. 
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therefore, very easily displaced. Poscu’s (a) foot-bed or SAUTER’s (5) 
machine serves best for permanent extension. 

708. In fractures of the leg near the knee-joint, the setting is best 
managed in the half-bent position, which is the most proper during the 
cure. ‘The contentive apparatus is to be applied with this difference, that 
one splint is to be put in front, another upon the inner, and one upon the 
back of the leg, which should lie on the outer side, or on a double inclined 
bed. If the head of the shin-bone be broken obliquely into the knee- 
joint, the leg must be kept straight, fixed by the contentive apparatus, 
and stiffness prevented by early motion. 

709, Fracture of the leg is frequently connected with a wound produced 
by external violence, or by tearing of the soft parts by pieces of bone being 
driven outwards. In the latter case the wound must be enlarged, and 
often the piece of bone sawn off, in order to effect the proper replacement. 
The seat and direction of the fracture determine the kind of apparatus. 
The simple contentive bandage has in these cases the disadvantage of 
requiring frequent renewal, on account of attending to the wound. Here 
the suspensory apparatus, in which the limb lies free, and the wound can 
be properly attended to, is best. Braun’s(c) machine is merely a sus- 
pendor, and can therefore principally serve in those cases only in which 
the broken ends, after being set, have no disposition to displacement. 
When this is the case, Poscu’s foot-bed, with ErcaHErMERr’s (d) improve- 
ment, or SAUTER’s machine, best answer the purpose. These two machines 
have the advantage that they not only suspend the leg, but also keep it 
permanently extended. 

SEUTIN’s permanent apparatus for fracture of the leg may be easily modified from 
that for fracture of the thigh. The thigh part is not required; the apparatus, how- 
ever, must be applied of sufficient length upon the broken parts. In fracture near the 
knee-joint, it must therefore reach over the lower part of the thigh-bone. As in the 
leg there is little danger of separation, the patient may lie in winter upon a sofa at the 
fire, and in summer he may sit in the sun, so that the bandages may dry in twelve 
hours, if there be no special disposition to inflammation in the joint. 

[The treatment of fracture of the leg, when either one of the bones only is broken, is 
very easy, the unbroken bone forming the best and most efficient splint which can be 
provided. And indeed if the patient be quiet, there is no real necessity for splint or 
bandage of any kind, which, however, it is necessary to apply to quiet the anxiety of 
the patient and his friends. If, however, both bones be broken, they must be kept in 
place by apparatus of some kind or other. If wooden splints be used, one on each side 
is sufficient, and the leg is best laid upon the side, with the knee half bent to relax the 
muscles, and the tip of the great toe so raised as to be on the same level with the knee- 
cap. I do not think that usually there is any necessity for the application of a third 
splint along the shin. Especial care must be taken that the edges and ankle-holes of the 
splints are well covered, so as to prevent their digging into the skin and forming tiresome 
sores. Some prefer the straight posture with the leg resting on the heel, but I think the 
bent is more agreeable to the patient. In the common transverse fractures of the leg, 
my colleagues and myself almost invariably use the gum roller, without either splints 
or fracture-box, and with very great success, as well as comfort to the patient, who is 
not then confined to his bed more than six or eight days, but allowed to be about on 
crutches. The plaster of Paris apparatus of SEUTIN, or the white of egg and flour splints 
with starch roller, may either of them be used in this fracture advantageously ; but they 
occupy more time in their application, and we now seldom use them. Oblique fracture 


(a) Beschreibung einer neuen, sehr bequemen 
Maschine, das Fussbett genannt, zur Heilung des 
Schienbeinbriiches. Wien, 1774. 8vo. 

(b) Above cited. 

(c) Merzter Beschreibung der Bravun’schen 
Maschine zur zweckmassigen Lage einfacher und 
complicirter Beinbriiche der unteren Gliedmassen. 
Ulm, 1800. 


(d) Beschreibung und Abbildung einer Maschine 
fiir einfache und complicirte Beinbriiche des Unter- 
schenkels, welche nachder Poscu und Braun’schen 
Maschine construirt, die Vortheile desselben verei- 
nigt, nebst einer Vorrichtung, welche bei dem 
Transportiren solcher Patienten gebraucht werden 
kann; with five lithographed engravings. Miin- 
chen, 1821. 8vo. 
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is usually very tiresome when both bones are broken, and in general cannot be managed 
with the gummed, starched, or plastered apparatus, nor by placing the limb on the side. 
In these cases it is almost always necessary to have the leg straight and resting on the 
heel, with a pair of side splints, and constant extension by weighting the foot, as men- 
tioned in the general treatment of fractures, to prevent the riding of the fractured ends 
and the liability of their protrusion through the skin. Sometimes an AMESBURY’s or 
ASSALINI’s apparatus is found most effectual to keep the fracture in place, and at other 
times the swing-box serves the purpose best. But not unfrequently it is a very difficult 
matter to keep the fracture quiet and in proper position, and the Surgeon’s ingenuity is 
sorely taxed to conduct the case satisfactorily for the first few days; after which, how- 
ever, the difficulties generally subside. But as the bones are so close to the skin, this 
fracture requires more especial attention than any other to prevent the bones driving 
through. 

I have not taken any notice of fracture of the leg-bones accompanied with dislocation, 
as that subject will be more conveniently treated of at a future opportunity.—J, F. 8.] 


As to the various kinds of Foot-BeEps, Swine, and ExTenpine Macutnes, the follow- 
ing writers are to be referred to :— 

LOEFFLER, Beitriage, vol. i. 

PRAEL, in ARNEMANN’s Magazin, vol. iii. part ii. 

Faust, Beschreibung einer Beinbruchmaschine zum Gebrauche der Feldlazarethe. 
Biickeburg, 1815. 

SCHMIDT; in LopEr’s Journal, vol. iv. part iii. 


KoppEnsTAETTEr, Beschreibung einer neu erfundenen und verbesserten Maschine fiir 
alle Beinbriiche der oberen und underen Gliedmassen ohne Binden, Schienen und 
Strohladen, nebst ausfiihrlicher Anleitung zur unfehlbaren Anwendung derselben. 
Augsburg und Leipzig, 1823. 8vo. Second Edit. ; with one copper-plate, containing 34 
figures. 

Von Graire’s Suspendor; in Journal fiir Chirurgie und Augenheilkunde, vol. iv. 
part li. p. 197. 

An alteration of Praxt’s, for the purpose of obtaining with the swinging position an 
alternate lateral posture, by NusBAUMER; in Annalen fiir die gesammte Heilkunde. 
Karlsruhe, vol. ii. part i. p. 60. 1825. 

Mayor, Mémoire sur l’Hypopartécie; ou sur le Traitement des Fractures par la 
planchette. Paris. Geneve, 1827. > 

DorneLitu, L., Bemerkungen iiber die gebrauchliche Behandlungsart der Unter- 
schenkelbriiche, nebst Beschreibung eines Schwebe-und Streck-A pparates, womit jene 
ohne Binden und schneller als bisher zu heilen sind. Neustrelitz, 1827. 8vo.; witha 
lithographed plate. 

ELDERTON ; in Edinburgh Medical and Surgical Journal. 1824, March. 

AmeEspurRy, On the Nature and Treatment of Fractures, &c. London, 1827. 

Forster’s Suspendor; in Ricurer’s Handbuch der Lehre von den Briichen, u.s. w. 
p. 450-452. 

RiikeE, Beschreibung der Frrrze’schen Beinbruchschwebe. Prag., 1823. 


SpEvER, Beitrage zur chirurgischen Heilmittellehre und Krankenpflege. Hanan, 
1835, 


On the Plaster of Paris Apparatus, see RIcHTER, above cited. 


XVIUI.—ON FRACTURE OF THE BONES OF THE FOOT. 


(Fractura Ossium Pedis, Lat.; Bruch der Knochen des Fusses, Germ.; Fractures des 
Os de Pied, Fr.) 


710. The bones of the foot are rarely broken, on account of their great 
strength and shortness; their fracture therefore, mostly consequent on 
the immediate operation of external violence, is accompanied with bruis- 
ing of the soft parts, and with crushing of the bones, and must be treated 
according to the ordinary rules. In severe crushing, the extirpation of 
some bones, the excision of the front of the foot, or the amputation of the 
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leg may be necessary. Fracture of the heel-bone is the only one which 
requires particular mention. 

711. Fracture of the Heel-bone (Fractura Calcanei, Lat.; Bruch des 
Fersenbeines, Germ. ; Fracture du Caleaneum, Fr.) is rare, and either 
consequent on a fall upon the toes whilst the foot is extended, or of violence 
which affects the heel-bone itself, and is then always accompanied with 
injury of the soft parts. The diagnosis of this accident is not always 
distinct, because the aponeurosis covering the bone frequently is not much 
torn. ‘Ihe most important sign is the mobility of the bony pieces side- 
ways. ‘The patient cannot walk nor stand up. In complete tearing of the 
pervosteum the upper broken piece may be affected by the contraction of 
the muscles of the calf, much displacement be effected, and the heel dis- 
figured and pulled up from two to five inches. 

Setting this fracture is easy ; the foot is to be extended very straightly, 
the leg much bent, and the upper end pressed down, if it have been much 
bruised. In this position it is to be fixed, and a compress an inch thick, 
an inch broad, and an inch and a half long, is to be applied and fastened 
with a roller an inch broad and double-headed, which, its middle placed 
on the compress, is to have its ends passed round and crossed on the sole 
of the foot, then upon the instep, and the crossing repeated on the com- 
press, and the turns in this way continued till the bandage is expended. 
On the front of the leg and instep a moderately bent splint is to be 
attached. The apparatus recommended in tearing of the AcHILLES’ tendon 
(par. 566-571) may be also employed. Perhaps, in most cases, the ap- 
plication of the bent splint upon the instep, and swathing the leg up to 
the knee is the best treatment. In six or seven weeks the fracture is con- 
solidated ; really about the same manner as in fracture of the knee-cap. 


[Fracture of the heel-bone is a very rare accident. LawrENcE(a) mentions a single 
case which occurred under his care; the person jumped off a stage-coach and “ frac- 
tured the os calcis, breaking the posterior part of the bone which was drawn up by the 
muscles of the leg. There was an obvious displacement of the bone, an inequality 
which rendered the nature of the accident perfectly clear. When the knee was bent 
and the foot extended so as to relax the muscles completely, a crepitus was felt between 
the broken fragments of the bone.” The case did well, “the knee being kept bent 
and the foot extended by a splint fastened along the anterior surface ;” he had, “ how- 
ever, for a while, something of a halting gait when he walked.” (p. 323.) 

In the Museum of St. Bartholomew’s Hospital there is a specimen of horizontal 
fracture of the tuberosity of the heel-bone just beneath the insertion of the ACHILLES’ 
tendon extending to its hinder upper joint surface, where it is continued upwards at 
nearly a right angle, the fracture piece does not, however, appear to have been actually 
pulled out of place. I do not know if there be any history connected with it. 

Lisrranc (6) mentions the case of “ a woman fifty years old, who, in consequence of 
a fall on her feet, broke the upper hind part of the heel-bone. When he first saw her a 
phlegmonous erysipelas had attacked the leg and foot, no contentive apparatus could be 
applied, and only after twenty-nine days could bandages for uniting the wound be 
employed; and three months elapsed before the broken pieces of the bone could be 
brought into contact. At the end of a month the wound of the soft parts had scarred, 
and then the bony fragments appeared to have united by a fibrous substance analogous 
to that formed in fractures of the knee-cap, and permitted some motion. But after 
three weeks this mobility disappeared, probably, says Lisrranc, because this inter- 
mediate fibrous substance had become ossified.” (p. 109.) It is not stated whether this 
case was a compound or simple fracture, but I presume from the description it must 
have been the former. I have had one case of compound fracture of this bone, in 
1838, by a cart-wheel passing over the foot; a clean cut wound extended from the 
inner ankle across the front of the ankle-joint backwards, downwards, and below the 
outer ankle near to the insertion of the Acu1LLEs’ tendon, exposing the tendons, the 


(a) Lectures in Lancet, 1829-30, vol. ii. (b) Archives Générales de Méd. vol. xvi. 1828. 
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superficial branch of the peroneal nerve, and having the heel-bone projecting through 
it. This bone was entirely deprived of its shell excepting its articular surfaces, but 
the hinder one for the astragalus was broken. The shell of the bone was fractured 
into numerous pieces of various size, and the ACHILLES’ tendon was partially detached. 
Amputation was recommended, but to this she would not submit ; and therefore, after 
removing all the loose pieces of bone, I brought the edges together, with the view of 
producing adhesion. Sloughing, however, ensued, and she died exhausted on the sixth 
day after the accident.—J. F. S.] 


[711.* The toe-bones can never be broken without very considerable 
violence, and, in consequence of their shortness, are rather crushed than 
broken. Whether simple or accompanied with wound, they are best 
treated by wrapping up in a poultice, and rest, without any bandaging. 
If the soft parts be much injured, the whole toe generally sloughs, so 
that it may be as well to amputate at once, especially as the gait is not 
much affected thereby. This, however, does not apply to the great toe, 
which is a very important part of the foot, and a very principal agent in 
walking, and therefore should be amputated only under circumstances of 
absolute necessity; as by its removal not only considerable halting is 
produced, but the pressure made on the scar induces ulceration and great 
inconvenience. A pasteboard splint, if the fracture be simple, attached 
with some slips of adhesive plaster, is sufficient; and the patient should 
be kept quiet and not allowed to bear on his foot. If the fracture be 
compound, it is best to apply a poultice, under which the wound heals 
either by quick union or by granulation ; and when the scarring has taken 
place, then a pasteboard splint or a gum roller may be applied for the 
completion of the cure.—4J, F. s. | 
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REISSEISEN, De articulationibus analogis, quee fracturis ossium superveniunt. 


712. When the two ends of a broken bone, not united by firm cartilage, 
are covered with cartilage, or the soft parts have got between them, an 


{* Although, as translator of this work, I am of 
necessity compelled to follow the course which the 
Author has thought right to pursue, yet I cannot 
avoid stating, in reference to this division of his 
Book, that it appears to me improperly named and 
misplaced, and far from well arranged and com- 
posed in itself. ‘Old Solutions of Continuity, 
consisting of those which do not and those which 
do suppurate.” Among the former are included 
enduring solution of parts which have originated 
in injury, as unnatural joints and torn perineum, 
with original imperfect (or as it is the fashion to 
say, abnormal) formation of parts, as hare-lip and 
cleft palate, between which there is neither analogy 


nor connexion. The latter comprehend ulcers of 
various kinds, which are as various in their times 
of appearance, from the period at which the action 
causing them has been set up—and fistulas, which 
have really (of the three) the only pretension 
(slight indeed as it is) to be called old solutions of 
continuity, as they really are none other than a 
chronic condition of abscess; thatis, an abscess which 
the constitution has not had sufficient power to fill 
up and obliterate with new parts, although it is 
capable of sustaining with less or more effect upon 
itself, the suppurative disposition already esta- 
blished.—J. F. $F 
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unnatural joint (Articulatio preternaturalis, Pseudarthrosis, Lat.; Wi- 
dernatiirliches Gelenk, Germ.; Fausse Articulation, Fr.) is produced. 
The broken ends in this case are movable, but the natural motions of the 
joint are greatly interfered with, or entirely prevented. 

[On the subject of unnatural or false joints Joan Hun rer (a) observes :— “Sometimes 
simple fractures will not unite at all. This is a worse consequence than any of the 
foregoing, there being no soft union even, or if there ever was, that being absorbed. 
Here the surrounding parts thicken and form a kind of capsular ligament, and the ex- 
tremities of the bone rub against each other at each motion of the limb, by which 
stimulus the broken parts are absorbed, and the extremities become smooth, and in 
time are covered with something similar to cartilage, and at length the cavity between 
them becomes filled with a fluid very much resembling synovia.” (p. 504.) ] 


718. The cause of such unnatural joint may be bad setting of the frac- 
ture, improper apparatus, too frequent movements of the limb (1), general 
disease, and advanced age ( par. 579) (2). A firm union of the broken ends 
may also be prevented by particular circumstances under which the bone 
may be absorbed, and the fractured ends connected only by cartilage. The 
formation of an unnatural joint depends especially on impeded ossification, 
on excessive absorption, and the condition of such joint ordinarily presents 
no actual resemblance to the construction of a natural joint. F requently, 
however, the ends of the bone are rounded and enveloped in a thick 
fibro-ligamentous capsule attached to the ends of the bone, above and 
below, and its internal surface lined with a smooth membrane, resembling 
the synovial, and, like it, capable of secretion (BroprE, Gipson, AMEs- 
BURY) (3). ‘The period at which firm union takes place in fractures is indeed 
very different (par. 578.) An unnatural joint may, however, be considered 
as formed, if'more than six months have elapsed after the fracture, and the 
ends of the fracture be still movable. Unnatural joints have been noticed 
in almost every bone, but they are most frequent in the upper arm. 


[(1) AmrsBury says:—“ By far themost frequent cause of non-union that I have 
noticed is want of rest in consequence of the inadequacy of the plans of treatment which 
have been employed. I consider this to have been the primary cause in almost all the 
cases I have examined.” (p. 716.) 

(2) Ido not think advanced age can justly be considered as the cause of want of 
union or imperfect union, at least as regards the shaft of bones. In almost every un- 
united or imperfectly united fracture I have seen, the patient has scarcely, if ever 
exceeded the middle age, but has generally been younger. 

(3) Among the causes of want of union, AsttEY Cooper believes that it “is some- 
times the result of continuing cold applications for too long a period to the part, thus 
checking that degree of inflammatory action which is absolutely necessary to bring about 
a restoration of the parts.” (p. 679.) 

Pregnancy has been held to be a cause of want of union, but AMESBURY says he has 
“seen about ninety cases of non-union, but has not met with more than two which 
happened during the process of gestation. He is therefore disposed to attribute non- 
union, in persons so circumstanced, more to the inadequacy of the usual modes of 
treatment than to the peculiar disturbance of the system which is observed in preg- 
nancy.” (p. 714.) 


Sometimes after fracture the union of the broken bone is entirely prevented by one 
end being dragged from the other by muscular effort; such occasionally happens when 
the spoke-bone being broken just above the insertion of the m. pronator quadratus, its 
lower end is drawn in. by that muscle. Sometimes a portion of neighbouring muscle 
slips between the fractured ends, and getting free, prevents union. At other times, in 
a comminuted fracture, a fragment dies and as effectually opposes union as a bullet, 
piece of cloth, or any other extraneous body is occasionally known to do; and this 
may happen either in simple or compound fracture. A very good example of an un- 
united simple fracture from this cause occurred within the last twelvemonth to my 
colleague MackmurDo, and was discovered at the operation performed for sawing off the 


(a) Lectures on Surgery, Pan MER’s Edition, vol. i. 
gery, 
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ununited ends. The fracture was of the upper arm, had happened ten months pre- 
viously, and been kept in splints six weeks, after which it seemed to have united, but 
in a few days’ time was again broken, whilst the woman followed her usual occupation. 
The splints were reapplied, but without benefit, and afterwards two setons, at some 
interval of time apart, were passed by the side of the ununited bone, but not between 
its ends, and worn for some time, but no union resulted. It was then determined to 
cut down and saw off the ends of the fracture, and when the incision was made for this 
purpose, the upper end of the bone was found covered with cartilage, and the lower sur- 
rounded with a sort of capsule, containing several loose pieces of bone. These were 
removed and the ends of the fracture sawn off ; Suppuration continued for some time, 
and she left the house at the end of two months, the wound not having scarred, and no 
fixing of the fracture having occurred. Some time after an abscess formed nearer the 
elbow, and several small pieces of bone have voided by it, and continue go to do, At 
present, eight months after the operation, there is not any union..—J. F. S.] 


714. According to the variety of the cause of unnatural joints, the mode 
of treatment must vary, to prevent their occurrence. If, however, they 
already be formed, their cure is only possible by the broken ends, which 
are covered with cartilage, being put in the condition of a recent division, 
that is, by producing in them a suitable degree of inflammation, which 
is sought to be effected by rubbing the fractured ends against each other, 
by an apparatus of pressure, by the application of caustic, by sawing off 
the ends, and by the introduction of u seton. 


_ [Joun Hunter proposes a different method from either of these. He says :—“ In this 
case it is necessary to lay open the new cavity and irritate the ends of the bones, and 
then, by keeping them in position, bony union will often take place. It has been recom- 
mended to saw off the ends of the bones; but all that seems necessary is, to irritate 
them sufficiently to excite a fresh inflammation.” (p. 505.) He does not, however, 
mention any examples in which either of these modes of practice was successful. ] 


715. Rubbing the fractured ends together, (Exasperatio, Lat. ; Reibung 
der Bruchfliichen gegen einander, Germ. ; Frottement des extrémités d’une 
fracture, Fr.,) and subsequently fixing them with a suitable apparatus, 
can only be advantageous during the establishment of the unnatural joint, 
because afterwards it can seldom produce a sufficient degree of inflam- 
mation (1). With the same object it has also been attempted to fix the 
broken ends by tightly-fitting bandages, for the purpose of exciting inflam- 
mation by the patient’s standing and walking (2). 


[(1) Rubbing the ends of the bone together is at least as old as CEetsus (a), as quoted 
by OPPENHEIM. “Si quando vero ossa non conferbuerunt, quia seepe soluta, seepe mota 
sunt, in aperto deinde curatio est; possunt enim coire. Si vetustas occupavit, mem- 
brum extendendum est, ut aliquid ledatur; ossa inter se manu dividenda, ut concur- 
rendo exasperentur, et si quid pingue est, eradatur, totumque id quasi recens fiat, magna 
tamen cura habita, ne nervi musculive ledantur.” Zib. viii. c. x. sect. vii. 

Boyer considers that this coarse and uncertain practice often destroys a callus when 
first forming, which by longer continued rest and contentive bandaging might have 
effected a firm union. Crrrapin1’s case (0 ) of a false joint in the thigh-bone cured by 
violently rubbing together the fractured ends and by the subsequent application of a con- 
tentive bandage, can scarcely be considered to support this practice, as the fracture was 
only two months old; and, as is well known, many cases unite after as long or longer 
period of seeming want of union, as completely as under the most favourable circum- 
stances.” —J. F.S.] 

(2) In eases of this kind I have covered the limb with compresses, and over these 
applied wet pasteboard splints, so as to enclose it completely ; and then employed the usual 
swathing, with ScuLretus’s bandage, and the common splints with chaff pads, and 
having made the apparatus sufficiently tight, have left it for a long while. 


716. The use of Pressure for the cure of artificial joints rests partly 
on the close coaptation of the broken ends, and the preservation of com- 


plete quiet, and partly on the excitement of a due degree of inflammation, 


(a) De Medecind. 
(b) In OmoprEr Annali Universali de Milana, vol. xxxvii. p. 415, 1826, 
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The pressure nay be employed either with the usual apparatus of splints, 
as in recent fracture, and at the same time with padded straps and tour- 
niquets upon the fractured ends(a), or by simple strong pressure, with 
swathing of the whole limb, and graduated compresses with tightly drawn 
rollers (6). These modes of treatment, although many cases prove their 
good effect, do not, however, frequently effect a cure, because the necessary 
degree of inflammation cannot be produced, and applies rather to cases of 
not long standing and to those in which no firm intersubstance is formed. 


The repeated application of blisters on the surface, opposite the seat of fracture, has 
been recommended, at six or eight weeks after the occurrence of the accident (c). Cau- 
terization of the skin with caustic potash (d), and painting with tincture of iodine (e). 

[I believe that pressure and perfect rest are the most efficient remedy for fractures 
in which there is tardiness or indisposition to deposit earthy matter in callus; and I 
have very great doubt whether firm union is ever effected except when its absence has 
arisen from this deficiency alone. In simple fracture it can only be surmised what the 
actual cause of the want of union is, and in operating on such cases it appears quite as 
often that the diagnosis which has been formed is wrong, as that it is right. It must 
also be remembered that the deposit of earthy matter in the callus is frequently a very 
slow process, double and treble the time beyond that ordinarily requisite for the pur- 
pose, sometimes elapsing before a fracture is perfectly united. Cuexius has just men- 
tioned that an unnatural joint may be considered as formed if more than six months 
have elapsed after the fracture, and the ends of the fracture be still movable. But 
AMESBURY mentions cases which have united by pressure after six, eight, ten, and 
even sixteen months have gone by. And therefore I cannot but think that these must 
only have depended on deficient earthy deposit; for cases have occurred again and 
again in which pressure of all kinds has been employed without advantage, and when 
operated upon no callus connexion has been found. 

That the pressure to be employed in these cases should be sufficiently great and so 
directed as to bring the fractured ends closely together cannot be doubted, and in frac- 
tures which unite slowly is absolutely necessary. But Iam not quite sure it is necessary 
that the pressure should be so great as to produce pain in the course of a few days after 
the application of the apparatus, as stated by AmessBury, although “ in the different 
cases it differed very much in degree. In some of them it amounted only to a slight 
aching pain, accompanied with now and then a lancinating sensation in the fracture ; 
but the inconvenience felt in all the cases varied more or less in the course of the day ; 
and I am not aware that in any one of them it was at any period sufficiently severe 
to affect the pulse—certainly not so as to produce any noticeable fever.” (p. 806.) 

External irritation in these cases, so far as I have seen, is of little value. —J. F. S.] 


717. For the purpose of destroying the cartilaginous surfaces on the 
ends of the bone, and to produce a suitable degree of plastic inflamma- 
tion, various kinds of caustic have been employed, strong nitric acid 
(OLLENROTH)(/)), caustic potash (the younger Cx1Ne) (1), (Hewson) (9), 
butyr of antimony (WrEILINGER) (/), and nitrate of silver (KIRKHIDE) (2). 
Here also belong (Mayor) () experiments of repeatedly introducing be- 
tween the ends of the bone a metallic canula, and in it a steel probe dipped 
in boiling water, and the injection of some irritating fluid into the wound 


(Huse) (2). 


(a) Amessury, Jos., above cited. 

(6) Wrieut’s three Cases of Cure of False Joints, 
by a pressure apparatus; in American Journal 
of Medical Sciences, vol ii. p. 270. 

Frrury, Des effets de la Compression dans le 
traitement de plusieurs maladies externes et sur- 
tout dans les Fractures et Fausses Articulations, avec 
quelques réflexions sur cette derniére maladie Pavel 
the Mémorial des Hépitaux du Midi, par DELPECH, 
Sept., 1830, p. 539. 

(c) Broprr; in London Medical and Surgical 
Journal, October, 1823. 

(d) Hanrrtsuorz, Philadelphia Medical Recorder, 
1826, April, 

(¢) Bucnanan, cited at the head of this article. 


—TRUSEN, in Preuss Vereinszeitung, Juni, 1834, 
p. 114.—WittovenBy; in Transactions of the 
Medical Society of the State of New York, Albany, 
vol. i. pt. ii. p. 76. 
(f) Bernstern, iiber Verrenkungen und Bein- 
briche, Second Edit., Jena, 1819, p. 280. 
North American Medical and Surgical Jour- 
nal. Philadelphia, 1838, Jan. 
(h) Rust’s Magazin, vol. xxxiv. p. 330. 
(4) American Journal of the Medical Sciences, 
Feb., 1835. 
(2) Nouveau Systéme de Déligation Chirurgicale, 
&c. 8vo. Geneva, 1832. 
a American Journal of Medical Sciences, Feb. 
1834, 
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Cases of happy cure of ununited fractures of Wurre, CLINE, LEHMANN, and Barton, 
are collected by OPPENHEIM and others in Rust’s Magazin. 

[(1) Cuexius has quoted Hewson as having first proposed the use of caustic potash 
in ununited fractures. The fact is, however, that it was practised by the younger 
CLINE more than twenty years before in St. Thomas’s Hospital, in proof of which, I 
copy from my notes the following 

Case.—P. M., a sailor aged thirty years was admitted into St. Thomas’s” Hospital, 

April 13th, 1815; having on the 7th of September, of the preceding year, fallen down 
a ship’s hold, by which compound fractures of both legs were produced. For these 
accidents he was received into Chatham Hospital, and there continued till the Ist of 
March last. During this time the wounds of both legs healed, and the left shin-bone 
united properly by bone, but the right only by fibro-cartilage. Strengthening plasters 
and blistering were employed to promote bony union, but without effect, 

When first admitted into St. Thomas’s, he was directed to walk about for the purpose 
of exciting the ossific inflammation, but although this was attended with much pain, 
there was no improvement. Towards the latter end of May, the part was blistered, but 
without advantage. It was therefore determined to have recourse to an operation, 
which was performed. 

June 12th. 'The skin was cut through on the inner and fore part of the shin-bone, 
and the connecting substance, which was solid, being completely laid bare, portions of 
it were cut away with a small crowned trephine, till the ends of the bone were reached. 
Into the hole thus formed, caustic potash was introduced, and allowed to remain for a 
few minutes, after which a poultice was applied. The patient suffered great pain when 
the intermediate substance was cut into, and indeed was much excited during the whole 
operation. He had no pain till the evening of the 14th, when the leg became very 
painful, continued so for ten hours, and then became easy. On the 16th the pain re- 
curred, and continued for the same length of time, after which it ceased. Ina day or 
two after a free discharge was established, and there was not any return of the pain. 
On the 21st the poultice was left off, adhesive plaster applied, and an outside splint put 
on to support the leg. On 9th of July he got up and walked about on crutches. On 
the 20th he felt that his leg was stronger. On the 27th he left the house with the con- 
nexion of the broken ends decidedly firmer; but the wound was not healed, and he 
returned again, Aug. 17, with the sore still opened. He continued in the house till 
Oct. 10, and then left, at which time the union was complete.—z. F. s. 

HeEwson’s case was successful, and union was complete in twelve weeks after the 
operation. | 


718. Zo saw off the cartilage-covered ends of the fracture, they must 
be laid bare by a longitudinal cut on that side of the limb where 
the bone is most superficial, and the large nerves and vessels can be 
avoided ; they are then to be separated from the surrounding and con- 
necting parts, thrust up through the wound, the soft parts protected by 
a spatula introduced beneath, and first the lower, then the upper portion 
of the fracture cut off with a suitable saw. The bleeding vessels are to 
be tied during the operation; the broken ends are to be brought into 
contact, and the case is to be treated as a compound fracture. In the after 
treatment, subsequent to the removal of the ends of the bone, it must be 
especially remembered not to expect too early the consolidation of the 
ends of the bone, because, from my experience, this occurs only after a 
very considerable time. I am convinced that, in many cases, amputation 
of the ends of a fracture have had an unsatisfactory result from want of 
attention to this circumstance (1). 


If the ends of the bone lie very deep and cannot be easily protruded through the soft 
parts, it is best to use HEINE’s osteotome. It is frequently very difficult and even im- 
possible to reach that end of the bone which is overlapped by the other end, and sur- 
rounded with much soft parts. In such cases it is advantageous according to Duruy- 
TREN’S experience to saw off that end which can be reached, and bring it in contact with 
the other which has not been cut off (Pienz). Bropie (a), in a case of false joint of 


(a) London Medical Gazette, July, 1834. 
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the leg, in which seton and pressure had been used in vain, cut upon the shin-bone, 
removed the half ligamentous and cartilaginous mass with which the ends of the bone 
were united, scraped both broken surfaces, and filled the wound up with lint. This 
was left for three or four days in order to fill the wound with granulations, and then 
pressure was employed to keep the fractured ends in firm and close contact. 

(1)_In a case of section of an artificial joint in the upper arm in a young scrofulous 
man I found the ends of the fracture still quite movable, but complete consolidation 
ensued two months after under the continued use of the apparatus. . 

[According to Gurpo pz Cavxraco (a), the Arabian physicians recommended cutting 
down on the fractured part and getting rid of the callus either by rubbing or seraping. 
“ Verum si multum infestitur et aliter fieri non potest, consulet AVICENNA incidatur caro 
et atrosboth (callus) fricando separetur. Si fuerit attritio et timetur membri corruptio, 
scarpelletur.” (p. 45.) This appears, however, from AvICENNA’s account to have been 
a very severe and not unfrequently fatal operation. 

The operation of sawing off the broken ends of the bone seems to have been first pro- 
posed and successfully practised by Cartes Wuite (b), in 1760, on the upperarm of a 
boy, nine years old, which had been fractured six months. In his second case, which was 
a fractured shin-bone, he could only saw off the upper end, behind which the lower had so 
fallen that it could merely be scraped, and it was found necessary to introduce butyr of 
antimony, to destroy some muscular fibres between the fractured ends. Both cases did 
well. This operation has been repeatedly performed, but with very variable success. I 
think it is only applicable to the upper arm and leg where the bones are not very thickly 
covered with muscles; but not in the thigh or fore-arm. LawreEnce’s observations (c) on 
the subject are well worthy ofattention. “Ifthe operation be in the fleshy part of the 
thigh, it must be avery difficult thing to accomplish: you have to inflict a very severe 
wound, a wound very likely to be followed by considerable inflammation, and that with a 
still more serious effect. In many instances in which this has been done the patient 
has at least been left in a worse situation than he was in before.” (p. 265.) My friend 
GREEN’s operation on an ununited fracture of the thigh-bone, detailed by AmEsBuRY (d os 
fully proves the difficulty to which Lawrence refers. “A semicircular incision 
was commenced about the middle of the rectus and then carried round through the 
belly of the vastus externus. The flap was dissected back and the fractured end of the 
upper portion of the bone brought into view. Upon clearing away the muscles it was 
seen that the two broken extremities of the bone were connected together by a thick 
dense capsule, resembling the capsule of the hip-joint, the inner surfaces of which were 
perfectly smooth and shining. The integrity of this capsule was destroyed, by re- 
moving a portion of it from the upper fragment; but in consequence of the difficulty 
which was experienced in getting at the fractured end of the lower portion, which, as 
has been said, lay on the inner side of the upper, it was left covered with the ligament- 
ous matter. In removing about half an inch of the fractured end of the upper frag- 
ment, which was done by one of Hey’s saws, in order to give room, it was found that 
the bone had become soft and spongy at this part, apparently from interstitial absorp- 
tion. From the manner in which the ends of the bone lay, it was evident that the 
lower portion could not be cleared of the ligamentous deposit which covered it, without 
enlarging the wound in the soft parts, a proceeding which appeared objectionable.” 
(pp. 821, 22.) The greater part of the wound soon healed without any constitutional 
excitement, but there was suppuration, and the matter burrowing, an abscess was 
formed at the upper inner part of the thigh, which was punctured. He was imme-. 
diately placed on a fracture-bed with inclined planes and no splint applied till the tenth 
day, when one well padded was put upon the outside of the thigh, and worn for seven 
weeks, but no union was effected. An inner splint was then also applied and the 
fractured ends pressed tightly together by the web of a tourniquet twisted closely on 
them and continued for a fortnight. But no advantage was gained; the limb was am- 
putated above the seat of fracture, and the patient did well. On examination, it was 
found that the unnatural joint “ was now again complete. The greater part of it was 
nearly the thickness of the capsule of the hip-joint, but at one part it was thin like the 
capsule of the shoulder-joint; the capsule was accidentally torn at this part with the 
finger, and the inner side was seen smooth, and had very much the appearance of 
synovial membrane, being moist and shiny. The ends of the bone were rounded, and 
where they came in contact, were flattened and covered with a dense fibrous structure, 


i Chirurgia Magna, Venetiis, 1498. (c) Lectures in Lancet, 1829-30, vol. ii. 
b) Phil. Trans., vol, 1i.1760. Also in his cases, (d) Above cited, 
above cited. 
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very similar in appearance to the intervertebral substance when divided transversely, 
but especially that part of it which is found half-way between the centre and circum- 
ference.” (p. 826.) It appears to me, in regard to this case, that if Wurre’s treatment 
had been followed out and the ligamentous covering of the lower end of the bone had 
been destroyed with caustic the result might probably have been more favourable. As 
it was, the object of the operation, to wit, that of getting rid of the ligamentous or car- 
tilaginous coverings of the fractured ends was only partially effected.—J. F. S.] 


719. The introduction of a seton is to be effected in the following manner : 
—It should be attempted by extension and counter-extension to bring the 
broken ends into proper position, and even to separate them somewhat from 
each other. With due caution the place is to be chosen, where the seton- 
needle armed with silk can be so thrust into and through the whole limb, 
that no large vessel nor nerves should be wounded, and so that the seton- 
thread be placed between the two ends of the fracture. It might be better, 
perhaps, in most cases, to cut down on both sides to the bone, for the pur- 
pose of more certainly and accurately carrving the seton through between 
the fractured ends. The limb should then be duly extended, and kept in 
proper position by a suitable apparatus. The seton-threads are to be drawn 
daily backwards and forwards between the fractured ends, and to be entirely 
removed as soon as the ends are found to be knit together. If, after three 
or four months, no firm union have ensued, all hope of cure must be given 
up ; there remains then, if the patient will be relieved of the inconvenience 
of the unnatural joint, no other remedy than amputation. 

WEINHOLD (a) himself employed with advantage his needle-trephine with which he 
introduced a wedge-shaped seton smeared with some irritating matter. 

OPPENHEIM (6) recommends, in order to make the operation of the seton more pow- 
erful, enduring and effectual, where the circumstances previous to the introduction of a 
seton had not promised, @ priori, any result, the introduction of twosetons, not indeed as 
already proposed, through the newly-formed cartilaginous intermediate mass, but in such 
way that each seton should be in contact with one of the fractured ends: the setons not to 
be left too long, but only till such time as suppuration was properly established, and then 
at once withdrawn, instead of by repeated and gradual thinning the size of the seton. 
In two cases OPPENHEIM pursued this practice with success under the most unfavourable 


circumstances. ; ; ; 
According to JoBERT’s opinion (c), the seton should be left in only eight days. 


720. The use of the seton may be accompanied with difficulty and 
danger, when in an oblique fracture the surfaces of the fracture correspond, 
so that in passing the needle through, important vessels and nerves may be 
injured. If the fractured ends be so close together that their surfaces 
touch only at one little point, the proper position of the bone must be first 
attained by permanent extension, after which by the introduction of the 
suture some advantage may be gained. 

721. The introduction of the seton is more simple and less dangerous 
than sawing off the ends of the fracture; healing also takes place without 
shortening of the limb; but in many cases, on account of its less activity, 
it is not beneficial, as when the ends of the bone are united by a wide mass 
of cartilage, or by an actual false joint. ‘The seton should be left for a long 
time, for four or five months, even to the consolidation of the bone (Puy- 
sick.) Smearing the seton-thread with irritating ointment, for the purpose 
of strengthening its operation, may easily excite erysipelatous inflammation, 
abscesses, and constitutional irritation. The symptoms after sawing off 


(a) Von der Heilung des falschen Gelenkes, (c) Archives Generales de Médecine, 1840, Octo- 
u.s. w.; in HureLanp’s Journal, May, 1826. bre, p. 224. 
(b) Hamburg Zeitzschrift. 
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the fractured ends may be very dangerous. Great inflammation, suppura- 
tion, and gangrene may occur, and these may even proceed to a fatal result. 

In the thigh, the section is always effected with great difficulty and much 
danger ; it has, however, been there performed with success (a): in limbs 
which have two bones the section has been considered impracticable ; 
Fricke (6), however, and Crrraprnt (ce) have performed it successfully 
on the fore-arm. Opinions as to the preference of the seton or of the 
section are very much divided; by both one as well as by the other mode 
of treatment, fortunate and unfortunate results have taken place; and 
equally celebrated Surgeons have held with the one and against the other 
practice (d). 

[As far as my own observation and experience are concerned I cannot say that there 
is great encouragement for the performance of any operation for ununited or imper- 
fectly united fracture, and I think a comparison of the results of the numerous cases 
which have been variously treated will confirm this opinion. The most favourable 
cases are those in which the ends of the bone are connected by cartilage or a cartilage- 
like substance, and in such I should certainly prefer the introduction of caustic potash. 
The least favourable cases are those in which the fractured ends have acquired a carti- 
laginous covering and are enclosed in a sort of synovial capsule, which indicates a total 
indisposition to the formation of callus; and therefore cutting off the ends, or scraping 
off their thin cartilaginous covering, is a very doubtful proceeding, as union will com- 
monly not occur and the fractured ends be re-covered, as in GREEN’S case. Perhaps, 
where the union is prevented by loose pieces between the ends of the broken bone, if 
these be removed, union may take place; but that this is very uncertain is proved by 
MAcCKMURDO’S case. 

The great difficulty to contend with, in determining on the performance of any ope- 
ration with the reasonable hope of success, is the almost utter impossibility of distin- 
guishing the real cause of the want of firm union, which can only be ascertained when 
the fractured part is exposed; and which very frequently disproves the diagnosis pre- 
viously made. I think therefore that it is advisable in all cases of ununited fracture 
in which operations are performed that the Surgeon should fairly warn the patient of 
the great uncertainty of their result and leave him to determine for himself.—J. F. 8.] 


II.—OF HARE-LIP. 
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722. The hare-lip is a division of the lip upon which the red edges are 
continued. It is always a vice of the original formation, though an old 
division of the lip may be consequent on external violence, if the edges of 
the wound have not united, but have skinned over. Inthe former case the 
edges of the cleft are smooth, and overspread with a delicate epidermis ; in 
the latter irregular and callous. The hare-lip is always in the upper lip. 
The lip may be either partially or completely cleft, and is often accompanied 
with a cleft of the upper jaw and palate ( Wolf’s Jaw; Palatum fissum , 
Lat.; Wolfsrachen, Germ.) 

The cleft is sometimes simple ; frequently is there between its edges a 
larger or smaller middle piece. Bony processes often project into the cleft, 
or in adults the teeth protrude between the edges. Only when the hare-lip 
is connected with a cleft in the bone does it hinder children from sucking (1). 
In adults the speech, especially the pronunciation of the labial letters, is 
always indistinct in hare-lip. 

[(1) This is commonly stated, but is not always so; the gap in the jaw and palate 
of course is a great obstacle to sucking, but it does not entirely prevent it, and the 
infant manages to acquire a compensation for a seeming want of which it was not 
aware.—J. F. §.] 

723. Hare-lip, when an original vice, is an arrest of the development of 
the lip ; as is wolf’s jaw, of that of the jaw-bone. Both of them usually 
occur on the left side, whilst the right is naturally formed. When the cleft 
in the lip and jaw-bone is double, that is, running into each nostril, they 
are often separated at the underpart of the nasal partition by a projecting 
piece of bone which contains more or less incisive teeth (Double Wolf's 
Jaw, doppelter Wolfsrachen.) In several cases of hare-lip and cleft palate 
the olfactory nerves have been observed to be wanting (1). 

[(1) I have been obliged to alter this paragraph very considerably, as the descrip- 
tion given by CHELIUs is very obscure and not quite correct.—J. F. s. 

_ Pian (a) has very properly stated, that “an acquired hare-lip may affect inde- 
finitely all kinds of direction and position ; but that the congenital form is always per- 
pendicular to the free edge of the lip, and but very rarely met with in the mesial line.” ] 

724. Hare-lip can only be eured by operation, which consists in removing 
the edges of the cleft with the bistoury, or with scissors, and uniting the 
fresh cleft.. This is easy in proportion as the cleft is simple. If the 
palate be at the same time cleft it frequently closes after the cure of the 
cleft in the soft parts, but it may continue during the whole life. Although 
experience has shown, that the operation may be successful in very young 
children, it is, however, best to delay it till eight months (1). Only when 
wolf’s jaw is connected with hare-lip, and the child cannot suck, may the 
operation be undertaken within the first six months (2). In children of two 
years the operation may be delayed till they have become intelligent. The 
previous drawing together the edges of the cleft with sticking-plaster or 
bandage, with a view to its more speedy union, is useless; but it may be 
advantageous in accustoming the child to the dressing. If there be a bony 
growth in the cleft it must, after the skin covering it has been raised, be 
removed with the nippers, and the bleeding having been stanched, the skin 

which has been preserved must be used for covering the septum. If the 
incisive teeth project, they must be extracted, if of the first set; but if 
of the second it must be attempted to give them their proper direction by 
continued pressure, and if this be not possible they also must be ex- 
(a) In his Translation of this Work. ~ 
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tracted (3). Previous to the operation the child should he kept awake a 
long time (4). 


[(1) Lawrence thinks “ it is very desirable to remove the defect early on every 
account; in my opinion it is also advantageous as respects the success of the operation, 
that it should be performed at a comparative early period. I should say, then, that in 
the third, fourth, or fifth month after birth it should be performed, at all events, you 
should perform it at such a period that it will not interfere with the process of denti- 
tion. There is often a good deal of irritation going on in the neighbourhood of the 
part which is the seat of this defect at the time of teething, so that it is desirable you 
should accomplish the cure before dentition commences, or put it off till after the child 
has got its teeth; it is, however, in my opinion, desirable to perform it before. Itso - 
happens that I have had, at various times, under my care a great number of cases of 
this kind; I have invariably performed the operation at the time I have mentioned, and 
I have not, in any one instance, seen an unfavourable result from it considered as an 
operation, nor a failure of the ultimate object of the operation, that is, the closure of 
the preternatural fissure. It has sometimes been said that children are liable to convul- 
sions at this time, and that a considerable loss of blood may act seriously on them, so 
that they may die from the mere effect of the operation. This has not occurred in any 
case that has come within my observation.” (p. 819.) 

Murtrer says :—“ If called a few days after birth, and the child is healthy, I operate 
for the hare-lip as soon as possible, believing as I do that the earlier the operation is 
performed the better. Much needless dread of convulsions, sloughings, fevers, &c., 
exists in the minds of some when they refer to operations of this kind upon very young 
children, but I have over and over again succeeded, without the occurrence of an unto. 
ward symptom, in infants of three, four, and five days old.” (p. 25.) 

(2) I do not think even eight months is sufficient age for the performance of this 
operation. Some Surgeons, as just mentioned, do not hesitate to perform it at six weeks 
ora month, or even at ashorter period after birth. But it is objectionable, because some- 
times the child’s crying more or less tears the new adhesions, and an ugly notch remains 
in the lip; or, what is still more important, it produces dangerous fainting from the loss 
of blood, or subsequent convulsion, which are only checked by the removal of the 
threads, and allowing the original gap to be reproduced. It should not therefore be 
lightly undertaken in very young children, as it exposes them to much danger. I 
would never perform it before two years old; but if jthe parents can be persuaded to 
wait till the child is six or eight, it is preferable, as the lip being thicker and larger, 
and the child being capable of understanding the advantage of keeping quiet for a few 
hours, the operation is more successful, and a better and more even lip is formed. 

(3) Whether the teeth be of the first or second set, if they stick out much, there is little 
hope of bringing them into proper place by pressure, and it is therefore better to re- 
move them, which should be done a day or two previous to the operation. 

(4) As to keeping the child awake for some time before the operation, it is not 
matter of much consequence ; for in general he will soon drop off to sleep.—J. F.S.] 


725. The operation is to be performed in the following manner :—The 
child is to be held by one assistant, with his legs between his, and the child’s 
hands within his. A second assistant presses the child’s head against the 
breast of the former; and with his hands placed on each side beneath the 
jaw, at the same time he brings the skin of the cheeks somewhat forward, 
and compresses the facial arteries. The head of the child is always to be 
inclined a little forward (1). If the lip be united with ,the gum it must 
first be separated to a sufficient extent with a curved bistoury. 

The Surgeon takes hold of the lower angle of the left edge of the cleft 
part with the finger and thumb of the left hand, or with a pair of forceps, 
and drawing it towards him, thrusts the blunt blade of a strong pair of 
scissors (2), curved at an obtuse angle on their outer edge, under the lip, and 
so high that the point reaches above the angle of the cleft. He then pushes _ 
the scissors a little upwards, and cuts off lengthways the whole red, part 
of the cleft lip. Next, with the thumb and finger of the left hand, he 
takes hold of the lower corner of the right side of the cleft, and operates 
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on it in the same manner, with his hands crossed. Both cuts must unite 
closely with each other above the angle of the cleft. If the cut be not 
perfected at once, it must be continued in the same direction, and without 
stretching too much the already divided part. 

[(1) The position of the child’s head is a matter of no slight importance; for if laid 
on the back, as often carelessly done, or if not so placed as to favour the streaming of 


the blood from the mouth, it will run back into the throat, and produce violent coughing 
and even choking.—4. F. s. 


(2) Lawrence considers that “ the scissors are the most convenient mode (of per- 
forming the operation for hare-lip) and that you will do it best with that kind which 
have knife edges; * * * they cut with great facility, without bruising the edges be 
tween the blades, and such scissors are the most convenient for paring off the edges of 
a hare-lip.” (p. 819.)] 

726. In using the bistowry the lip should be fixed upon a piece of wood 
introduced beneath it, or, still better, by Bernu’s lip-holder (a), of which, 
the one blade of cork or wood placed beneath the lip, is to be carried so 
high that both blades rise above the angle of the cleft, and when closed 
leave about half a line of the naturally conditioned skin, together with 
the red edge of the cleft, uncovered. The bistoury is then thrust in a 
line above the angle of the cleft, and its edge being applied, beneath, is 
drawn down along the side of the upper blade, so that the whole edge of 
the cleft is cut off. The second edge is to be treated in like manner, the 
knife being introduced at the point where the first cut was commenced (1). 

[(1) The bistoury is certainly preferable to scissors, which bruise the parts they 
divide. But I think our common mode of using it, is better than that recommended by 
CHELIus; and a phimosis knife the most convenient and the only instrument required. 

The Surgeon should grasp either corner of the cleft lip, which he fancies most conve- 
nient, with the finger and thumb of his opposite hand, and then passing the point of the 
knife behind the lip, he thrusts it through about a line above the angle of the cleft, draws 
it down till it has cut through the red part of the lip, taking care to cut off the whole 
piece which, entering into the cleft, rises above the proper level of the lip, for unless this 
be attended to, an ugly notch remains after the union of the wound. The other edge is 
afterwards to be pared in like manner. There need be no fear of freely cutting away 
the lip, as the edges always readily come together, and if they seem to need any dragging 
at the upper part, to effect this it is better to divide the neighbouring membrane of the 
mouth, to prevent such drag.—J. F. 8.] 

727. The bleeding is generally inconsiderable, and stanched by the 
close junction of the fresh-made edges, which is best effected by the twested 
suture. For this purpose gold or silver needles are used, with steel 
points, which can be removed (1). The left edge of the lip is to be held 
with the thumb and finger of the left hand, and the needle thrust vertically 
through near the red edge of the lip, and from three to five lines distant 
from the edge of the wound, to the lining membrane; it is then to be 
brought horizontal, so that by pressing, its point appears near the edge of 
the lip in the surface of the wound. ‘The other edge of the wound is now 
to be brought with the fingers of the left hand to that already pierced, and 
the needle introduced in the same direction and made to pass through 
externally. The point of the needle is now to be removed, a thread 
applied around it, and its ends drawn down by an assistant. At two or 
three lines’ distance from the former a second needle is to be introduced, 
whilst with the thumb and finger of the left hand its point is pressed 
against the right edge of the wound. If the cleft be large, the employ- 
ment of a third or fourth needle may be necessary. A stout thread is then 
to be twisted around each needle in form of QQ, first upon the upper pin, 


(a) Beobachtungen der Chirurgischen Academie zu Wien, 180], vol. i. pl. ix. 
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and then on the others, and to be sufficiently drawn till the edges of the 
wound are brought into close contact. The ends of the thread are to be 
tied in a slip knot ; and care must be taken that the threads should regularly 
and closely cover every part of the wound. Beneath the ends of the 
needles pieces of sticking plaster should: be put, for the purpose of pre- 
venting their digging into the skin. The union is to be supported by strips 
of sticking plaster with their ends cleft, their middle being placed on the 
nape of the neck, and the cleft ends carried beneath the ears over the cheeks, 
which are to be pressed forwards, continued in the interspaces of the 
needles, crossed and fastened upon the opposite sides. 


DIEFFENBACH, instead of the common pins for twisting the threads upon, employs the 
most delicate Karlsbad insect-needles, which he separately envelops in thread, and cuts 
off the two ends of the needle with scissors (2). 

As regards the result of the operation, it is nearly the same whether the edge of the 
cleft be removed with the bistoury or with scissors. “In thick, puffy, and irregular edge, 
the bistoury is always preferable. The union of the cleft by the twisted suture and 
sticking plaster is most preferable, as the interrupted sutures, recommended by some, do 
not produce so close union, and the threads easily tear out. The uniting bandages and 
dressings of RicuTer, STéckELBERG, and others, are easily displaced. Mayor (a) 
pierces the left edge of the wound near its free end with a needle, which he introduces 
at a right angle from within outwards, drawing with it a double thread, at the end of 
which a ball of cotton is attached; by its pressure the edges of the wound are united, 
and, by tying together the ends of the threads upon a ball of wool put between them, 
the union is supported probably as well as in the seam suture. 

[(1) “It has usually been the practice,” says Lawrence, “to employ two hare-lip 
pins, (consisting of a hollow silver cylinder with'a steel point,) and to put one just at 
the point where the red part of the lip joins the external integuments, and another near 
the upper angle of the wound; but in performing the operation on the young subject at 
the age I have mentioned, and I have always performed it thus early, I have invariably 
found it sufficient to use a single hare-lip pin, introducing it at the lower part of the 
fissure, near the red portion of the lip, and to unite the wound at the upper angle with 
a simple suture. * * * Having introduced the pin, I take out with the forceps the 
steel point, the silver part only being left in its situation. * * * ‘Then having secured 
the pin with two or three turns of the silk, you can put in the simple suture. * * * 
You do not put anything further over the wound, there is nothing wanted, in fact ; you 
leave the wound, and find that you can remove the pin and cut out the simple ligature 
placed above it, about the fifth or sixth day, when you will usually find the fissure com- 
pletely united.” (pp. 819, 20.) : 

(2) The thin insect-pins recommended by Drerrenpaca are much the best kind of 
pin for this operation; and the thinner they are, if they will only bear the necessary 
pressure for their introduction, the better, as they leave a proportionally smaller scar. 
[ generally use three pins. The application of strips of sticking plaster is as unnecessary 
as it is irksome.—J. F. S.] 


728. After the operation the child is to be laid a little on one side, and 
attention paid to the continuance of the bleeding (1); he should be soothed 
as much as possible, and the food should be given only at the corner of the 
mouth. If he cry much, some syrupus optatus should be given. The 
dressings must be cleaned daily with luke-warm water from the mucus 
flowing from the nose, and the needles smeared with oil. On the fourth 
day, after having removed the plaster and cleansed and oiled the needles, 
they are to be removed, the upper first, and afterwards the lower, during 
which the lip is to be held together with the fingers of the left hand, 
sticking plaster must be applied till the wound is perfectly consolidated (2). 

[(1) Bleeding after the edges of the wound have been applied and fixed with the 


pins and threads is of very rare occurrence ; indeed I have never known it happen. As 
no plaster should be used, scabs very quickly form on the wound and about the threads, 


(a) Nouveau Point de suture pour l’opération du Bec de liévre ; in Gazette Médicale de Paris. 
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which are best left alone. If there be any oozing, or if drivelling from the nose, it may 
be gently mopped with a piece of soft linen, but as little as possible. 

(2) The time recommended by Cuextus for leaving the pins in is too long; thirty 
or forty hours at the utmost is amply sufficient, and sometimes even less; for so soon as 
pus is observed about the needles it is proper they should be withdrawn, as they then 
cease to be of use, and only cause irritation; and this occurs more or less quickly 
according to the powers of the constitution. 

In removing the pins it is best todraw them gently through each coil of thread with 
a pair of stout dressing forceps, supporting the wound at the same time with the finger 
and thumb; and after their withdrawal the thread should be gently picked off with the 
finger-nail or with a probe, The upper two pins and threads should be first removed, 
and a long strip of plaster carried across the lip from ear to ear, which done, the lower 
pin and thread are to be taken away. The plaster may be reapplied two or three times 
daily or every second day, but its use is rather precautionary than necessary.—J. F. S.] 


729. If much inflammation of the wound occur after the operation, the 
threads, if too tightly drawn, must be loosened, and lead wash applied. 
Cramps and convulsions require narcotic remedies. If the needles tear out, 
the union must be again restored by the twisted or interrupted suture (1) ; 
or if the separation of the edges of the cleft be partial, the union must be 
assisted by the continued application of sticking plaster. This is, indeed, 
best in the first instance, because the needles introduced through the in- 
Jfiamed edges of the wound again tear out. The needles are most certainly 
prevented tearing out if they are passed in and out from the edge of the 
wound, and not left in more than three days. 


Van OnzENoRT’s advice is to pass the needle on each ‘side of the wound through 
pieces of leather, to prevent the tearing away. 

[(1) If the needles tear out, an accident which I have never known to occur, I think 
it would not be advisable to reintroduce them, as there could be no more probability of 
union occurring than in a torn wound, and their presence would therefore only increase 
the irritation. It would therefore be best to leave the parts alone, and to repeat the 
operation at a future opportunity.—J. F. S.] 


730. In double hare-lip, when the middle piece is sound and large, the 
edges on both its sides must be pared and the needle passed through the 
edges of both cleft and middle piece; but if it be small and crumpled it 
must be removed. If the cleft pass into the nostril, the lip must be 
separated from the gum equally high, the upper part of the cleft freely 
pared, and the upper needle introduced as high as possible (@). 

731. Nothing has been done towards the union of the cleft in the 
hard palate. It has been recommended to make continued pressure on 
both upper jaw-bones with a stirrup-like apparatus (1). If nature do not 
close these clefts, the inconvenience may be diminished (6) by a sponge in- 
troduced into it and fastened upon a silver or leather plate. 


[(1) Mirrer, who advocates early operating on cases of hare-lip and cleft palate 
mentions, among the advantages of so doing, that “ the influence exerted by the pressure 
of the cheeks and lips upon the maxillary bones is sometimes sufficient of itself to cause 
an entire closure of the fissure in the hard palate. We have thus, when the patient 
grows up, only the cleft of the soft palate to contend with.” * * * After the lip has en- 
tirely healed, I have derived much advantage from causing the nurse to introduce her 
finger and thumb as far as possible into the mouth between the cheeks and alveolar pro- 
cesses, and make lateral pressure upon the latter several times a day. I have also 
resorted, in very bad cases, to a small silver clamp, composed of two flat blades and a 
regulating screw. The blades being properly adjusted, one upon each side, the screw is 
gently turned so as to produce the requisite degree of pressure. If called to a child a 
few years old, affected with hare-lip and a cleft palate, we have no time to lose, and 
should operate on the lip at once. Even in these cases I have seen quite a wide cleft 
closed by the action of the cheeks aided by the silver clamp.” (p. 26.) 

(a) Frorier’s chirurgische Kupertafeln, pl. (a) DirFFENBACH’s proposition; in HECKER’s 
€CXXV. CCXXVi. literarische Annalen, July, 1827. = 
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(2) As to the use of obturators, I think Murrer’s observations are well worthy atten- 
tion. “It is highly improper in these, as well as in all other cases of the defect in young 
children, to use an obturator fastened by means of a sponge, as the foreign body effectually 
prevents the closure of the opening. An artificial palate, fastened to the teeth or gums, 
by preventing the passage of food into the nostrils, will, on the other hand, prove ex- 
ceedingly useful, as well as a source of decided comfort to the patient.” (p. 27.) 


OPERATION FOR CLEFT IN THE Harp PALATE. 


MetrTav_r has proposed and practised successfully, as has also Mirrer, a mode of 
Staphyloplasty by granulation, as the latter calls it, in cases “ where there isa separation — 
of the margins (of the fissure in the hard palate) to an extent which will not allow them 
to be approximated. * * * The first operation contrived by us in a case of this descrip- 
tion, consisted of a series of incisions more or less extensive, formed exterior to the 
margins of the cleft and parallel with them, extending from the faucial to the nasal 
surface on both sides. These incisions being designed as granulating surfaces, were not 
allowed to re-unite by the first intention, but kept apart by interposing between them 
small portions of buckskin or soft sponge, there to remain until suppuration should be 
well established and then to be removed. Incising from the supporting portions of the 
lips of the cleft a belt more or less wide and supported at each extremity by the natural 
continuity of the textures through which they may be nourished by blood, enables us to 
create an extensive surface for eliciting and rearing of granulations without the least 
hazard or danger of disorganizing the parts separated or their respective lips. In this 
condition they take on inflammation, which speedily terminates in suppuration; and 
granulations soon sprouting out from these newly created surfaces, fill up the incisions 
by which they are separated, and thus widen the lips to a greater or less extent. The 
first incisions are to be most extensive ; and as the lips are expanded they should be 
less so, or the cicatrices may ulcerate or become disorganized and slough. The newly- 
formed parts cannot be safely incised until perfectly organized. It would be most safe 
to perform the succeeding sections exterior to the cicatrices and in the original textures, 
as they granulate most readily and freely, and are not liable to ulcerate or slough. 
Should the parts be deficient in length, the method which we have been describing may 
be employed in a transverse direction guided by the views just submitted, but not to 
divide the tensor palati muscle. * * * Cures by this method must necessarily be tedious, 
and the time required for their accomplishment more or less protracted, as the cases are 
distinguished by fissures of greater or less extent, or lips thin or the reverse.” He there- 
fore proposes another more expeditious operation, which “ consists in making the sections 
of the lips of the cleft oblique instead of perpendicular, as in the preceding operation ; 
and as it were to divide or split them, so as to Separate the nasal from the faucial por- 
tions of the lips. This method unites the advantages of the flap and granulating process. 
* * * The Surgeon commences the operation by denuding the margins of the lips of 
the fissure, as already described. As soon as the bleeding ceases, an incision is to be 
commenced in one of the lips, a little exterior to its margin and a few lines anterior to 
its uvulal verge. The marginal incision on the faucial surface should commence nearly 
a line and a half or two lines from the margin of the lip. At this point, the knife is to 
be inserted and directed in such a manner as to cut the lip obliquely from a line con- 
tinued from the point of its insertion parallel with the margin of the lip to the angle, 
to another line passing in or near the base of it on its nasal surface, thus forming the 
section in the diagonal between these points of the faucial and nasal surfaces of the lips 
of the cleft. * * * It will always be found most convenient to dissect from the uvula 
upwards, as by that means the blood, which otherwise might essentially perplex and 
embarrass that step, will, in some degree, be avoided. These incisions should always 
extend a few lines above the angle, and must never be carried nearer than two or three 
to the uvulal margin of the lip of the cleft.” The section of the opposite lip is to be 
performed in the same way, as soon as the bleeding from the first has ceased. “'The 
ligatures must be now introduced, and with as little delay as possible, or the lips may 
become so tender as to render their application exceedingly painful; and should much 
time be delayed, even dangerous. For this purpose the canulated needle-porte, armed 
as already directed, should be employed. * * * The sutures are in these cases to be 
inserted a little interior to the margins of the labial cuts on their faucial surface, so as 
to permit a belt of the natural covering of each lip of the cleft to be interposed between 
the denuded margins and the incisions, and embraced by the noose of each of the sutures. 
* * * Under no circumstances will it be prudent to begin the insertion of the sutures 
of the lips elsewhere than at the angle of the cleft. Although we have described this 
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mode of operating for cleft palate, as if executed upon the lips of the fissure their whole 
length, it is not to be inferred that we advise the measure in every case. On the contrary, 
this will seldom be safe, especially when the fissure is very extensive, The sections 
may be formed as we have described them, the whole length of the lips of the cleft, but 
it will not be safe to attempt to insert ligatures, at the first operation, to more than a 
third or half of the margins thus incised. * * * After the margins of the denuded and 
incised lips have been approximated and firmly united at the median line of their contact, 
and sufficient time has been allowed for the subsidence of the several traumatic, irritative 
and inflammatory movements, as well as for the consolidation of the union of the parts 
involved in the operation, the remainder of the cleft may be closed in the same manner, 
only extending the diagonal section now quite through the uvulal margins, which, after 
they are approximated in the line of the fissure by the suture, but not confined in close 
contact, may themselves have sutures applied on their posterior margins, merely to pre- 
vent the displacement of the cut edges, and to keep the surfaces in contact as far as the 
are opposed to or overlap each other. * * * This operation will be equally applicable 
when the fissure extends entirely through the palatine and alveolar processes of the 
superior maxillary bone, with or without a division of the lip, and when the margins of 
the cleft, as is usual in such cases, are permanently separated. But when the lip is in- 
volved and the case complicated with hare-lip, staphyloraphy as well as the operation 
for this last infirmity, will be demanded. In such a complication the long cleft must 
be first connected, as the parts then will be more easy of access to the operator, and the 
operation more easily executed while the division of the lip remains open; after the long 
cleft is closed, the operation for hare-lip may be performed at once, or after the cure of 
the fissure is perfected. * * * As soon as the union between the lips has become firm 
the sutures may be cut away; generally on the sixth or seventh day, the first nearest the 
angle may be removed ; and on alternate days, as shall be found safe, the remainder 
may be removed.” (p. 325-31.) 

In a case of chronic mercurial disease in which there was an oval opening three- 
fourths of an inch in length by nearly half an inch in breadth, on the right side of the 
roof of the mouth, through which the finger might be readily passed into the nostril of 
the same side, but in which the velum palati was barely involved, Murrer successfully 
practised WaRREN’s “ operation of sliding the flap modified so as to embrace the opera- 
tion by granulation of MerrauEr.” * * * With a small thin convex-edged bistoury 
he made a crescentic incision through the mucous membrane, and down, in fact, to the 
bone, commencing the incision nearly opposite the superior extremity of the opening, 
and continuing it until it reached a point nearly opposite its inferior, A strip of mu- 
cous membrane, about three lines and a half in breadth, was thus separated, except at 
its extremities, from the adjacent parts. A similar incision was then made on the op- 
posite side. The lips of the little wound were then detached from the subjacent bone 
to the extent of one line on each side, and then folded, as it were, upon themselves, thus 
leaving a gutter, into which he inserted a small cylinder of soft buckskin. * * * In- 
flammation followed by suppuration speedily supervened, and on the removal of the 
cylinder, seventy-two hours after its introduction, a fine crop of healthy granulations 
was discovered at the bottom of the wound; these rapidly increased in size, and soon 
filled up the space between the lips of the incisions, rendering the introduction of any 
foreign body for the accomplishment of this object needless. In six days after the first 
operation, and when the granulations were in full vigour, I performed the second series 
of incisions, which were carried between the extremities of the other two, aud treated in 
precisely the same manner. Insix days from the execution of this second operation I 
found the opening in the palate surrounded by astrip of granulations, and in a proper 
condition for the last and by far the most difficult step in the whole attempt, the detach- 
ment and approximation of the flaps. * * * I commenced by detaching the mucous 
membrane all around, dissecting from the margins out to the granulations, which being 
very yielding, allowed me without difficulty to bring the flaps together at or near the 
centre of the opening. To accomplish this a pair of small forceps was employed, and 
while the flap was held tense by an assistant, I passed the ligature first through the 
flap on the left side, at its centre and about a line from its edge, and then allowing that 
to escape from the forceps, the opposite one was made tense and the ligature passed 
through it at a point directly opposite the little wound in the other; the ligature was 
then tied, and the flap above, or that next the anterior portion of the mouth brought into 
the concavity formed by the approximation of the two lateral flaps, and attached by a 
ligature on each side. ‘The lower was next brought to its proper position, and there 
held by similar stitches. The opening in the palate was thus completely covered in. 
The usual after-treatment was pursued, and in three weeks from the date of the last 
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operation my patient was perfectly relieved of every vestige of his deformity. The 
ligatures were cut away on the fourth, fifth, and sixth day, and nothing of consequence 
occurred during the period of confinement.” (pp. 21, 2.) 


IIIl.—OF THE CLEFT IN THE SOFT PALATE. 
(Fissura Palati Mollis, Lat. ; Spalte im weichen Gaumen, Germ. ; Division du Voile du 
Palais, Fr.) 

Graére, Die Gaumen-Naht, ein neuentdecktes Mittel gegen angeborne Fehler der 
Sprache; in Journ. fiir Chirurg. und Aungenheilk., vol. i. p. 1, and p. 556. 

STEPHENSON, Dissert. de Velosynthesi. Edinb., 1820. 

Donicrs, De variis uranoraphes methodis Aphorismi. Berol., 1824. 8vo. 

EBEL, Beitrage zur Gaumen-Naht; in v. Graire and v. WALTHER’s J ournal, vol. vi. 
part i. p. 79. 

WERNECKE, Ueber die Gaumen-Naht; ib., p- 102. 

Roux, Mémoire sur la Staphyloraphie, ou Suture du Voile du Palais. Paris, 1825. 
8vo. -« 


DIEFFENBACH, Vergleichende anatomische Untersuchungen iiber den Gaumen-Segel ; 
in HeEckenr’s literarischen Annalen.—Beitrage zur Gaumen-Naht; ib., Febr., 1826, 
p- 145; July, 1827, p. 343. 


ScHweErpT, F., Die Gaumen-Naht; a description of all the various methods and 
the instruments known to have been used in, up to the present time; with a preface by 
v. GRAEFE and four copper-plates. Berlin, 1829. 4to. 

VELPEAU, Nouveaux Elémens de Médecine Opératoire. Paris, 1832. 8vo. 

Hosacxk, A., Memoir of Staphyloraphy ; with cases and description of the instru- 
ments requisite for the operation. New York, 1833. 


Mirrer, Tuomas D., M.D., A Report on the Operations for Fissures of the Palatine 
Vault. Philadelphia, 1843. 8vo. 


732. The cleft in the soft palate occurs, not very unfrequently, as an 
original vicious formation, confined often merely to the uvula, which is 
then bifid, or including the whole soft palate. It is often also connected 
with a cleft of larger or smaller size in the hard palate, and also with 
hare-lip. The consequences of this misformation in early life, are great 
difficulty or complete incapability of sucking, especially in the horizontal 
posture. ‘The bringing up of such children is, therefore, often accompanied 
with the greatest difficulty, suckling being only possible when the child 
is held quite upright, and when the flow of the milk is assisted by pressure 
on the breast, or the food is in this position allowed to flow into the mouth, 
in very small quantities at a time. The consequences of this misformation 
are manifested at a later period of life, by its interference with the speech, 
which is more or less indistinct and unpleasant. The person so affected 
cannot blow out air from the mouth with any force; and fluids cannot 
be swallowed in the horizontal position without great difficulty. 

733. Artificial palates, such as are employed in cleft of the hard palate, 
are ordinarily useless in this ailment; because they always produce the 
same interference in the articulation of tones; but very carefully made 
elastic obturators may in some degree lessen the difficulty (a) ; their use, 
therefore, may be permitted in those cases in which the union of the cleft 
does not succeed, or is especially impracticable (6). The cure can be 


(2) Gra¥ Fr’s artificial palate-curtain 3; im hisand lustrated by cases of recent improvement. Lon- 
WALtaeEnr’s Journal, vol. xii. p. 635. don. Second Edition, 1828. 

SNELL, J., Observations on the history, use, and (6) For how little benefit is obtained from them see 
construction of Obturators or Artificial Palates, il- DIEFFENBACH in Rust’s Magazin, vol. xxix.p. 491. 
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effected only by the union of the cleft after previous paring of the edges. 
This operation, (Gaumen-Naht, Germ.; Staphyloraphy, Kyanoraphy, 
Uranoraphy, Uraniskoraphy,) first proposed by GRrakEFE, and performed 
in the year 1816, is in itself of no great importance, but, on account of 
the difficulties in its performance, is one of the most delicate operations. 
The more full, and the less apart the edges of the cleft are, and the less 
they are stretched, the more complete is usually the result of the opera- 
tion. If there be at the same time a cleft in the hard palate, the perfect 
union of the cleft in the soft palate is but rarely effected ; most commonly 
the operation is quite unsatisfactory. The operation should not be 
performed on children, but only in adults. Staphyloraphy may be also 
employed in other diseased conditions of the soft palate than congenital 
clefts ; as, for instance, in wounds (a), and in the division produced by 
syphilitic ulcers and the like. 

EBEL’s advice is to prepare the patient for this operation by frequent dabbings, and 
brushings of the palate curtain, by pressing down the tongue and the like for the 
purpose of accustoming these parts to irritation. GRA#FE’s proposition is to excite 
active inflammation and superficial suppuration, by frequently touching with concen- 
trated muriatic or sulphuric acid, the parts lying near the cleft in the palate curtain, in 
order to render them fitter for union, by altering their tissue if it be too open, too soft, 
too full of the juices, too muco-membranous (d). 

734. The operation of Staphyloraphy, for the performance of which 
so many different, and some extremely complicated and unsuitable, modes 
have been proposed, is most simply and suitably conducted in the fol- 
lowing way :—The patient being placed opposite a good light, the mouth 
wide open, and the tongue well depressed by the patient’s own efforts ; 
or the mouth kept open with a piece of cork introduced between the 
hinder grinding teeth, and the tongue depressed by an assistant with a 
simple spatula, half a line of the lower part of the left edge of the cleft 
is to be caught hold of with a pair of sufficiently long hooked forceps, 
gently drawn out, and a lancet-shaped cataract knife is to be thrust near 
the forceps through the edge of the cleft. The knife is then to be sawed 
from below upwards, and a strip as wide as a straw separated up to the 
angle of the cleft. And, lastly, the little part where the forceps have 
been applied is to be cut off from above downwards. In the same manner 
the opposite side is to be treated, and especial care should be taken that, at 
the angle of the cleft, both cuts are very close, and joining at an acute 
angle, and that the removal of the edges be everywhere equal. The 
patient is then to be left quite quiet, and may frequently gargle with 
cold water, by which the slight bleeding is easily stopped, and the viscid 
mucus got rid of. 

[The operation of staphyloraphy appears to have been first performed by Lz 
MonnIeEr, and is thus mentioned by Ropert (c):—“ A child had the palate cleft from 
the velum to the incisive teeth. M. Le Monnter, a very clever dentist, attempted with 
success to re-unite the two edges of the cleft, first making several points of suture to hold 
them together, and then refreshing them with a cutting instrument. Inflammation 
ensued, terminated in suppuration, and was followed by union of the two lips of the 
artificial wound. The child was perfectly cured.” Upon which VELPEav observes :— 
“ A child, a cleft, the suture, the refreshing, the cure, everything, in spite of the some- 
what vague expressions of Rosert, scarcely permits us to doubt that this dentist truly 
had recourse to staphyloraphy, and not to the suture of a simple perforation of the 
palatine vault.” He also mentions, that “in 1813 experiments upon the dead body 
were made by CoLomBE, and that he was desirous of repeating them on a patient in 
1815, who, however, refused.” (p. 573.)] 


(a) Ferrer ; in Revue Méd., 1823, July, p.245. (c) Memoires sur differents objets de Médecine. 
(b) ScuweErprt, above cited, vol. ix. Paris, 1764. 
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For the purpose of keeping the mouth open and pressing down the tongue, artificial 
means, as the introduction of cork between the back teeth, SucuEt’s katagoglos (a), 
as well as the introduction of a blunt hook at the corner of the mouth, are superfluous ; 
and the depression of the tongue with a spatula is so much the more dangerous, as 
thereby choking is only more provoked. The fixed purpose of the patient is fully 
sufficient. It must, however, be remarked, that during the operation the patient is to be 
often allowed rest and the mouth rinsed with cold water, partly to stanch the bleeding, 
and partly for the removal of the mucus hanging about. The refreshing of the edges of 
the cleft from below upwards in the way proposed, is more certain than from above 
downwards, because the flowing of the blood does not interfere with the direction of 
the knife. 

According to Graire’s original proposal, the edges of the cleft should be brought 
into a suitable condition for union, by removal with a chisel-like instrument, furnished 
with a counter-hold, or by touching them with muriatic, or sulphuric acid, caustic 
potash, tincture of cantharides, and the like. Subsequently, when this operation had 
been performed by others in a more simple manner, Graire also employed for the 
removal of the edge of the cleft, a pair of curved forceps and a narrow knife, which he 
carried from above downwards. Roux, who commenced with the introduction of 
the threads, then laid hold ofthe lower part of one edge of the cleft with a pair of forceps, 
drew it out, and cut it off with a straight button-ended bistoury, sawing it from below 
upwards. Exe (6) also and Krimer (c) use a pair of forceps and a simple knife, 
directing it from below upwards. DrerrenBacH (d) freshens the edges of the cleft 
with a bistoury, laying hold of the edge of the cleft with a hook, and cuts off a straw’s 
breadth with the bistoury, directed from below upwards. BérarD (e) makes his 
incision from below upwards. ALcock (f) used the fine scissors, which Roux also 
partially employed, in a bent form, in his later operations. 


735. For the purpose of uniting the raw edges, a thread is to be used, 
on which two straight needles are threaded ; each needle is to be held with 
a needle-holder, and thrust through, the edge of the cleft being fixed with 
a pair of forceps, from behind forward, at three and a half to four lines 
distance from the edge; the point of the needle is now to be taken hold of 
with the forceps which had hitherto held the edge of the cleft, and drawn 
out together with the thread. The other edge of the cleft is to be simi- 
larly treated. ‘The number of stitches which are thus to be introduced, 
differs according to the size of the cleft. If the wvula be completely cleft, 
then from three to four stitches are necessary, and the upper must always 
be first put in. After the patient has been allowed a little rest, and cleared 
his mouth with water from blood and mucus, the threads must be tied 
together by means of the extended forefinger against the wound, first with 
a surgical, and afterwards with a common knot, and cut off close to the 
knots. 

Various modes of treatment have been recommended for bringing the cleft together. 
Graire’s hook-like needles, and the threading of the two ends of the suture into the 
lateral openings of a canula placed on the palate, and when the threads have been suf- 
ficiently tightened, is closed by means of a screw. Subsequently he employed nearly 
straight needles, and tied the threads (which were black and soaked with oil) in a sur- 
gical and afterwards in a simple knot (g). Roux used needles of a small curve and a 
needle-holder, and tied the threads together in two simple knots, in which the first is 
held with forceps-till the second is looped, so that it may not meanwhile give way. 
Eset (h) employs for the sewing, short, straight, double-edged- needles, and a needle. 
DonicEs proposes a long needle, like an aneurismal needle, with a very sudden curve, a 
sharp point having an eye immediately behind it and the stem fixed in a handle bent 
down, for convenience, like the handle of a gorget. The needle threaded, is passed from 
behind through either edge of the cleft, and the end of the thread on the inside of the 


(a) Journal complément. du Dictionnaire des (e) In Scumipt’s Jahrbiicher, vol. iv. pt. iii. 


Sciences Médicales, November, 1822. (f ) Transactions of Apothecaries and Surgeon- 
(b) Above cited, p. 86. Apothecaries of England and Wales. Lond., 1822. 
Ce GRAEFE und WALTHER’s Journal, vol, x. (g) ScHWERDT, above cited, and in GRA FE’s 


p- 622. ; Journal, vol. x. p. 371. 
(4) Above cited, Feb., 1826. (h) Above cited. 
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needle curve, being caught with a hook or forceps, is drawn forwards and completely 
through; the needle itself still unthreaded, is then drawn back, its point carried behind 
the other edge, and having been thrust through, the thread on the outside of the needle 
curve is drawn forwards out of the needle-eye, which being thus set at liberty the needle 
is withdrawn entirely, the threads passed through each other and tied, by thrusting down 
between them a little plate six lines long, with a notch at each end for the threads to 
run in, two lines broad, and fixed ona stem four inches long, with ahandle. WARREN (a) 
proceeded in a similar manner, not only in the case he describes, but also in another on 
which he operated some years previously. “The principal difficulty he met with in 
this operation was in disentangling the ligature from the hook after it had perforated 
the palate, and he therefore proposed a curved needle with a movable point, which after 
having been passed through the soft palate, can be separated from the stem, unthreaded, 
and having been refixed and rethreaded with the hinder end of the thread, is passed 
through the other edge of the palate, and separated fromthe stem as before. As to the 
objections to this treatment, see Scumipt (6). WHERNECKE used a needle with an eye 
in front, and a whalebone handle. [{LEsENBERG’s (c) needle is similar to that of 
DonicEs, but its point’can be covered with a guard. Krimer (d) also uses a similar 
needle, which can be closed. 

The instruments for drawing the knot have also been varied by the above-mentioned 
practitioners. WERNECKE carried the knot up to the palate with two small grooved 
probes, and cuts off the ends of the thread. Eset used small tubes, and DontcEs the 
special knot-tier, already mentioned. 

DIEFFENBACH by means of a nearly straight needle, into the hinder hollow part‘of 
which a leaden thread has been introduced, unites the cleft by drawing the wire 
together; cuts it off a few lines distant from the soft palate, and turns the twisted ends 
upwards, so as not to irritate the root of the tongue. The lead wire allows loosening 
and much tightening. Drerrensacu also proposes to effect the union with a pair of 
peculiar forceps. 

Hrusy’s palate-holder, is similar to Brrnx’s lip-holder (e). 

ScHWwERDT’s cleft needle for the introduction of the thread (f). 

Bérarp (h) thrusts in the needle from before backwards.—Smrrn’s needle (g) is long 
lance-shaped, and furnished with a notch for the reception of the ligature. [But 
MUuTTER objects to it, “first, as being mounted on a straight handle, which renders it 
more difficult to introduce its point at the proper places; and secondly, the difficulty 
of disengaging the thread, which may be drawn back along with the needle in the 
attempts of the Surgeon to disengage the latter from the margin of the palate.” (p. 9.)] 

ALcock (7?) operated at intervals, so that he made raw, and united only one part of 
the cleft; in one case he only effected perfect union after five operations: in the first 
four he used the interrupted, and in the last the twisted suture. 

ae (A) effects the union by means of a palate-cramp (fibula seu retinaculum 
palati.) ; 

[ Liston (/) introduces a double ligature on a curved needle fixed in a handle, through 
the front of the palate curtain, “the noose of which is caught by a blunt hook and 
pulled out into the mouth whilst the instrument is withdrawn. A second and smaller 
ligature is carried through opposite to this, and by means of this second thread the first 
and double one is brought through” (p. 503) Murrer uses a much curved “needle 
half an inch in length and mounted on a cylindrical neck, a portion of which is held in 
the grasp of the porte, (ScHwERDT’s,) and the other part, made rough, is intended to be 
grasped by the forceps of an assistant. The cutting edge of the needle being wider 
than the diameter of its neck, will make an opening large enough for the easy trans- 
mission of the ligature. The forceps too may be improved, by causing ‘them to close 
with a spring instead of a catch.” (p. 9.)] 

Frrausson, of King’s College Hospital, has proposed a new mode of staphyloraphy, 
and has successfully treated two cases by it. ‘The principle of this new proposal is to 
divide those muscles of the palate which have the effect of drawing the flaps from each 
other, and widening the gap between them when they contract; so that the stretched 


(a) American Jour. of Med. Sciences, 1828. Nov. (f) Above cited, pl.iv. f.7 
(b) von GraEFE and von WaLTHER’s Journal, (g) Above cited. 
vol. v. pt. ii. p. 338. (A) North American ‘Archives of Medical and 
(ec) Dissert. de Staphyloraphia quedam. Ros-  Chirurgical Science, October, 1834. 
tochii, 1827. (i) Above cited. 
(d) von GRAEFE and von WALTHER’S Journal, (k) Beschreibung eines neuen Apparates zur. 
vol. x. p. 622. Vereinizung des gespaltenen Gaumens ohne Naht. 
(e) In von GRAEFE and von WaLTHER'sJournal, Braunschweig, 1841. 


vol. ix. p. 323, pl. iii. f. 2. (/) Practical Surgery, London. 1837. 8vo. . 
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velum may be in a state of repose, and the pared edges may not be pulled asunder by 
any convulsive action of the parts during the process of union. In other words, he ad- 
vises, as an important accessory to the operation of staphyloraphy the division of the 
levator palati and palato-pharyngeus muscles, and, if requisite, the palato-glossus (a). 

736. If in very large cleft, the closure be difficult and only to be effected 
with great stretching, in consequence of which severe inflammation and 
tearing of the sutures are to be dreaded, the satisfactory result of stitch- 
ing the palate is rendered most certain, according to DrzrFENBACH (b), 
by making an incision with a bistoury down to the bone on each side of 
the closed cleft of the palate, and half an inch distant from the lower edge 
of its arch. This immediately produces relief from all tension, the 
united edges hang loosely in the middle, unite together and the threads 
neither cut in nor through ; the patient breathes freely through the holes, 
as otherwise the great swelling of the palate renders breathing very difficult. 
In the previous tension of the palate there is also great increase of sub- 
stance as the lateral openings are closed by granulation in from ten to 
fourteen days. When at the same time there is a cleft in the hard palate 
and considerable separation of the edges of the cleft, it may be necessary 
for effecting the union to separate the soft palate, to some extent from the 
hard palate, by two horizontal incisions. 

BonFIts (c), after paring the edges, separates a V-shaped piece of skin from the 
palate, corresponding to the cleft, and unites it by the interrupted suture. 

In a case in which the cleft of the soft was connected with that of the hard palate, 
and the distance of the edges was great, for the purpose of bringing them into contact, 
Roux, after putting in the stitches, and paring the edges, made two horizontal cuts, 
which divides the soft from the hard palate, and extended from the edge of the cleft 
somewhat above the perpendicular of the ligatures on both sides. The edges of the 
cleft may in this way be easily united. 

In one case, in which with a cleft of the soft palate there was also a very considerable 
wolf’s jaw, and the union of the soft palate thereby rendered impossible, KRimER (d) 
made on both sides two longitudinal incisions, four lines distant from the edge of the 
cleft, which joined together at an obtuse angle in front, and terminated behind at the 
still projecting portion of the soft palate ; the soft parts were then divided by these cuts 
towards the edge of the palate, that a pair of wedge-like flaps were formed with their 
bases behind. After the bleeding had been stanched with sage-water and alum, the 
flaps were turned inwards, so that their palatine surface was level with the floor of 
the nostrils, and the sewing together of the palate was then effected with the needle-holder 
in the ordinary way. DrerrenBacu (e) proceeds more simply ; after closing the cleft 
in the soft palate, he separates the soft parts on the hard palate, shaves the bone, and 
draws together the edges with lead wire. 

[MuTrerR mentions that Warren of Boston, U.S. had succeeded in closing a 
deficiency in the upper part of a palatine cleft, or that portion which extended into the 
hard palate, by detaching the mucous membrane, and sliding it from each side to the 
median line, uniting the flaps by two or three sutures.” (p. 20.)] 

737. After the operation, the patient may neither speak, nor take 
food, nor swallow his spittle, but must have it removed from his lips with 
a cloth, or carefully allowed to flow into a vessel, and everything must be 
avoided which may excite coughing, sneezing, or laughing. At the 
end of the third the upper, and at the end of the fourth day the lower 
stitch may be removed, the knots being held with a pair of forceps and 
the thread cut by its side with a pair of scissors and drawn out in the 
contrary direction. Nourishing broths may be taken at first in small 
quantity and with great caution, and when the union has become firm, 
more solid food may be allowed. 

(a) Medical Gazette, N.S., vol. i. p.389. 1844—45. (d) von GRAEFE und von WALTHER’s Journal, 


(5) In Rust’s Magazin, vol. xxix. p. 491. vol. x. p. 625. 
(¢) Journal de Medecine, 1830, December, p- 297. (e) Resrs Magazin, vol. xxx. p. 288. 
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According to Graiirs, if the spittle be collected in the throat in quantity, we should 
attempt its removal by injecting, or by brushing off with a brush made with charpie 
or linen. A solution of from one to two grains of extract of belladonna may be at once 
given in a little water, by which the patient is much relieved. On the first days also 
he permits strong wine, with yolk of egg, given with a spoon, and nourishing clysters. 
The living activity in the edge of the wound may be increased by pencilling with mu- 
riatic acid, naphtha, equal parts of tincture of euphorbium, cantharides, and myrrh, or 
in torpid persons, with tincture of cayenne pepper or capsicum. The stitches should 
only be removed when they entirely or partially fall out of themselves. D1IErFENBACH 
also says that the patient may take fluid food without fear. 

[Although the operation of staphyloraphy is generally unattended with danger, yet, 
in a few instances it has been fatal from the inflammation spreading along the windpipe 
to the lungs, as happened in the case of an English nobleman’s daughter, who was ope- 
rated on by Roux; the only one, of sixty cases on which he operated, which he lost. 
BérarD (a) also mentions that he lost one case from pneumonia, originating in the same 
cause; and that, in another instance, the face was attacked with erysipelas, from which, 
however, the patient recovered. } 


738. If the union be only partially effected, the mouth may be washed 
gently with red wine, and the open parts pencilled with honey of roses, tinc- 
ture of myrrh and borax, only strong fluid nourishment is to be permitted ; 
and the patient not allowed to speak. If an opening of two or three 
lines remain, it may be frequently closed by touching with muriatic acid ; 
but if this be not effectual, these parts, three or four weeks after the com- 
pletion of the scar, must be again stitched up. If the cleft do not unite 
at all, the edges soon scar with using red wine as a gargle and the pen- 
cilling just mentioned. The cleft is generally smaller. 


DIEFFENBACH (a) endeavours to close such apertures in a peculiar manner. He 
makes on each side of the opening penetrating but parallel incisions, at the distance 
of a line from the edge, by which the tension is relieved, and an approach of the edges 
effected, which Drerrenzpacn still favours by introducing into the incision charpie 
soaked in almond oil. After the scarring of the latter he makes two similar incisions, 
though in contrary directions, which are held together in the same way. 


739. Although after most of the modes of treatment for effecting the 
suture of the palate successful results occur, yet is the above-described 
simple mode of treatment to be considered most preferable, as from my 
own experience I have proved. That the lead wire has not the many in- 
conveniences attributed to it by Grazr and Scuwerprt (6d), that by its 
hardness it presses, by its weight it tears, that cutting-in is not prevented, 
and that severe traumatic re-action is produced, have been long since dis- 
proved by the satisfactory and numerous results of D1erFENBACH’S 
practice even in the most difficult cases. To him owe we especially the 
greatest thanks in reference to his perfection of suture of the palate. 

740. Even when the cleft is perfectly closed, the speech only becomes 
gradually more distinct as the tension of the soft palate subsides. The 
person operated on must first use himself to utter single letters, and 
afterwards syllables and so on. 


(a) Article—Staphyloraphie ; in Dict.de Méd., ou, 3 ScHweErpt, above cited. 
Répert. gén. des Sciences Médic., vol. xxviii. p. 547. c) Above cited, vol. viii. p. 102. 
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SAUCEROTTE, ibid., vol. vii. 
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berg, 1816, p. 1. 

ScurecEr, Annalen des chirurgischen Clinicums auf der Universitat zu Erlangen, 
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Rovx, in Journal Hebdomadaire, vol. i. No. iil. 

DrerFEeNnBAcH, Chirurgische Erfahrungen, besonders uber die Wiederherstellung 


zerstorter Theile. Berlin, 1829. No. v. p. 64; and in the Medicinischen Vereinszei- 
tung in Preussen. 1837. No. 52. . 


DuparQuE, Histoire compléte des Ruptures et Déchirures de ’'Utérus, du Vagin, et 
du Périnée. Paris, 1836. 8vo. 


Mercier ; in Journal des Connaissances Medico-chirurgicales, 1839, March, p. 89. 


741. Tearing of the perineum may be consequent on difficult labour, 
when there is disproportion between the size of the child’s head and the 
extensibility of the external organs of generation or artificial narrowing. 
The tear is often only at the vaginal edge of the perineum, but frequently 
extends throughout the greater part, more or less following the raphe to 
the edge of the rectum, or the whole perineum is torn into the rectum. 
Slight tearings of the perineum are of little consequence and generally 
heal without assistance, the patient remaining constantly on her side 
with the thighs kept close together, and proper attention paid to cleanli- 
ness.. But this rarely happens in large tears, as the wound is continually 
fouled by the lochial discharge, and at every time of going to stool the 
wound is opened. In complete tearing of the pertnewm between the 
vagina and rectum it is quite impossible to retain the stool if the greater 
part of the sphincter ani be torn. If in a torn perineum union cannot be 
effected, the two edges of the wound skin over, and the cure is only pos- 
sible by removing the skinned edges and by union with the stitch. 


From what has been said, it follows that in considerable tears of the perineum it is 
most safe immediately to effect its enclosure by stitching. It must not be overlooked, 
however, that the parts are rarely in a suitable. condition for quick union, and that if 
there be swelling and inflammation of the edges of the wound, union is thereby contra- 
indicated. Ifthe woman herself object to this treatment, if accompanying indisposition, 
or the circumstances already mentioned forbid it, the position on the side must be per- 
sisted in, with the thighs a little drawn up towards the body and tied together (1), care 
also being taken for proper cleanliness, for soft motions, and for drawing off the urine 
from time to time with the catheter. The healing which in this way takes place in 
small tears of the perineum, does not depend on any union of the edges, but on its short- 
ening backwards, so that the labia pudendi extend back and occupy the place of the 
former wound. ‘The greater the tear the shorter becomes the perineum, and the longer, 
on the contrary, the labia and great fissure, the former at the same time losing their 
fulness, and becoming thinner. Ifthe tear of the perineum extend into the orifictum ant, 
the labia are drawn backwards by the scarring, and their hind extremities are held 
together by whitish callous scar ; it seems as if the anus had moved further back, and 
the labia were drawn with it. ; 

Sometimes there is a central tear of the perineum, and the whole child is thrust through 
it(a). The cure in this case may be effected by the natural powers; but if the tear 
extend on the sheath of the rectum, it has never been seen to take place. 

Large and recent tears of the perineum can be alone satisfactorily treated with the 
stitch, as all other remedies proposed for bringing the wounded edges together, either 


(a) DupuyTREN, PourcuieR; in Gazette Médicale, vol. iii. First Series, pp. 684, 866. 
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graduated compresses on both sides, and fixing them with bandages, (Jérc.) Mourrn’s 
perineal forceps (a), or the introduction of different bodies into the vagina for the pur- 
pose of removing and absorbing all fluids, are extremely uncertain. 

[(1)~DurarcQuE does not agree with drawing up the thighs. He says:—“I think it 
better to leave the thighs completely extended, a position, in which the buttocks bein 
more close together, at the same time “diminishes the perineal space.” (p. 422.) He 
also thinks other means more effective in producing compression may be had recourse 
to, and mentions a case in which he “ introduced into the vagina a large flattened gum 
- elastic pessary, having a large central aperture, into which he fixed the funnel-shaped 
extremity of a large elastic tube. The pessary pretty exactly fitting the vagina pre- 
vented the lochial discharge filtering between it and the sides of the canal, and con- 
sequently from getting between the lips of the tear. As the instrument reached above 
the top of the wound, it could not prevent the meeting of its edges; besides, the com- 
pression which it exercised on the rectum contributed to keep up the constipation he 
desired.” In addition to this he placed a long cotton cylinder along each side of the 
torn vulva and perineum, confined them by a double-tailed T bandage, the tails of 
which, continued between the trochanters, and ischial tuberosities, had their inner edges 
brought together by sewing. The case did well.] 


742. Small tears of the perineum, cured as already mentioned, are ac- 
companied with no further inconvenience than with the disagreeableness 
of a great width of the vagina. Larger tears cause besides the usual 
relaxation of the vagina, protrusion of its front or hind wall, also dropping 
and prolapse’ of the womb; the ability of retaining the stools is not 
prejudiced, but wind frequently escapes, and in diarrhea the needs are 
very pressing. As the woman is generally alarmed at her condition, such 
cases rarely become the object of definite treatment. The changes of 
the external generative organs thereby produced, are, however, of such 
kind, that all simple tears of the perineum should be treated with 
the greatest care. In the old tears which have extended into the vent, 
the impossibility of retaining the stools continues ; at least, in that case the 
flatus and soft motions pass away unexpectedly on the slightest excitement. 


[“ Slight cases (of torn perineum) will often,” says Dr. Courcuri1 (db), “heal without 
assistance. Even when the rent is more extensive, a cure may be effected without 
further interference than great cleanliness, keeping the patient in one position, so as to 
preserve the edges of the wound in contact, and constipating the bowels after free 
purgation.” (p. 409.) My friend Dr. Water informs me that most of the cases of 
torn perineum which have come within his knowledge, have done well without any 
operation: and that even after the most severe tears, as when the m. sphincter ani is torn 
through and both rectum and vagina are laid into one, he has known instances of re- 
covery with capability of retaining the motions, and with the simple inconvenience of 
the patient being compelled to hasten quickly to the water-closet, immediately on feel- 
ing the slightest disposition to go to stool, as when the motions approached the vent they 
could not be restrained from voidance. How under such circumstances the stools are 
retained may perhaps be explained by Dr. Burns’s observation (c), that “ it sometimes 
happens that the torn extremity of the rectum or the anterior parts containing a frag- 
ment of the sphincter or a portion of the internal sphincter, as it has been called, forms 
a kind of flat valve, which rests on the posterior surface atthe coccyx, so that the orifice 
now resembles a slit, and the feces, unless very liquid, remain in the hollow of the sacrum 
and do not pass through the valvular orifice till an effort be made to expel.” (p. 68.) 

The scarring of the lips of the torn perineum DuparcqvE describes as taking place 
“in two directions; at first in its thickness, so that the skin of the perineum and the 
mucous membrane of the vagina approach and run into each other, except where the 
perineal partition is very thick and there an intermediate scar is produced, having the 
characters of mucous membraue. The scarring occurs also at the same time in the 
longitudinal direction of the lips of the wound; this shortening is only effected at the 
expense of the tissues corresponding to the angles. In the case of tearings of the 
Surcula and perineum, the labia which alone can readily stretch, are then drawn back 
by this mode of scarring; thus we may be assured that in women who have had the 

(a) v. Frorter’s Notizen, vol. xxiii. p. 26. 

(b) Observations on the Diseases incident to (c) Principles of Midwifery, &c. 6th Edit, Lon- 

Pregnancy and Childbed. Dublin, 1840. 8vo. don, 1824. 8vo. 
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Jfurcula deeply torn, the size which the vulva has preserved depends in great part on 
this lengthening of the labia; sometimes even their commissure is confounded with the 
margin of the anus without any distinguishable trace of intermediate scar. This 
mechanism of the scarring explains, why the existence of a bridle separating the vulva 
from the wound, in central tearing of the perineum, renders scarring much more 
difficult and tedious than when the tear has been complete. In reality, the presence 
of this bridle, which is formed by the posterior commissure of the vulva, preventing, 
to a certain degree, the assistance afforded to the scarring lengthways by the elongation 
of the labia, either retards it considerably, or causes a fistulous opening. Cut this bridle, 
and you then observe the scarring, which up to that period had seemed stationary, make 
rapid progress and completely perfected.” He farther observes, that “what has been 
mentioned in regard to the vulva applies also to the anus ; it is by a similar mechanism, 
that tearings or ruptures which involve this opening and a part of the recto-vaginal 
partition, scar; the scarring occurs both in the direction of thickness and length; by 
the latter the extremities of the divided sphincter ani stretch and approach the rectal 
angle of the wound, contributing more or less to fill it up; the anus is then actually 
enlarged. In fact, the sphincter being then much outspread, at last embraces nearly 
the whole of this very large anus, which to a certain point is only as large as ordinary. 
Thus the excretion of the stercoraceous matter, which was involuntary, often terminates 
by returning to the natural control of the will. On the other hand, the edge of the 
rupture formed by the recto-vaginal partition, having been drawn together, in conse- 
quence of this mode of scarring, descends lower, forms a sort of spur, a kind of 
valve which opposes itself to the passage of the intestinal contents into the vagina, 
which had previously occurred. ‘Thus, then, the deep ruptures or tearings of the 
perineum extending to the anus and recto-vaginal partition, may be had without any 
other inconvenience than that resulting from a very large opening.” (p. 415-18.)] 

743. Operation on an old tear of the perineum, when extending into the 
rectum, is always most uncertain as to its consequences, and so much the 
more so if the tear be large, and connected with loss of substance and 
much callosity of the edges,and if the endeavour to bring the edges 
together be fruitless. In bad condition of the powers, in lymphatic 
scrofulous persons, in habitual diarrhea, the operation is contra-indicated 
if these evils cannot be got rid of by suitable treatment. 

744, The skinned-over edges of the torn perineum are to be refreshed 
in the following manner. After suitable purging, the patient is to be 
Jaid on either side, with the thighs drawn up towards the belly, so that the 
breech projects beyond the edge of the bed, or she is to be laid in the same 
position as in cutting for the stone. If the perineum be covered with 
hair, it must be carefully removed. An assistant separates the buttocks 
from each other, and holds back any accompanying protrusion of the 
vagina. ‘The operator, after having ascertained the extent and state of 
the separation, takes hold of the lower edge of the cleft with a pair of 
forceps, used as in the operation for entropium, and cuts off the part taken 
hold of with a bistoury, or less advantageously with scissors. He then 
proceeds with the upper edge in a similar way, and freshens both edges 
of the cleft to such extent as will enable them to unite; care is also to be 
taken that no part covered with skin remain. As soon as the bleeding 
has been perfectly stanched with a sponge dipped in cold water, and all 
the clotted blood has been removed, the cleft is to be united with two in- 
terrupted sutures, for which purpose a sufficiently strong curved needle, 
with a handle, and furnished with waxed threads, is to be introduced and 
thrust through the whole thickness of both edges, an inch and a half 
from the angle, the threads being drawn after it; and, in this manner, 
four lines nearer the pudendum a second, and if the size of the cleft re- 
quire it, a third bundle of threads is to be introduced. ‘The edges of the 
wound after proper cleansing are to be brought together, and the threads 
next the rectum are to be drawn together with a double knot sufficiently 
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to bring the edges of the wound into contact. Instead of the interrupted, 
the quill stitch may be employed, which by its equal operation on all parts 
of the wound keeps the union close, as is especially confirmed by Roux’s 
successful results. The wound is to be covered with a pledget and 
compress, which may be fastened with a T bandage or left uncovered ; or 
a piece of sponge is applied, which is preferable, as the fluid flowing from 
the vagina does not collect upon the superficial pieces of the bandage. If 
in the union there be much tension of the edges of the wound, two parallel 
cuts must be made through the skin (DIEFFENBACH.) The patient should 
remain after the operation upon her side, with the thighs drawn up and 
close together. 

This operation was first proposed by AmMprosr Pars, and successfully performed by 
GUILLEBONNEAU ; Mauriceav, La Morre and SmMELuie have recommended it; Norn 
and SAUCEROTTE have successfully practised it; and subsequently it has been under- 
taken by DupuyTrEen, Murstnna, MENZEL, OsIANDER, DIEFFENBACH, Monrtatn, Roux 
and others. The mode of proceeding as to refreshing the edges is the same in all cases 
but varies considerably as regards the union. GUILLEBONNEAU employed the inter- 
rupted stitch; Moricuau, La Morre, and SMELLIE recommend the suture with pene- 
trating stitches; NorL, SavcERoTTE employ the twisted stitch; DieFreENBAcH both 
it and the interrupted; Roux and Monrain the quill stitch. RrraEon (a) took a 
thread with two needles, thrust the one deeply on one side into the cleft at the edge of 
the skin, and carried it through an inch from the edge of the wound into the vagina, 
where he drew it tight with a slip-knot. In this way the membrane of the vagina 
is brought together in several folds, which keep the fluid from the wound. If there be 
at the same time injury of the m. sphincter ani the twisted stitch must be applied. 

[In a successful case operated on by Davrpson (5), he “ passed deeply a strong 
double ligature by means of acommon curved needle, close by the edge of the 
rectum, and another, rather more than half an inch from the first, towards the vagina ; 
after which, he pared the edges of the wound, which he had not previously done, that 
he might not be annoyed by the oozing of blood, so as to be enabled to place the liga- 
tures more accurately. The ligatures being introduced, he employed as cylinders two 
pieces of elastic gum catheter, about an inch and a-half in length, one of which was 
placed in the loops which the double ligature formed on one side, and the other between 
their separate ends, tying them firmly upon the cylinder.” To prevent the eversion of 
the edges of the wound, which Roux found to be produced by the quill suture, and 
which he remedied by several small stitches at different points between the sutures, 
Davipson “ armed a curved needle with a piece of narrow tape, four inches long, 
having a knot at one end; this was down each end of both cylinders about half an 
inch, and brought outwards, the end of the tape being prevented slipping through by the 
knot: the tapes were then placed in such a situation as to be intermediate to the liga- 
tures; this being done, he turned the cylinders gently towards the edge of the wound, 
and tied the corresponding tapes over it.” p. 225.] 

745. The principal object after the operation is to produce, by the use 
of gentle purgatives, daily, soft motions, which should be received into a 
draw-sheet, and the patient must strain as little as possible. The urine 
must be received into a tin receptacle from which a leathern pipe passes 
into the night-stool, without needing any change of posture. Only when 
there is retention of urine the catheter is to be used, directed merely by 
the fore-finger of the right hand. Thedressing is to be renewed as often 
as cleanliness requires, and if there be any unnatural secretion from the 
vagina, cleansing injections are to be used each time. Between the eighth 
and twelfth day the threads are to be removed and the perineum covered 
with charpie dipped in lead wash. If the union be only partial, the in- 
convenience is, however, often diminished ; but if this be not the case a 
second closure must be undertaken. Many observations prove that a 
perfectly united pertnewm remains uninjured in a subsequent labour. 


(a) Gemeinsame deutsche Zeitschrift fir die Geburtskunde, vol. iii. pt. i. p. 168. 
(b) Lancet, 1838-9, vol. ii. 
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Attempts have been made to sustain an artificial retention of the faces, for six or 
eight days, and even longer, so that the union might be undisturbed. DIeEFFENBACH 
gives, for two days prior to the operation, little but nourishing food, then a laxative, 
and on the day of operation an opium pill to produce and to keep up costiveness for 
six or eight days, after which he gives castor oil. But with all care and employment 
of remedies for facilitating the discharge of fecal matter after long costiveness, their 
discharge is very difficult, accompanied with severe effort, and may destroy the scarcely 
effected union. Thus in SAucEROTTE’s case, in which the union failed, the stitches tore 
on the eleventh day on account of the violent effort in going to stool, and in which a 
second operation, in which a tight suture had cut through the m. sphincter ani, succeeded, 
care having been taken for the easy relief of the bowels. Roux employed in one case 
costiveness, which the patient had learnt by refraining from food, and by the use of 
opium, so perfectly to effect, (for the purpose of improving the unpleasantness of her 
situation,) that the motions were retained till the twenty-second day, and on account 
of their hardness required to be helped forward by pressure of the finger from the 
vagina ; he recommends, however, on the contrary, when not habitual costiveness is 
to be relied on, to render the excrements fluid, and he proposes this as a principal point 
in the after treatment. 

[In Davipson’s case, the bowels were constipated by opium, the urine drawn off 
night and morning, and the diet was confined to small quantities of gruel and hard 
biscuit. The ligatures were removed on the seventh day, the union being complete. 
After nine or ten days the urine was voided naturally, and on the seventeenth the bowels 
were relieved. At the end of six or seven weeks she went about as usual. | 

Horner (a) recommends, after the union is perfected, to cut through the m. sphincter 
ani, so that the sutures should not be torn out in going to stool. 

Old perineal tears rarely heal by quick union ; on the contrary, experience shows that 
such are more liable, by suppuration and ulceration, toa change, whereby indeed its 
connexion cannot be again naturally produced, but a certain continuity of skin may be 
attained, similar to the formation of a mucous membrane, which, from the pressure 
and rubbing in walking, becomes gradually insensible, and thus the patient’s conditi- 
on is much improved. In all cases in which, where the long continuance of the peri- 
neal tear gives less hope of the quick union, or where it is not effected, this mode 
of skinning over should be attempted, in which the callous edges are removed, the in- 
flammation properly excited by digestive remedies and by lunar caustic; but especially 
by keeping from the wound the feces and urine, and, if the granulations will not harden, 
to endeavour to effect this by the use of lead or zinc. ScHREGER (0). 

NEVERMANN’S proposition (c) may be mentioned, to persons fearing the knife, to strew 
upon the skinned edges unslaked lime, or strips of linen powdered with lime, which, 
after sufficient operation, is to be washed off, and the patient kept perfectly still with her 
thighs together. 


B.—OLD SOLUTIONS OF CONTINUITY WHICH SUPPURATE. 
I.—OF ULCERS. 


First Coapter.—OF ULCERS IN GENERAL. 


Astruc, J., Traité des Tumeurs et des Ulcéres, &c. Paris, 1759-68. 2 vols. 12mo. 


Bet1, B., A Treatise on the Theory and Management of Ulcers, ete., 1778. Edin- 
burgh, 8vo. 


HEBENSTREIT’S Zusitze zu Betx’s Abhandlungen von Geschwiiren. « Leipz., 1793. 


WebEr’s allgemeine Helkologie, oder nosologisch-therapeutische Darstellung der 
Geschwiire. Berlin, 1792. 8vo. 


BertTranpt, A., Opere Anatomiche e Cerusiche. Torino, 1786-96. 


Henke, Fragmente iiber die Pathogenie und Therapie der Geschwiire; in Horn’s 
Archiv., vol. ii. p. 1. 


(a) American Journal, 1837. _. (b) Above cited, p. 75. (ec) Above cited, p, 487 
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Rust, J. N., Helkologie, oder iiber die Natur, Erkerintniss und Heilung der 
Geschwiire. Wien, 1811. 2 vol. Second Edit.; with copper plates. fol. Berlin, 1838. 


Rust, J. N., Einige Bemerkungen iiber das Wesen der Geschwiire. Ein Beitrag 
zur Bearbeitung der Helkologie; in his Magazin fur die gesammte Heilkunde, vol. xii. 
Pe iit. p. 512. 

Rust, C., De Ulcerum diagnosi et ztiologia nonnulla; cum tab. vii. col. Berol., 
1831. 4to. 

Buurr, M. J., Helkologie. Lehre von Erkenntniss und Behandlung der Geschwiire. 
Berlin, 1832. S8vo. 


Hunter, JOHN, Lectures on Surgery. PaLMER’s Edition. Vol. i, 


746, An Uleer (Uleus, Helcoma, Lat.; Geschwiir, Germ.; Ulcvre, 
Fr.) is a long existing division of organie parts depending on irregu- 
larity of the vegetative processes, and accompanied with the secretion of 
an ichorous and sanious fluid, and a continuing destruction of the parts in 
which it is situated. Ulcers are therefore distinguished from abscesses and 
suppurating wounds, but may originate from them, if by a change of vitality 
in the suppurating surfaces the process of regeneration be converted into 
ulceration or ulcerative absorption. 

TAT. The causes of ulcers are either internal or external. ‘The former 
consists in a peculiar deviation of the whole organism, or of single organs, 
from the natural type, with a great degree of weakness and flabbiness, or 
with those diseases, of which the ground depends on some change in the 
assimilation, for instance, acute and chronic eruptions of the skin, scro- 
fula, syphilis, gout, scurvy, dropsy, suppression of the usual discharges, 
and the like. ‘These diseases, either of themselves, or after the operation of 
an occasional cause, produce an ulcer. The external causes are all in- 
juries which, producing inflammation and suppuration, break up the con- 
nexion of parts ; wounds, abscesses, the healing of which is prevented by 
an existing disease, or by improper treatment; specific diseased matter 
operating locally, and the like. 

748. Ulcers are divided into simple and complicated. Simple ulcers 
are those which are connected neither with peculiar local nor general 
disease, but depending only on the decided destruction of connexion 
which accompanies them, according to the condition already stated (par. 
746.) Complicated ulcers are, on the contrary, those connected with pecu- 
liar local or general disease. In regard to local complication, there may 
be distinguished fistulous, callous, edematous, varicose, fungous, sloughy, 
and carious ulcers; further, ulcers, with a secretion of thin, lardy, acrid, 
stinking, saline, and variously coloured matter. General complications 
consist in the presence of the diseases’ and dyscrasies above mentioned 
(par.'747) ; hence are distinguished atonic, scorbutic, scrofulous, arthritic, 
syphilitic, carcinomatous, and impetiginous ulcers. 

From what has been said it results that ulcers may be local and general ailments. It 
is, however, to be herewith remarked, that ulcers which at first depend on a decided 
internal cause, often previous to healing, become merely local; and so, on the contrary, 


those which at first were actually local, in their course draw the whole body into 
participation, and may become complicated ulcers. 


749. The reaction of ulcers upon the whole organism varies according 
to their nature. In specific ulcers the general indisposition is increased by 
the absorption of the pus secreted in the ulcers, and tainted with the spe- 
cific poison. In ulcers in which the secretion of pus especially is very 
great, and of a bad kind, there arises a general weakness, partly from the 


& 
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continual loss of the juices, partly from absorption of the bad pus; in the 
end complete cachexia, with altered pulse, often chills alternating with 
heat, difficult breathing, drawing pains in the limbs, dryness or great secre- 
tion in the ulcer, purulent urine, dropsical swellings, colliquative sweats, 
and diarrhea. If the ulcer be of long standing, its secretion operates in 
relation with the other secretions, and the ulcer is to be accepted into the 
series of natural secreting organs. This is especially the case in old persons, 
in whom, with long-continued ulcers, the urinary secretion is consider- 
ably diminished. Ulcers may, therefore, themselves be considered as useful 
discharges in certain cases, and belong to the relative well-being of the 
patient so affected. 

750. The prognosis in ulcers varies:—1. According to the nature of 
the cause which produces or sustains it. 2. According to the position 
of the ulcer, Here the importance of the affected part and of the neigh- 
bouring tissues must be considered. Ulcers in the skin and in fleshy parts 
heal more readily than those in tendinous parts or glandular organs. 
Ulcers in bones are always very intractable. In parts distant from the 
heart the cure is always difficult. 8. According to the duration and 
external form of the ulcer. The older an ulcer is, the more tedious is its 
cure, and if this be forced, dangerous symptoms may be produced by sup- 
pression of its usual secretion. The more foul an ulcer is, the more 
spotty its bottom, the more everted and hardened its edge, the more ill- 
conditioned the fluid secreted in it, the deeper it penetrates and the larger 
the destruction of soft parts which it produces, the more difficult is the 
cure. Round ulcers are generally more tedious in their cure than oval 
ones. 4. According to the constitution and age of the patient. In young 
subjects, if the constitution be little affected by the reaction of the ulcers, 
the healing is quicker than in old and already much debilitated persons. 

751. The treatment of ulcers in general, depends on the removal of the 
causes which have given rise to them, and on such alteration in the living 
activity of the ulcerated parts, that by the natural manifestation of the 
reproductive processes the destruction of continuity may be again re- 
paired. 

In the progress of ulcers towards healing three stages are to be noticed : 
1. The stage of purification (Stadium Digestionis, Detersionis) ; the ulcer 
loses its foul appearance, and instead of ichor, good pus is secreted. 2. The 
stage of the formation of granulations (Stadium Incarnationis, Granula- 
tionis.) 3. The stage of scarring, (Stadium Cicatrizationis,) in which 
the granulations become harder, become connected, and are covered with 
a delicate skin. 

752, The treatment must be variously directed, according to the cause 
of the ulcer, its living disposition, and its form. First, of its treatment in 
reference to the latter two points. 

753. Every ulcer may have an inflammatory, erethetic, or torpid cha- 
racter. 

In the inflamed condition of an ulcer which is produced, either by the 
constitution of the patient or by the improper use of irritating remedies, the 
parts surrounding the ulcer are swollen, hot, and painful ; its base is much 
reddened, sensitive, covered with white streaks, and the secretion of pus 
especially small. In these cases every local and general irritant must be re- 
moved, the ulcer covered with lukewarm softening fomentations, poultices, | 
or mild salves, and in strong constitutions, even general antiphlogistic 
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treatment must be employed. In proportion as the inflammation dimi- 
nishes, the secretion of pus increases. 

If an ulcer be in an erethetic condition, its base is also very much red- 
dened, but its sensibility extraordinarily increased. Here are serviceable 
narcotic remedies, both internally and externally ; rubbings in of warm 
oil of henbane, poultices of hemlock, henbane, and the like. 

In torpid conditions, depending on local or general weakness, the ulcer 
shows relaxation; the surrounding parts are pale, relaxed, and cedema- 
tously swollen; the ulcer is insensible, and secretes a quantity of ill-con- 
ditioned thin pus. Here such local and general treatment must be em- 
ployed as may increase the living activity and thereby promote the secre- 
tion of good pus. (Compare par. 62.) | 

754. The variety of ulcers, in reference to their form, requires peculiar 
attention in their treatment. 

The Foul or Gangrenous Ulcer (Uleus putridum, gangrenosum, Lat ; 
faule oder brandige Geschwiir, Germ.; Ulcere gangreneux, Fr.) is 
characterized by a foul, grayish-yellow or blackish surface, by insensibility, 
and by the secretion of a discoloured very fetid pus; the sloughy character 
often spreads over the whole extent of the ulcer and the parts are either 
gangrenous or sphacelated. The causes of this change in the ulcer may 
be neglect of cleanliness, improper treatment, impeded circulation, foul 
air, bad food, gastric impurities, weakened constitution, debility of the 
vascular system, cachexia, and the like. 

The treatment consists in removing the causes, and in employing such 
remedies as promote throwing off the gangrenous parts or the restoration of 
those, net yet completely destroyed to their natural vitality, which is to be 
attempted by the use of internal and external remedies. Bark, valerian, 
camphor, naphtha, the mineral acids, and so on, are employed internally ; 
externally, decoction of bark, or oak bark with lime water, of walnut shells, 
of water-germander, with spirits of wine, vinegar, and so on; aromatic 
spirituous washings of the surface surrounding the sore, charcoal powder 
with bark, oil of turpentine, digestive salves of myrrh, or camphor, solution 
of chloride of lime, fermenting poultices of flour, yeast, and honey. In 
general the resins or essential oils are more effective than moist remedies. 
If general dyscrasy exist, suitable remedies must be employed. When por- 
tions of the surface of the ulcer have separated, they must be removed ; and 
cuts made when collections of pus beneath the destroyed parts are to be 
feared. Frequent cleansing especially, the local application of oil of turpen- 
tine, spirituous remedies, tincture of aloes, or sublimate, must be had recourse 
to against the worms and maggots which are not unfrequently produced 
in these ulcers. More suitable than these numerous and in their operation 
very different remedies, is the use of mild aromatic applications, or poultices, 
by which the living activity is best increased, and the foul smell also dimin- 
ished, as already mentioned ( par. 72) in the general treatment of gangrene. 


The solution of chloride of lime in water in different proportions, according to the 
vital disposition of the ulcer, is recommended as most highly efficient in gangrenous, 
and especially in foul and torpid ulcers (PERcy, LABARRAQUE.) LisFRANC (a ) bandages 
the ulcer with a moistened compress, and applies on it charpie soaked in a solution of 
chloride of lime. Lemarre (6) uses one part of chloride of lime and three parts of 
water. Ex. (c) first employed fifteen grains of chloride of lime in eleven ounces of 
water, and afterwards four grains to an ounce. According to Kiimatis (d) it should 

be Revue Médicale, 1821. (c) Rat. med, in schola cl. med, et chir. univers: 


b) Archives Générales, vol. ix. p. 138. Landish, 1826. 
(d) FrorreEp’s Notizen, vol. xvi. no.7, p. 107. 
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only be applied when all inflammation has subsided. Brert, CLocqvET, and others 
have used it with much advantage; and according to Curmivier and Bou ay, the ill 
smell is immediately got rid of on its application (PIGN#). 


755. The Callous Ulcer (Uleus callosum, Lat.; callése Geschwiir, 
Germ. ; Ulcere calleux, Fr.) is surrounded by a whitish, dry, insen- 
sible edge, not unfrequently of considerable thickness, and cartilaginous 
character. ‘This callosity often spreads over the whole ulcer. The cause 
of this change is a want of blood or of the nourishing juices in the edges 
of the ulcer ; hence these callosities occur most commonly in old persons, 
in ‘those places where naturally the course of the blood is languid, or 
is prevented by accidental pressure, in bad treatment, in the improper 
use of relaxing ointments, or as consequent on a continued irritable 
condition of the edges of the ulcer, whereby a stagnation of the juices, 
and a similar change is produced, as in induration. Such callosities pre- 
vent the cure of the ulcer, and must therefore be resolved or removed. 
Only when they are not very hard, and quite insensible, softening, and 
at the same time exciting, applications of aromatic vegetables may be em- 
ployed, the empl. de cicuté cum ammoniaco,—mercuriale,—gqummosum, 
saponatum, diachylon cum gummi; a solution of muriate of ammonia. If 
these remedies be of no avail, then we must proceed to the use of es- 
charotics, as butyr of antimony, lunar caustic, caustic ammonia, a solution 
of caustic potash ; scarification, or complete removal of the callosity with: 
the knife, if the situation of the ulcer permit. 

756. The G@dematous Ulcer (Uleus adematosum, Lat.; cadema- 
tise Geschwiir, Germ.; Uleere édémateux, F r.) is, in its origin, con- 
nected with dropsical swelling, which receives the impress of the finger ; 
its edges are flabby, pale, often even cedematous; the granulations pale,: 
and the secretion of a watery ichor very copious. The causes are either 
local, mechanical, or internal, as pressure on the vessels retaining the 
blood, general or local weakness, lymphatic habit, and the like. The 
treatment of this ulcer requires, besides the removal of the cause, and 
beside those remedies which alter the torpid character of the sore, a con- 
tinued compressing bandage, by swathing the whole part on which the 
ulcer is situated. 

757. Fungous Ulcers (Uleera fungosa, Lat. ; schwammigten Gesch- 
wire, Germ.; Uleeres fongueux, Fr.) are beset with growths either on 
their entire surface, or only on certain parts, or at their edges, which 
vary considerably as to their condition, being sometimes flabby, pallid, or 
deep red, insensible, and bleed easily ; sometimes they are of a more firm 
character, have a bluish red colour, and are very sensitive. The former 
are merely unnatural growths of the granulations, but the latter must be 
considered as malignant degenerations. 'The causes of this fungous de- 
generation may therefore be, long-continued torpid condition of the ulcer, 
improper use of debilitating remedies, too slight bandaging, the neigh- 
bourhood of carious bone, or the carcinomatous condition of the ulcer. 
The removal of such growths, which is necessary for healing the ulcer, 
is effected, if the granulations be of moderate growth, by a simulta- 
neous treatment corresponding with the vital disposition of the ulcer, 
by a suitable compression with dry charpie, and frequent touching with 
lunar caustic; but if they be more considerable and exist as a malig- 
nant degeneration, they must be removed by the energetic application of | 
escharoties. by cutting off, or by tying. The usual escharotics are lun r 
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caustic, caustic potash, butyr of antimony, sulphuric acid, sulphate of 
zine, burnt alum, and the like. These should be especially employed if 
the fungous growths be equally spread over the whole surface of the 
ulcer. The dry escharotics may be strewed upon the sore, or applied in 
form of ointment; the fluid painted on with a pencil after the ulcer has 
been properly cleared of the effused ichor. The former are more suitable 
rather in a flabby state of the fungous excrescences, and great secretion of 
ichor ; the latter in greater firmness of the growth, and less effusion. Ifthe 
fungus grow only partially from the ulcer, it may be most easily removed 
with the knife, by cutting it off at the base; by tying, when the fungus 
has a neck, and the patient dreads the knife, and much bleeding is feared 
from the excision. In those cases in which the remedies prescribed do 
not effect the destruction of the excrescence, or may produce awkward 
symptoms by their fluidity and spreading, if the use of the knife or ligature 
be not possible, then the destruction of the fungus is only to be effected by 
the use of the actual cautery. The bleeding which often arises sponta- 
neously, or in either of the preceding modes of treatment, from the fungous 
surface, must be stanched by styptics, compression, actual cautery, or by 
the entire removal of the fungus. 

758. Varicose Uleers (Ulcera varicosa, Lat.; varicosen Geschwiire, 
Germ; Ulceres variqueux, Fr.) occur most commonly in the lower ex- 
tremities; are for the most part oval and superficial ; their base bluish, 
their secretion serous and bloody; the edge in old ulcers mostly callous, 
and the surrounding skin brown ; accompanied with varicose veins of the 
leg, especially around the ulcer, and cedematous swelling. Not unfre- 
quently do they bleed periodically ; ordinarily they are not painful, but 
frequently very painful, even without any trace of inflammation. These 
ulcers are in direct relation to the varicose affection, and all those evils 
which produce hindrance to the return of the blood, as pressure, con- 
tinued standing, remaining in warm or cold moisture, must be considered 
as their cause ; hence certain trades, pressure of the pregnant womb and the 
like. Predispesition to varicose affections is grounded especially on ple- 
thora, full juicy lax habit, venous stagnation, and loaded state of the intes- 
tines ; hemorrhoidal disposition ; suppressed hemorrhoid and menstruation. 
Hence it happens that, in many instances, these swellings of the veins are 
only symptoms of a deeper affection, and may even belong to the relative 
well-being of the patient. They arise either from accidental injury in 
existing varicosity, or from the blood-knots running into suppuration ; 
or other ulcers of a specific character are converted into them. 

In the treatment of these ulcers, their causes must be first attended to ; 
venous stagnation and leaded bowels must be relieved by purging, regu- 
lation of the mode of life, diminished standing, relief of pressure, and 
the like. The whole ulcer is to be simply covered with dry charpie ; 
but the varicose and cedematous swellings are to be especially counter- 
acted by swathing with bandages, and by the circular application of 
sticking plaster. If the cure be effected, its recurrence must be prevented 
by careful diminution of the occasional causes, with continued swathing 
by means of laced stockings of dog’s skin (@). 

The rules already laid down in abscesses (par. 65) apply to the treatment of fistulous 
ulcers. 

759. If the ulcers have existed a long while, and have attained the 


(a) Korue, Varicose Venen und varicose Geschwir an den Unterschenkeln ; in Rust’s Mag., vol, xxx. p.82. 
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rank of natural secreting organs, derivatives by issues, and so on, must 
be established before they are perfectly scarred. If in the sudden 
suppression of the secretion of an ulcer symptoms of metastasis ensue, 
the ulcer should be, as soon as possible, again brought to discharge by 
using acrid irritating remedies. Inan ulcer, where for these reasons a cure 
cannot and, dare not be undertaken, we are restricted to proper clean- 
liness, and the getting rid of local complication, for the purpose of dimi- 
nishing the inconvenience which the patient suffers. 


SEconD CHAaprer.—OF ULCERS IN PARTICULAR, IN REFERENCE TO 
THE CAUSES WHICH PRODUCE AND KEEP THEM UP. 


I—OF ATONIC ULCERS. 


UNDERWoop, Micu., A Treatise upon Ulcers of the Legs, Scrofulous Sores, &e. 
London, 1783. 8vo. 

Is., Surgical Tracts on Ulcers of the Legs, &e. London, 1788. 8vVo. 

Meytier, F. H., Abhandlungen iiber die alten Geschwitire der unteren Gliedmassen. 
Wein, 1793. Ato. 

Home, E., Practical Observations on the Treatment of Ulcers of the Legs; with 
observations on varicose veins and piles. London, 1801. 8vo. 

Baynton, Tuos., A new descriptive Account of a new Method of treating Ulcers of 
the Legs. London, 1797. 8vo. 

OstHor, A., Untersuchungen und Beobactungen iber die chronischen Geschwiire 
mit besonderer Ruchsicht auf die sogennanten alten Schiaden an den interen Gliedmassen. 
Lemge, 1804. 

760. Atonic Ulcers ( Ulcera atonica, Lat.; atonischen Geschwiire, 
Germ. ; Ulceres atoniques, Fr.) are kept up by general or local weakness, 
which is manifested by lax fibre and flabbiness. They are mostly situated in 
those parts, of which the living activity, under natural circumstances, is 
not very great. Hence are they most frequent on the feet, of which the 
left is much more commonly affected than the right. Certain occupa- 
tions which interfere with the flow of blood in the lower extremities, and 
are connected with continued standing, are favourable thereto, They 
are either produced by an external injury, or they may originate in inde- 
pendent patches, in which case there appears at some one single spot redness 
and slight swelling ; the skin becomes thin and breaks ; the ulcer enlarges, 
is more or less painful, and usually produces the local and general changes 
which have been mentioned. These ulcers are commonly accompanied 
with cedematous or varicose swelling of the feet, or with callous edges. 
They are mostly of a torpid character, though they may, from accidental 
causes, assume an erythetic, or inflammatory condition. 

761. The prognosis is guided according to the general circumstances 
already laid down (par. 750) ; and it is to be especially noted, whether 
the patient can or cannot diminish the occasional causes, 

762. The treatment of these ulcers, which seems to me most satis- 
factory, is the following :—If the ulcer be without peculiar complication, 
and ifit havea good appearance, I make use, with rest and suitable support, 
of frequent bathings with lukewarm decoctions of chamomile flowers, 
and compression with sticking plaster, in the manner to be prescribed. 
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If the ulcer be torpid and foul, the limb must be kept in the horizontal 
position, warm fomentations of decoction of chamomile flowers, or solution 
of chloride of lime must be used; and when the ulcer has been thereby 
sufficiently cleansed, sticking plaster must be applied, according to 
Baynton’s plan. The sticking plaster, cut in strips of sufficient length, 
and according to the thread, is to be applied, beginning an inch below 
the ulcer, in ascending spiral turns, around the ailing part, till the ulcer 
is completely covered. Over this sticking plaster, should the leg be 
swathed to the knee with a linen bandage, in order to give moderate 
pressure to the whole part, which is especially necessary in varicose or 
cedematous state of the leg. According to the quantity of the pus 
secreted by the ulcer, is the plaster to be renewed daily, or after several 
days, by which the ulcer is properly cleansed ; and when scarring com- 
mences it is to be touched with a weak solution of sublimate. If the 
ulcers be accompanied with inflammation, erythism, or with any other com- 
plication, they must always be first brought back to their simple condition 
by preliminary treatment, before proceeding to swathe them in sticking, 
plaster. Ifthese be attended to, and the sticking plaster be applied 
with carefulness, no bad symptoms, no pain, no increased development of 
heat, (under which circumstance the part should be moistened with cold 
water as often as the increased heat seems to require it,) no excoriation, 
nor fresh ulceration, and the like, will be observed. If the ulcer, under 
this treatment, be reduced to a certain point, without seeming inclined to 
become further healed, or if it again become worse, the cause depends 
either on the insufficient support of the patient, specially in his too early 
moving about, or there is a general ailment in causal relation with the 
ulcer, or the ulcer has become habitual to the patient; and, according to 
these circumstances, the treatment must be directed. I have never ob- 
served with this treatment even in ulcers of fifteen or twenty years’ standing 
_ any symptoms arising from suppression of the usual secretions. 


UnprERwoop and Boyer (a) allow the patient to walk during the use of BaynrTon’s 
swathing with sticking plaster, and maintain that thereby a more firm and regular 
scar is produced ; as, on the contrary, the scar which is produced whilst the patient is 
kept quiet, easily breaks out again in standing and walking, on account of the stretching 
which it suffers in walking. 

In these ulcers all the aromatic and astringent remedies have been recommended for 
local use; bathing the ulcer and its neighbourhood with decoction of oak bark, of 
willow, of the leaves or shells of walnuts, of the leaves of plantain, of the herbs water- 
germander, or rue, either alone, or with tincture of myrrh and the like. When the secre- 
tion from the ulcer is considerable, it is best to apply the remedies in form of powder, thus, 
strewing with bark, oak bark, chamomile flowers with camphor, myrrh and the like; or 
stimulating salves and plasters, digestive ointment with camphor, red precipitate ointment 
and the like. 

When, on account of the peculiar state of the patient, neither rest nor swathing can 
be made use of, I employ, according to the degree of foulness of the ulcer, daily, a foot- 
bath of chamomile flowers or potash, and bind up the sore with a salve of ung. nutrit., 
and red precipitate ointment. : 

Rust (6), in chronic ulcers of the foot, employs the hunger-cure, (quarter portion 
daily,) and twice a-week a purge; on the following day a lukewarm bath, and cold 
fomentations of soft water to the ulcer. ; d 

[In the application of sticking plaster to ulcers, or indeed when the limb requires. 
support alone, it is much better to put it on in single straps like a Scurerus’s bandage, 
than in the spiral way here recommended. The advantage gained is its more close and 
regular application. As to the frequency of the dressing, I prefer its renewal every 


@ Rapport en conseil des hépitaux. Paris, 1831. 
(b) Magazin fiir die gesammte Heilkunde, vol. ix. p. 517. 
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day, whether the discharge be much or little, as by the patient’s movements it slackens, 
and does not give the necessary support, unless daily reapplied.—J. F. S.] 

763. With this local treatment must be connected internal treatment pro- 
portioned to the state of the patient. In weakness and want of tone 
strengthening remedies must be used; if there be stoppage of the bowels, 
which is very often connected with ulcers on the lower extremities, purga- 
tive and gently strengthening remedies with a regulated diet must be 
employed. The gratiola in suitable doses is advisable in these cases, as 
well also as when there is no stoppage in the bowels, but a general slug- 
gishness and phlegmatic habit. 

764. Relapses after the healing of atonic ulcers are very frequent, espe- 
cially if the occasional causes be not diminished. They usually break out 
in autumn orin winter. The best mode of preventing them is perseverance 
in moderate compression of the foot by a laced stocking of unyielding 
leather ; at the same time a proper diet is to be observed, and every violent 
motion of the foot to be avoided. 


IIl.—OF SCORBUTIC ULCERS. 


Anson, GrorGE, afterwards Lorp Anson, A Voyage round the World, in the years 
1740-4, London, 1748, 4to., contains the best account of Sea Scurvy. 

Linp, Jas., M. D., A Treatise on the Scurvy. Edinb., 1753. 8vo. 

Hug, Libellus de natura, causa et curatione Scorbuti. London, 1768. 

Mitmay, Sir Francis, Bart., An Enquiry into the source from whence the symptoms 


of Scurvy and of Putrid Fevers arise and into the seat which those affections occupy in 
the Animal Giconomy, &c. London, 1782. 8vo. 


Buang, G., M. D., Observations on the Diseases incident toSeamen. London, 1785. 
8vo. 


Trotter, THos., M. D., Observations on the Scurvy, &c. London, 1792. 8vo. 


765. Scorbutic Uleers ( Ulcera scorbutica, Lat. ; seorbutischen Giesch- 
wiire, Germ. ; Uleeres scorbutiques, Fr.) are always indications of more or 
less developed scurvy. The immediate cause of scurvy is a disposition in 
the blood and other juices to decomposition and breaking up with predomin- 
ating weakness of the capillary vascular system. Its symptoms are therefore 
all grounded on weakness, flabbiness, decay or entire destruction of the con-. 
tractility of parts, which especially show themselves in the vascular system. 

The natural colour of the skin fails, it becomes pale and puffy; the 
patient feels a general weakness, and tires with the slightest motion. 
The gums begin to be painful, swell and bleed on the slightest touch ; 
the breath stinks. Upon the surface of the body appear here and there, 
especially upon the feet, bluish spots of various size, which spread and 
often enlarge into streaks. In hot climates oedematous swellings of the 
limbs occur. Mostly there appear on the skin small swellings with blad- 
ders, which drop in and are followed by purple-coloured spots. Pains 
come on in the feet, swellings of the knee-joints, ulcers, and frequent bleed-. 
ings from the gums. The weakness becomes very great; the patient 
spits, coughs, and vomits blood; loses blood with his urine and by stool. 
The gums are often gangrenous; the blood is poured out in every inter- 
space ; old scars break out, and the weakness from repeated bleeding is so 
great that the patient faints on the least movement. He dies either in 
such fainting or of consumption. 
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766. Scorbutic ulcers are generally flat, their edges and circumference 
cedematous, swollen, and bluish ; their bottom dirty, beset with fungous 
granulations, and bleeds on the slightest touch. The ichor flowing from 
the sore is thin, mingled with blackish blood, and very stinking. The 
neighbouring bone is often attacked and destroyed. They usually occur on 
the gums, on the calves of the legs, and thighs, either in distinct patches 
in severe scurvy, or from other ulcers, if a general scorbutic disposition 
exist. 

767. The occasional causes of scurvy are, want of oxygenated air, 
moist foggy air, bad food, sluggishness, want of exercise or too great 
exertion. These causes mostly show themselves after long sea voyages 
on the coast of the North Sea (Sea Scurvy.) The influence, however, of 
similar evil influences may produce scurvy on shore in men of phlegmatic 
temperaments, who live in damp dull dwellings and feed on bad food. 
The land scurvy is therefore observed, especially in time of scarcity, in 
besieged towns and the like. A condition similar to scurvy has been also 
observed after the immoderate use of mercury. 

[The land scurvy here mentioned is the chronic form of Purpura hemorrhagica of 
BATEMAN (a), who says, that “it appears occasionally, and in its severest and fatal 
form, where none of these circumstances ever existed; for instance, in young persons 
living in the country and previously enjoying good health, with all the necessaries and 
comforts of life. This circumstance tends greatly to obscure the pathology of the 
disease; for it not only renders the operation of these alleged causes extremely 
questionable, but it seems to establish an essential difference in the origin and nature 
of the disorder, from that of scurvy, (the true scurvy formerly prevalent among seamen 
in long voyages,) to which the majority of writers have contented themselves with 
referring it. In scurvy the tenderness of the superficial vessels appears to originate 
from deficiency of nutriment, and the disease is removed by resorting to wholesome 
and nutritious food, especially to fresh vegetables, and acids ; while in many cases of 
Purpura, the same diet and medicine have been taken abundantly, without the smallest 
alleviation of the complaint.” (p. 110-11.)] 


768. The cwre of scorbutic ulcers requires, before everything else, the 
removal of the scorbutic diathesis upon which they depend, by the change 
of moist foggy air for warm pure air, by the use of better food, especially of 
acid fruits, by an active mode of life, with moving about in the open air, 
Further by the use of nasturtium aquaticum, cochlearia, beccabunga. 
vegetable and mineral acids, alum, aromatic bitter remedies, as the calamus, 
marsh trefoil, bark, and the like; at the same time rubbing the whole 
body with spirituous remedies should be advised ; even washing with cold 
water, by which the parts are again endowed with their lost elasticity, and - 
the coagulability of the blood is increased. 

769. Upon the ulcers themselves strong astringent remedies are to be 
applied, bark with alum, camphor, myrrh, alum in astringent decoctions, 
gum kino dissolved in red wine. 'THEDEN’s arquebusade water, fixed air, 
charcoal with bark, myrrh, alum, storax, astringent decoctions, with acids. 
Swathing the limb on which the ulcer is situated with bandages moistened 
with strengthening remedies is of especial use. 

Gargles of bark, decoctions of oak or willow bark, of garden sage with 
spirit of scurvy grass or alum, and touching with diluted muriatic or sul- 
phuric acid and honey, are the best applications against swellings and 
ulcers of the gums. 


(a) Practical Synopsis of Cutaneous Diseases. Second Edit., 1813. 8vo. 
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770. Serofulous Ulcers (Ulcera scrofulosa, Lat.; serophulisen Ges- 
chwiire, Germ. ; Uleéres scrofuleux, Fr.) are indications of more or less 
developed scrofulous disease. They originate in nutrition varying from 
the natural type, in consequence of which bad preparation of the blood 
and unnatural mingling of the lymph, irregularity in the circulation of 
the latter, obstruction and swelling of the glands ensue. 

771. Scrofulous disease is in general a peculiarity of youth; children 
come into the world with a predisposition to it, and the disease after- 
wards develops itself especially in bad nursing, want of cleanliness, bad 
food, and so on, ‘This disposition shows itself under two forms :— 

1. The children are sprightly, of slight bodily form, very active, their 
skin white, their cheeks red, their eyes sparkling and lively, their form 
beautifully rounded, their hair blonde, brown, fine and curly; they have 
especially very great excitability. 

2. There appear weakness, flabby, lymphatic habit, bloatedness, espe- 
cially of the face, the lips are turned up, the angles of the jaws strongly 
prominent. Such persons are slowly developed, suffer from want of 
nourishment, frequently from blennorrhea, from eruptions of the skin, in 
which scrofula shows itself in its most revolting form, and its character 
is torpor. 

772. Scrofula when developed gives rise to important diseases ; con- 
tinued inflammation and blennorrhea of the mucous membranes, eruptions 
of the skin, swelling and suppuration of the glands, atrophy, consumption, 
swelling and suppuration of the bones and joints. 

773. Scrofulous sores occur either when the swollen glands inflame and 
break, or the skin inflames at various independent spots and ulcerates. 
They are usually free from pain, their edges hard, irregular, and over- 
hanging; the circumference and the swelling itself are pale or violet red ; 
the bottom is here and there marked with streaks of tough lymph, and 
the pus is thin. Such are scrofulous glandular swellings or a scrofulous 
habit. 

774. The healing of scrofulous sores depends upon the improvement of 
the constitution, which may be expected if there be no destruction of im- 
portant parts, and no great accompanying weakness. Scrofula frequently 
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disappears as the development of the body advances, particularly at the 
time of puberty, and in females frequently at the first pregnancy. 

775. The cure of scrofula requires especially a good dietetic treatment, 
strengthening and easily digestible diet, fresh air, cleanliness, and so on. 
The medical treatment to be employed is either strengthening or such as 
acts specifically on the lymphatic system: bark, calamus, willow or chestnut 
bark, bitter extracts, acorn coffee, steel, the various mercurial and anti- 
monial preparations, muriate of barytes, cicuta, belladonna, duleamara, 
the alkalies, burnt sponge, iodine, cod-liver oil, and so on. The remedies 
acting on the lymphatic and vascular system are especially suitable in 
lymphatic habits and large glandular swellings. The remedies men- 
tioned must be differently combined with each other according to the 
patient’s condition, and their favourable operation must be specially sup- 
ported from time to time by purges of calomel and rhubarb or jalap. The 
use of the bath, particularly baths of aromatic herbs or wine, sulphur, 
steel, or salt water, are of remarkable benefit, especially if connected with 
rubbing of the whole body with flannel or spirituous remedies. 

776. Attempts should be made to disperse glandular swellings by fric- 
tion with volatile liniments, mercurial ointment with camphor and caustic 
spirits of ammonia; by irritating plasters, the emp. mercuriale, de cicuté 
cum ammoniaco, saponatum, with camphor, opium, ox gall, and so on, and 
when in a very chronic state with iodine ointment. The same remedies 
are to be used for the disperson of the hardness generally surrounding scro- 
fulous ulcers. If these swellings be accompanied with inflammation and 
pain, the repeated applications of a few leeches is advisable, with mercurial 
ointment, and the use of dry, or, in great tension, of moist warmth. 

If the scrofulous ulcers have a torpid character, with the astringent de- 
coctions of bark, elm or chestnut rind, and of green walnut shells, must be 
joined the extract of cicuta, belladonna, or chamomile; with solution of 
_ sublimate or lunar caustic with the above-mentioned additions, with red 
precipitate ointment, with ung. nutrit., and the like. ‘The scarring is 
much hastened by frequent touching with lunar caustic, and the removal of 
the quite loose and overhanging edges of the skin. In inflamed and very 
painful condition of the ulcer, warm fomentations must be applied over the 
sore, accompanied with a soothing and corresponding dietetic treatment. 

Of late iodine (1) and cod-liveroil (2) have been considered especially 
important remedies against the various scrofulous affections. 

(1) Lucot (a) holds that the continued use of iodine is the most certain remedy against 
scrofulous affections. He has never observed any ill consequence from persisting in 
the use of this remedy for any length of time; this happens only in the use of the 
common tinctura iodine. If oppression at the pit of the stomach come on, the iodine 
must be put aside, and some ounces of bark wine given. 

The forms prescribed by Lucon are,— . 

BR iodine gr.3—2—gr.j., aq. destill. tb.j. R potass. todid. Ziv.i—v.—vi., todine 


—WM. ut fiat mist ; quotidie captand. Div.—xiv.—xvj., axung. recent. tb.j.— Tere 
R iodine gr.ij—iij.—iv. aq. destill. 1. j. simul, ut fiat ung.; bis die part. affect. 
infric. ' 


—M. ut fiat lot. ; assidueve frequenterve ad- 
hibend. 

Besides using these remedies the patient should observe a proper dietetic regimen, and 
be about in the open air. 

For baths for children, the solution in the proper quantity of water should be of four 
degrees of strength; 1, to six ounces of distilled water, two scruples of iodine, and four 


(a) Mémoires sur l'emploi del’Iode danslesMa- Academie par Serres, MacEnpiz, et DumERin. 
ladies Scrofuleuses; precede du rapport fait 4 Paris, 1828. 
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of iodide of potash; 2, two and a-half scruples of iodine, and five scruples of iodide of 
potash ; 3, three scruples of iodine, and six scruples of iodide of potash ; 4, four scruples 
of iodine, and eight scruples of iodide of potash. For adults, to a similar quantity of 
water, 1, two drams of iodine, and four drams of iodide of potash; 2, two and a-half 
drams of iodine, and five drams of iodide of potash; 3, three drams of iodine, and six 
drams of iodide of potash; 4, four drams of iodine, and eight drams of iodide of potash. 
The fourth degree Lucot does not employ, the third being the strongest he uses. 

This, according to Lucot (a), is the most efficient and certain mode of curing scrofula, 
and the conditions depending on it. My own observations, as well as those of other 
medical men, completely correspond with the advantage of this treatment (0). 

(2) The cod-liver oil is to be given twice a-day, beginning with one table spoonful, and 
gradually increasing it up to six; to children it must be given in proportionate smaller 
doses. ‘To get rid of the filthy taste, the mouth should be rinsed immediately before 
taking it, with cold water or with brandy, and directly after it is' swallowed, a cup of 
herb tea, of lentain, cinnamon, or Seville orange flower should be drank. The external 
application of the oil in way of friction, is also very efficient for the dispersion of swel- 
lings. To be effectual, the oil must be given for a long time. Children always 
take it willingly, and invariably better than adults, who generally cannot overcome 
their antipathy to it. After the use of the oil, as well as after the use of iodine, more 
powerful digestion, better appetite, and even actual voracity, have been noticed. 
Although chemical observations have given different results as to whether iodine be 
contained in the oil or not, there appears to be no doubt that the various kinds of oil as 
met with in commerce, have given rise to the various results, as the true cod-liver 
oil does contain iodine, but the white oil usually does not, the latter not being cod-liver 
oil, but seal oil; the former only therefore should be ordered. Hence may be explained 
the various opinions of numerous physicians on the operation of the oil (c). 

Fresh walnut leaves and their decoction have of late been particularly recommended 
against scrofula; two or three cups of the infusion of the fresh leaves daily, with syrup 
or honey. Also night and morning pills of three and a-half grains of the extract 
of the leaves, or a table spoonful of the syrup prepared from the same extract. 
NEGRIER (d). The frequently remarkable effect of PoLiin1’s decoction is to be prin- 
cipally ascribed to the walnut shells it contains. 

[RussELL observes, that “ in the treatment of scrofulous ulcers under the ordinary 
circumstances of the complaint, the simplest and mildest dressings answer best. 
When the patients are using a course of sea-bathing, it is usual to wash the sore with 
sea-water over and above the momentary application of the sea-water during the im- 
mersion of the whole body. Cold spring-water is likewise a favourite application with 
many practitioners; and from much observation, it appears that the operation of cold 
is well-suited to counteract the state of inflammation which accompanies scrofulous 
sores.” (p. 105.) Burns is also of the same opinion as to the use of cold water, but 
couples it with pressure by adhesive straps. If the sore require stimulating, black 
wash with or without mucilage of acacia, and with or without tincture of opium, is a 
very excellent application. But oftentimes these scrofulous sores are quite unmanage- 
able, and will not be soothed or healed with any application. Under these circum- 
stances our entire reliance rests on the improvement of the constitution, simultaneously 
with which the sores mend. 

I scarcely ever use iodine, except as iodide of potash, which is a most excellent 
medicine, either employed internally or externally. I commonly give from three to 
five grains of the iodide twice a day, either in an ounce and a half of compound in- 
fusion of gentian with a drachm of any warm aromatic tincture, or in four ounces 
of compound decoction of sarsaparilla, and to either vehicle add a drachm of syrup of 
poppies, which it is well to commence with, as it will generally prevent the nausea. 
which frequently occurs without it. Occasionally, after taking the iodide of potash 
for some days, salivation is produced, which I have observed again and again. And 


(a) Mémoires sur l’emploi de l’Iode et des‘bains BreRA, Saggio clinico sul Iodio, &c. Padua, 
iodures. 1822. 8vo. 

(6) Mtuurr, Ueber die arzneiliche Wirkung und (c) Brereup, Der Stockfisch-Leberthran in natur = 
Anwendung der Jodine. Wiirzburg, 1832. historischer, chemischer, und pharmaceutischer 

Kunz, Ueber die Anwendung der Jodine inScro- __ Hinsicht, besonders aber seine Heilwirkungen in 
phuldsen Krankheiten nach eigenen Erfahrungen rheumatischen und scrophuliésen Krankheitsfor- 
und mit vorziiglicher Beriichsichtigung der Ver- men. Hamm, 1835. 8vo. 
suche und Beobactungen Dr. Lucot’s; in Rust’s (d) Mémoires sur le Traitement des Affections 
Magazin, vol. xxxvii. p. 61. Scrofuleuses par les préparations de Feuilles de 


HANKE, Ueber die med. Wirkung des Jods; in Noyer ; in Archives Géneralesde Médecine, Third 
Journal von GRAEFE und von WALTHER, Vol. xxvi. Series, vol. x. p. 399. vol. xi. p. 41. (Fourth Series) ~ 
pt. iv. p. 445. vol. iv. p. 133. 
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sometimes it disagrees with the stomach and the patient loses appetite and becomes 
worse instead of better. Under either of these circumstances it must be left off. 
When used as an ointment, a drachm of the salt to an ounce of lard is a very useful 
application ; more commonly employed, however, to glandular swellings than to sores. 
It is best applied either simply spread upon lint, or by dressing the surface after the 
removal of the cuticle by a blister. Either of these modes is preferable to rubbing the 
ointment in, for frequently when the skin is thin and the patient irritable, after three or 
four rubbings the skin inflames, the cuticle cracks and it is necessary to withhold the 
application to prevent the establishment of a sore. 

Some Surgeons are fond of painting enlarged scrofulous glands with tincture of 
iodine, which very commonly blisters the skin; or if it do not, it destroys the cuticle, 
which flakes off in large pieces. I do not think it a very efficient remedy, though 
by some so esteemed. 

I have given cod-liver oil several times with much advantage ; but it is abominably 
nauseous, and as it owes its efficacy to the iodine it contains, it is certainly preferable 
to give the iodine in some more agreeable form.—J. F. 8.] 


777. The scrofulous inflammation of the upper lip, nose, and cheeks, 
which often leads, by ulceration, to considerable destruction, in which the 
cartilages of the nose shrivel, is, with simultaneous general treatment, not 
so easily checked and diminished with anything, as by bathing with 
decoction of solanum nigrum, alone, or with the addition of sublimate or 
repeated touchings with nitrate of silver. When the scrofula is very inve- 
terate and connected with considerable degeneration, a satisfactory change 
in the whole body, and a cure, can alone be effected by either of the last- 
mentioned modes of treatment, by the hunger-cure, by the smear-cure, 
ZITTMANN’S decoction, and the like. 
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778. Gouty Ulcers (Ulecera arthritica, Lat.; arthretischen Geschwiire, 
Germ. ; Udcéres arthritiques, Fr.) are consequent on the existence of gout 
in the body, with which they are more manifestly or secretly connected. 
They are usually superficial, their bottom is wide, reddish brown, smooth, 
contracted, and seemingly very deep, from the wasting of the cellular 
tissue, and from the union of the skin with the underlying fibrous tissues ; 
they secrete a quantity of serous fluid, which corrodes the parts surround- 
ing the ulcer, and not rarely blackens the linen. Their edges are mostly 
irregular, pale, and hard, but under inflammation rosy and painful. They 
become worse periodically, from bad air, or the gouty affections become 
worse on the incipient improvement of the ulcer. 

779. These ulcers occur either from accidental injury during general 
gouty affections, or after gouty inflammation and swelling, which run into 
ulceration ; they are therefore situated mostly in the lower extremities, 
and in the neighbourhood of joints. Their diagnosis is generally easy, 
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though it may be difficult, if the patient, excepting the ulcers, have not 
suffered any decided gout. In these cases the symptoms must be espe- 
cially attended to, which usually accompany anomalous gout, as disturbed 
functions of the bowels and liver, unnatural urinary secretion, irritating, 
often periodically wandering pains in the limbs; also blennorrhea, erup- 
tions of the skin and the like, which are often closely connected with the 
ulcer. 

780. These ulcers are generally very stubborn; are often kept up by 
the deposition of chalky masses ; their cure must therefore be undertaken 
with great care, because the patient is liable to the danger of a metastasis. 

781. In treating arthritic ulcers the general affection must always be 
attended to. Above all, the patient’s mode of living must be specially 
regulated, frequently the very contrary to the previous course directed, 
and therefore a change to a diet sometimes with more meat, but more 
frequently to a more simple vegetable food, with suitable exercise. Ac- 
cording to the different character of the gout, means must be employed 
which either promote or diminish the perspiration and the flow of urine. 
MrnpereEr’s spirit, antimonial wine, aconite, guiaicum, camphor, the 
various preparations of antimony, the alkalies, the vinum seminis colchici, 
and so on; or bitter strengthening remedies, the calmus, bark, bitter 
extracts, steel, or the more opening and purging remedies. Baths, 
especially those containing sulphur, are of very great use. 

The vinum sem. colchic. autumn. I have proved to be generally the most efficient remedy 
against gout and rheumatic affections. The result of my observations and experience 


on this remedy, that its efficiency depends on the increased production of uric acid in 
the urine during its use (a), has been fully confirmed by the experiments of Lewin (0). 


7892. The local treatment of the ulcer is guided in part by the general 
treatment. Ifthe ulcer have an inflammatory character, it must, in addi- 
tion to the removal of all irritants and proper general treatment, be 
covered merely with a dry warm vegetable poultice; all moist and wet 
remedies must be avoided. If the ulcer, as is commonly the case, have a 
torpid character, it must be covered with mercurial or cicuta plaster, with 
empl. de minio with camphor and opium, a powder of bark, camphor, and 
white sugar is to be daily strewed upon the sore, rubbing in mercurial 
ointment with camphor around the wound, and swathing the part with 
waxed taffeta, or the application of camphorated bags of vegetables. 
Scumucuer’s plaster of assafeetida, soap, ammoniacum, and vinegar of 
squills often does good service, even when there is accompanying expo- 
sure of bone. In this treatment derivation must also be kept up at the 
same time with issues, setons, and the like. 

If the ulcers do not heal, their cure must not be forced by contracting 
and drying remedies. The ground of their stubbornness often depends on 
local complication ; they may be even incurable, if seated in parts which 
are already completely disorganized. 

The earthy masses (urate of soda) often, in gout, deposited in the joints, in the 
cellular tissue, or in the mucous bags, is consequent on repeated inflammation and effu- 
sion thereon dependent. If they be in any quantity, the motion is more or less dis- 
turbed, and by their irritation, or by a fresh attack of gout, inflammation and sup- 
puration are produced, the skin breaks, and the chalk-like mass is gradually discharged. 


A dry piece of this substance often penetrates the skin, and remains as an excrescence, 
without exciting inflammation and suppuration. If the collection of these masses produce 


(a) Heidel, klin. Annal., 1827, vol. iii, p. 345. and therapeutical effects of Colchicum autumnale ; 
(b) Rosert Lewin, jun., On the physiological in Edinburgh Medical and Surgical Journ., No. 148. 
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inflammation, it must be got rid of by mild treatment. If they be observed beneath 
the skin, the swelling must be opened; we do not then endeavour to press out the 
earthy masses ; they gradually discharge themselves with the pus, by the continued use 
of softening poultices. If the inflammation be abated, the removal of the earthy mass 
may be often facilitated by taking away part of the overlying skin. If a large ulcer 
be formed with a deposit of this kind at its bottom, it is best removed by the application 
of caustic remedies, by which the cells containing the earthy matter are destroyed (a). 


OF IMPETIGINOUS ULCERS. 

783. Among Impetiginous Uleers (Ulcera impetiginosa, Lat. ; im- 
petigindsen Geschwiire, Germ.: Ulceres impetigineux, Fr.) are to be 
considered those which form, in their course, chronic eruptions of the skin. 
Hereto belong the herpetic ulcer, the scalled head, milk-crust, and itch. 
These ulcers are to be considered throughout as symptoms of chronic 
eruption of the skin, and are determined by the great degree and long 
continuation of the eruption, by its easy recession from one part, and 
fixing upon another, or by mechanical influences, itch, and the like. 

784. The actual causes of chronic eruptions are, principally, a bad con- 
dition of the digestive organs, stagnation in the portal system and liver, dis- 
turbance of the secretions, dyscrasy, the use of bad, putrid and acrid 
victuals and drink, residence in foul air, want of cleanliness, dirty employ- 
ments, working among wool, acrid remedies and contagion operating on 
the skin. Hence impetiginous ulcers may be divided into, 1, the simply 
local ; 2, into those which are connected with general causes ; and, 3, those 
originating from contagion. 

785. The treatment of impetiginous ulcers must vary according to the 
condition of the ulcer, and the causes upon which the eruption depends. 
If the ulcers be inflamed and painful, the general treatment must be to 
diminish irritation and to soothe. A more strict antiphlogistie plan of 
treatment is indeed rarely necessary ; a suitable dietetic regimen, and the 
use of cooling purgatives, are ordinarily proper. According to the variety 
of the cause, the remedies to be employed must be sometimes solvent, 
sometimes for the improvement of the digestion and assimilation, sometimes 
for the restoration of the suppressed secretions. As in the constitutional, 
though not contagious eruptions, a morbid matter is produced and in a 
manner thrown off, we must assist its separation by the natural drains, the 
skin, the urinary organs, and the alimentary canal. The remedies which 
effect this object are especially sulphur, and its various preparations, anti- 
monials, decoctions of woods, dulcamara, sassafras, juniper, sarsaparilla, 
carex arenaria, mezereon, pansy, and the like. In very old eruptions, 
and in considerable degeneration of the skin, mercurials, sublimate, 
and arsenic are especially useful; and the cure may often be effected 
merely by remedies entering into and altering the whole constitution, as 
the friction-cure, the hunger-cure, ZITTMANN’s decoction, and the like, 
hereafter to be mentioned. 

786. The local treatment must have special reference to the state of the 
inflammation, and so long as that continues, mild applications and salves, 
luke-warm baths and the like can alone be used. If the irritation have 
subsided, so long as the internal cause is unremoved, the local remedies 
must be used with caution, because relapse and destruction are easily pro- 


(a) Moore, J., On Gouty Concretions or Chalk- Ung, A., Ib., vol. xxiv. p.30, recommends espe- 
stones; in Medico-Chirurg. Transactions, vol. i. cially the benzoic acid, up toa scruple, after meal- 
p. 112. time. 
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duced. Sulphur, sublimate, red and white precipitate, alkalies, and the 
like especially may be used as ointments, solutions, and baths. If the skin 
be completely degenerated, the application of caustic, and the entire de- 
struction of the diseased part of the skin is often necessary. In this treat- 
ment attention must be paid to cleanliness and suitable diet, each of the 
above-described ailments must be diminished, and a derivation kept up by 
issues, setons, and so on. 


A.—OF HERPETIC ULCERS. 
Rousset, H. F. A., Dissert. de variis herpetum speciebus, causis, symptomatibus. 
Cadom., 1779. 8vo.; in ScHLEGEL’s Thesaurus path. therapeut., vol. ii. p. 1. 
PoupartT, Traité des Dartres, 1782. 12mo. 
ConraD, J., Zusitze zu Pourart’s Abhandlung von den Flechten. Strasburg, 1785. 
Miuuenrrort, Dissert. de Ulceribus esthiomenis eorumque methodo medendi 
rationali. Kilon, 1795. 


Henster, P. G., De herpete seu formica veterum labis veneree non prorsus experte. 
Kilon, 1801. 8vo. 

Trestus, W.G., Theorie der flechtenartigen Ausschlige. Ein Versuch zur niheren 
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Rayer, P., Traité théorique et pratique des Maladies de la Peau, &c., 2 vols. Paris, 
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Scutss, L., Dissert.de Lupo. Hale, 1831. 
The Works of BATEMAN, SCHEDEL and CAZENAVE, on Diseases of the Skin. 


787. Herpetic Ulcers (Ulceera herpetica, Lat.; flechtenartigen Ge- 
schwiiren, Germ.) are characterized by the following appearances :—at 
first there is perceived on some part of the skin, inflammation or little 
bladders, whence are produced crusts or scabs which subsequently either 
scale off like bran, or fall off in larger pieces, and expose an inflamed 
patch of the skin, from whence exudes a fluid of peculiar smell and colour, 
which drying, fresh crusts are produced, and these again fall off. ‘These 
ulcerations generally do not penetrate deeply, but readily spread on the 
surface, and are usually accompanied with much burning and itching. 

If the herpes spread over a large surface of the body, the perspiration 
is diminished, the nourishment is disturbed, the action of the bowels 
stopped, and at last hardening of the bowels, hectic fever, swelling of the 
feet and so on are produced. 

788. Herpes (Lichen, Serpigo, Lat.; Flechte, Germ.) is divided, ac- 
cording to its form, into Herpes furfuraceus, crustaceus, squamosus, pus- 
tulosus, phlyctenoides, erythemoides, according as at the onset it is con- 
nected with bran-like scales, crusts, pustules, blisters, or inflammation. It 
is called eating herpes (Herpes exedens, rodens, phagadenicus, Lupus, 
Lat.; fressende Flechte, Germ.) when the ulceration (generally situated 
on the tip of the nose, on the cheeks and lips) spreads quickly ; in this 
case the parts are eaten away and often considerably destroyed by an acrid 
fluid beneath a thick scab, or where thick brown or blackish scabs are 
formed upon roundish sores with bluish edges, dirty colour, and sur- 
rounding swelling, which enlarge and eat away the parts without secretion 
of ichor, as it were by dissolving them. When a pustulous eruption dries 
to a hard scab upon the hairy part of the chin and cheeks it is called 
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Herpes mentagra. The division of herpetic eruptions according to their 
external form is of little consequence, as they are remarkably changeable. 

789. It is uncertain whether the proximate cause of herpetic eruptions 
consists in a specific dyscrasy, whether it be the same in all herpetic 
diseases, or whether upon its difference depends the peculiar form of the 
herpes. Some kinds, especially the eating kind, cannot in its advanced 
degree be denied to be contagious. 

The disposition to herpes which may also be hereditary, depends com- 
monly on a peculiar delicacy and sensibility of the skin, in which usually 
Herpes furfuraceus consists; the herpes mostly shows itself in those 
parts which are very sensible and are much exposed to the air, therefore 
especially on the face and hands. The remote causes are frequently stop- 
pages in the intestines of the belly, especially faulty action of the liver, sup- 
pression of the natural or long-continued discharges, heemorrhoids, sweat- 
ing of the feet, the monthly purification and the like, diminished secretion 
of the skin and kidneys especially in elderly persons, previous acute 
eruptions of the skin or acute diseases especially. Further, uncleanliness, 
neglected cleansing of the skin, irritation of the skin from rough, espe- 
eially from woollen clothing, or from working among wool; the use of 
very acrid food and drink. ‘This herpes is often complicated with scro- 
fulous, syphilitic, or gouty affections, and these seem to be its especial 
causes ; although they can be less distinguished by the peculiar form of 
the eruption and ulcer, than by the general symptoms belonging to them. 
in hot climates herpes is more frequent than in cold; in our region 
it is more especially developed in summer ; in the winter it often subsides 
entirely or remains stationary. 


From what has been said, it is clear why the repulsion, or imperfect development 
of herpes, may bring about dangerous symptoms, inflammation and pain in the internal 
parts, spasms, convulsions, apoplexy, palsy, sudden death, stoppage in the bowels, dropsy, 
_ consumption, and so on. 

VEIEL (@) has proposed a division of herpes, which is extremely important, both as 
regards the generic development and the treatment. According to his views, herpetic 
eruptions are either direct effluvia from the blood or diseased changes of the several 
organs of the skin. They are in part hereditary, derived from ancestors, and deeply 
rooted in the organism; in part acquired—that is, are the spontaneous crises of various 
diseases, as gout, rheumatism, and so on, or diseases consequent on acute and contagious 
exanthemata, as scarlet fever, itch, and so on. : 

The blood-herpetic eruptions are primarily produced by an apparently fluid deposit 
beneath or on the skin, as the reflection of disturbance in the mixing of the blood, as the 
immediate effluvia from the extremities of the blood-vessels. The herpetic eruptions of the 
skin are secondary changes of the structure of the layers of the skin, produced first of 
all, by a disease of the actual organ of the skin, in which either the blood selects this 
organ as a depot, or in which it is spontaneously diseased. The blood-herpes is usually 
hereditary, shows itself in the development of the teeth as Strophulus and obstinate 
Porrigo ; before puberty commonly as scrofula, especially as scrofulous ophthalmia ; after 
it, as herpes, and finally as gout. The skin-herpes mostly acquired, occur as con- 
sequent of other eruptions, porrigo, itch, nettle rash; the blood-herpes, especially 
Eczema chronicum and Porrigo, from checking of the perspiration, from the mode of 
living, and so on. Blood-herpes is variable; it subsides and appears without discernible 
cause, and spreads suddenly ; it prefers the vascular and richly glandular parts of the 
body, and selects bladders or pustules as its special form. ‘The skin-herpes spreads 
constantly and obstinately, prefers the extending sides of the joint, and presents itself 
in scales and imperfect. 

The blood-herpes, as a semicritical result of deficient mixing of the blood, repelled 
by external remedies, may produce dangerous consequences from metastasis, whilst skin- 


(a) Ansichten iiber Flechten in Allgemeinen; in Casper’s Wochenschrift fur die ges. Heilkunde, 
May, 1842 
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herpes, cured by external remedies, has no such dangerous consequences. The relapse 
of blood herpes commonly arises without any distinguishable cause or disease, especially 
after influenza; that of skin herpes after want of food, suspension of perspiration, after 
rheumatic fever, and so on. Blood-herpes depends, 1, on the quantitative mispro- 
portion of the blood: a, with excess of albumen, the moist herpes, Eczema chronicum, 
in which a group of capillary vessels pour out serum, whereby the cuticle is raised into 
bladders which seem. to be grouped; b, with excess of fibrin the pustular herpes, 
Impetigo, in which serum containing fibrin is poured from the vessels of the corion 
into the tissue, whereby single, cellular pustules are produced: in milk-crust there is 
only modification from the child’s age; c, with excess of salts of the blood, the salt 
flux, Eczema impetiginotdes pedum, in which salt serum is poured forth from the veins 
of the skin beneath it, which reddens, destroys it, and only on the edges forms distinct 
vesicles; d, with excess of serum, chronic vesicular eruption, Pemphigus, chronic nettle 
rash, chronic tetters, in which an effusion of water in the cells of the corton form the 
tubercles or papules of lichen, the tooth-rash, Strophulus: 2, on qualitative mispro- 
portion; a, from itch complicated with Eczema, Prurigo, or Scabies spuria, in which not 
groups of vessels, but only single twigs pour out serum and form distinct, scarcely 
perceptible vesicles beneath the cuticle; 6, from the poison of Tinea, complicated with 
Impetigo, Porrigo adultorum mucosa, little pustules on the skin of the head. Skin-herpes 
depends—1, on disease of the glands which form the skin: a, there is only a diseased 
scaly cuticle secreted, without the participation of the dermal tissue in the disease ; 
little herpetic eruptions, Pityriasis, Icthyosis, and Squammositas cutis; b, an unna- 
tural scale of skin may be deposited on the diseased corion; a dry scaly-herpes, 
Psoriasis ; c, a deposit of unnatural scales on the diseased corion, and diseased under 
skin, and cellular tissue in a circular eruption, Lepra; if the cellular tissue be not 
merely inflamed but degenerated, it is Elephantiasis; 2, from disease of the per- 
spiratory glands, Miliaria chronica: 3, from disease of the sebacious glands, Acne : 
4, from disease of the roots of the hair, Sycosis: 5, from disease of the subcutaneous 
cellular tissue; a, this gradually shrinks, thereby affects the glands of the skin, so 
that the cuticle exfoliates in a diseased state, finally the corion is destroyed, and 
the entire spot sinks in, becomes smooth, glossy, transparent, forms on the edge little 
vesicles connected with the subcuticular cellular tissue, which ulcerate superficially ; 
superficial eating herpes, superficial Lupus ; 6, the subcutaneous cellular tissue suppu- 
rates, produces tubercles and pustules, which freely burst through the cuticle, suppura- 
ting deep-eating herpes, Lupus ulceratus ; c, single and, subsequently, confluent tubercles 
which raise the corion and cuticle, the Lupus hypertrophicus. 


790. The cure of herpetic ulcers first requires the removal of the 
cause. In stoppage of the bowels, laxative and opening remedies are to 
be given; in diminished secretion from the skin and kidneys it must be en- 
deavoured to reproduce them; in scrofulous, syphilitic, or any other com- 
plication, the treatment will direct the contrary ; as the mode of living 
changes if it be in causal relation to the herpes, the mode of living must 
be especially regulated, in most cases less animal and more vegetable food, 
but in others more strengthening though always simple diet must be 
prescribed. 

In general the following medicines are anti-herpetic:—antimony, mercury, sulphur 
alone, or connected with the other ; aethiops antimonialis, ethiops mineralis, calomel with 
sulphur auratum, graphit (a), iodine, cod-liver oil; further, drinks operating on the skin 
and kidneys, especially if the secretion of urine be sparing or dropsical accumulations 
have been already produced; decoction of dulcamara, of various kinds of woods, the 

ola tricolor, lign. junipert, cortex mezeret, tinctura cantharidis, and the like. If the 
skin be very much inflamed, flowers of sulphur, with cream of tartar and guiaicum. 

791. The external treatment, which especially requires attention, and 
in all cases in which the herpes depends on internal causes, only after 
previous internal treatment, must be directed by the condition of the 
ulcers. If these be inflamed and painful, merely lukewarm water and 
mild salves or fomentations are to be employed. When the inflamma- 


‘ (a) We1nuoxp, K. A., der Graphit, oder neuentdecktes Heilmittel wider die Flechten. Meissen, 18]2. 
VO. 
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tion has diminished, sulphur baths, solution of sublimate, the phagedenic 
water, red or white precipitate ointment, flowers of sulphur, with fat or 
with soap and water, mercurial ointment, unguentum citrinum, oxygena- 
tum, graphit salve, a solution of nitrate of silver, and the like are to be 
used ; in old herpetic eruptions the douche with sulphur water, or a blister 
upon the part of the eruption to destroy it completely, which may be 
effected by often touching with nitrate of silver. Sulphur with soap and 
water nade up into a liniment and a solution of sublimate I have found 
more effectual than all other remedies. In this treatment derivation 
with issues or setons and strict dietetic regimen is always necessary. If 
symptoms arise from metastasis of the herpes, it must be reproduced as 
quickly as possible. In habitual herpes, where frequently all remedies 
are employed in vain, bathing of the part on which the herpes is situated 
in a decoction of almond bran is very serviceable. In very deep-rooted 
and wide spread herpetic eruption, when the skin is much changed, the 
sublimate baths (a), the hunger-cure, and ZrrrmMann’s decoction are very 
efficient. In such cases, arsenic internally and externally is recom- 
mended. The Herpes exedens on the face is often alone cured by com- 
pletely destroying the diseased part with caustic, and best by HELLMuND’s 
remedy (6). 


B.—OF SCALLED HEAD. 
Frank, J. P., Epitome de curandis hominum morbis, book iv. p. 87. 
GautoT, L.S., Dissert. sur la Teigne. Paris, 1802. 
ALIBERT, above cited, first book. 


792. Under the term Scalled Head { Tinea (ec) Capitis, Lat.; Kopfgrind, 
Germ.; Yeigne, Fr.) are included the ulcers situated in the skin of the 
hairy part of the head, covered with crusts of various thickness and 
colour and accompanied with a secretion of an often peculiarly smelling 
ichor. Previous to the formation of these ulcers, there occurs a more 
or less severe smarting, redness and often swelling on some part of the 
head not unfrequently accompanied with swelling of the glands in the 
neck and headache. ‘These symptoms increase and then among the hairs 
are observed sometimes pustules or vesicles, surrounded with an inflamed 
edge, sometimes circumscribed, pea-shaped swellings, which are white 
and yellowish at their tip. When these burst an ichorous fluid pours out, 
mats the hair together, and when it dries forms crusts, beneath which 
the ichor collects, the skin is destroyed; considerable pain and swell- 
ing of the glands of the neck are produced ; and usually many lice are 
generated. 

793. According to the different forms of scalled head are distinguished : 

1. Tinea favosa.—From the little pustules are produced by drying up 
of the matter contained in them yellowish crusts, often isolated and round, 
often by running together of considerable extent, with their centre in- 
dented, their edges raised, and accompanied with painful itching and secre- 
tion of ichor, having the smell of cat’s urine. When of long standing all 
the ulcerated places are covered with thick white crusts, which stick fast, 
and the intervening skin is covered with branny scales. The ichor collects 

(a) v- WEDEKIND; in HureLanp’s Journal, (c) Bareman and the modern English writers 


1822. August. prefer the genuine term Porrigo used by Cexsus 
(b) Rust’s Magazin, vol. xix. pt. i. p. 59. to Tinea proposed by Sauvagzs. : 
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between these crusts, and frequently destroys the skin even to the bone. 
Similar crusts are often formed on the face and other parts. If the crusts 
be removed, the skin is found inflamed, and a clammy fluid exudes from it. 

2. Tinea granulata.—This is characterized by small, tubercular, irre- 
gular crusts, sometimes gray, sometimes grayish, without depression at 
their tip, usually situated on the upper hinder part of the head, sur- 
rounded with branlike scales, and accompanied with a nauseous secretion 
having the smell of rancid butter or putrid milk. These tubercles, not 
deeply penetrating in the skin, cause painful smarting, spread very rarely 
upon some parts of the face, but never on other parts. 

3. Tinea furfuracea.—Upon the hairy part of the head are formed 
branny, whitish, more or less thick scales, which are sometimes quite dry, 
sometimes accompanied with a secretion of a filthy smelling, viscous fluid, 
and with painful itching. They spread frequently on the forehead, and 
eyebrows. 

4. Tinea asbestina.—Commonly upon the fore and upper part of the 
head, scales are produced, silvery white, glossy, resembling asbestos, which 
mat the hair together, and cover its whole length, but are accompanied 
with little pain, and scarcely any secretion. 

5. Tinea muciflua.—Pustules or little abscesses arise, pouring out when 
they burst a yellowish viscous fluid, which dries into whitish yellow crusts. 
A mucoid fluid, resembling spoiled honey, flows out in quantity and mats 
the hair together. These ulcerations generally spread over the whole face. 

794. If the scalled head be of long continuance, or have been neglected, 
it often produces considerable destruction of the skin of the head, loss of 
the hair, disturbance of nutrition, suspension of the development of the 
body, diseased changes of the nails and the like. In Tinea muciflua there 
is often general falling away when the secretion diminishes, and the pre- 
vious good health only returns when it reappears. 

795. Scalled head occurs usually in children about ten years old ; but 
the Tinea muciflua commonly shows itself during lactation. Scalled head, 
however, often also occurs later, especially Tinea favosa; but Tinea asbes- 
tina is peculiar to adults. 

The proximate cause of scalled head is an inflammation of the skin, on 
which the diseased secretion depends, and by the drying up of the secreted 
fluid the crusts are produced. ‘The occasional causes may be, in children 
the too great flow of blood to the head, too nourishing food, milk from a 
debauched, diseased wet nurse, uncleanliness, living in bad damp air, irrita- 
tion of the head from lice, and its too warm covering; also scrofulous or 
syphilitic dyscrasies, and contagion, which, though not always, may under 
certain circumstances occur. 

796. Scalled head is in many cases to be considered as a healthy dis- 
charge, and its sudden suppression dangerous. The difficulty of curing it 
depends on the variety of its causes. If it be easily removable, frequently 
a simple local treatment is sufficient for its cure; but if it depend on a 
scrofulous or syphilitic dyscrasy its cure is always difficult. It often first 
subsides at the period of puberty. 

797. The treatment of scalled head is as various as its causes. The 
diet must, therefore, often be changed ; attention paid to fresh air and 
exercise ; special cleanliness observed ; slightly aperient, diluent remedies, 
especially purifying the skin, and in scrofulous and syphilitic dyscrasies — 
their antidotes are recommended. 
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798. The local treatment must lessen the irritation, loosen the crusts, 
and cleanse the sores. ‘This must be effected by frequent washing of the 
head with softening decoctions, by rubbing in mild salves, fresh butter, 
sulphur-flowers and hog’s lard, by softening poultices of mallows and 
hemlock. This treatment, with at the same time cleaning the head with 
combing, or cutting off the matted hair and removing the lice. If the 
ulcers be obstinate, sulphur ointment must be used, or a solution of subli- 
mate employed. This local, with internal treatment, corresponding to 
the general state of the patient, and a properly regulated diet, has up to 
the present answered to my wishes in all cases. Other remedies that 
have been recommended are, solution of sublimate with verdigris, solu- 
tion of liver of sulphur, decoction of tobacco, red and white precipitate 
Ointment, unguentum oxygenatum, egyptiacum, citrinum, solution of sul- 
phate of potash with lime water, soap and spirits of wine, and so on. In 
very obstinate cases, according to AsTrruc and others, a plaster of gum 

mmoniacum and vinegar, thickly spread on leather, and applied for six 
or eight weeks, will effect the cure. The pulling out the hairs with 
forceps, or with strips of sticking plaster, is rarely, and only necessary 
when by their irritation they keep up the sore. The sudden tearing off 
of a pitch plaster, applied over the whole head, and therewith the sudden 
removal of the hair is objectionable. When the scalled head has continued 
a long while, artificial sores must be produced by mezereon, issues, and so 
on, before the cure can be effected. 


C.—OF MILK-CRUST. 


Strack, C., De Crusta lactea infantum, ejusdemque specifico remedio. Dissert. 
altera prem. ornat. Frft.,1779. 12mo. 

Wicumann’s Ideen zur Diagnostik, vol. i. p. 43. 

AUTENRIETH, Versuche fiir die praktische Heilkunde aus den klinischen Anstalten 
zu Tubingen, vol. i. pt. ii. 

799. Milk-crust (Crusta lactea, Tinea faciet, Lat.; Milchborke, 
Germ.; Croite laiteuse, Fr.) consists in smarting spreading ulcers, which 
arise from little vesicles on the cheeks, ears, forehead, or chin; these burst 
and pour out a yellowish fluid, which dries into white or yellowish crusts. 
The discharge from the ulceration is sometimes trifling, sometimes con- 
siderable. 'The eruption spreads gradually over the whole face, with which 
usually inflammation of the eyes is set up, even over part of the head, the 
neck, and other parts, and the child wastes in consequence of the continual 
restlessness. | 

When this eruption is more moist and eating, great smarting is pro- 
duced from little blisters like pimples, slightly raised above the skin, and 
dusky, which soon spreading on the face and other parts, form dusky 
crusts; and the children, from their continual uneasiness, often waste, 
become feverish and miserable. The disease is, in this form, called Crusta 
serpiginosa. 

800. Crusta lactea is generally a disease void of danger, and of inde- 
finite duration, not unfrequently subsides of itself, (in which case the 
urine is turbid and smells like cat’s urine,) and recedes without scarring. 
It occurs generally in infancy, but also in children from four to seven 
years of age, and even later. Its causes are too copious nourishment, 
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fulness of humours, (in which cases the disease is salutary, and its quick 
suppression may cause dangerous symptoms,) bad state of the chyle, teeth- 
ing, and scrofulous disposition. 

Crusta serpiginosa is always consequent on a complication of Crusta 
lactea, with a syphilitic or herpetic disposition inherited from the parents, 
or imbibed by the child from its nurse. It is always a serious disease, 
may endure long, and produce dangerous symptoms. 

AUTENRIETH, thinks that the itch lies at the bottom of the Crusta serpiginosa, and that 
the latter is an itch of sucking children. This opinion is, in general, unfounded; for 


itch in its perfect form is often found in sucking children, without Crusta serpiginosa, 
and the latter again may be found without any causal relation with itch. 


801. ‘The treatment of milk crust is local and general, and must be 
guided according to the cause. ‘The food of the child must be changed, 
the state of the nurse’s health improved by suitable remedies, another 
nurse obtained, or the child weaned if the latter be not possible. 

If there be acidity in the prime vie, magnesia is to be given; and in 
scrofulous diseases the remedies antidotal to it. In slight cases this 
treatment often effects the cure; but if it be insufficient, pansy is to 
be given, either as decoction of half a drachm of the fresh plant, with 
milk, morning and evening; or half a drachm of the dried plant in 
powder, with milk, or mixed with pap. In obstinate cases, or in Crusta 
serpiginosa, the preparations of antimony, of sulphur, or mercury, may 
be used, cautiously, according to the age and constitution of the patient ; 
as well also as other remedies which purify the skin. In the local treat- 
ment care is always necessary, in order not to suppress the secretion too 
quickly ; but after long continuance it must be specially attended to. For 
loosening the scabs, cream, mild salves, oil, softening decoctions are to 
be used, and then washing with sublimate water. In great sensibility of 
the skin and spreading of the ulcers, an ointment composed of flowers of 
zinc, white precipitate, with olive oil and lime water, a solution of liver 
of sulphur, and the like. Sulphur baths, also, in these cases do good 
service. 

von WEDEKIND (a) thinks the use of the herba jacee inefficient. Dabbing the sore 
twice a-day with sublimate water will always effect a cure, at the utmost in four 
weeks, without injuring the health. If swelling of the glands, and sores in the neck, 


remain after the eruption is completely gone, these parts must be carefully washed 
with sublimate water; but rarely is ethiops antimonialis necessary. 


es 
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WENZEL, K., Die wahre Kratze, mit besonderer Beruchsichtigung ihrer unrichtigen 
und unheilstiftenden Behandlungsarten als eine Quelle zahlloser fiirchtbarer Nachkrank- 
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802. The Itch (Scabies, Psora, Lat.; Krdtze, Germ. ; Gale, Fr.) con- 
sists in an eruption of vesicles which, sometimes small and millet-shaped, 
are filled with transparent fluid, sometimes are larger and filled with thick 
pus-like matter, somewhat inflamed at their circumference, and mostly at 
first occurring between the fingers, on the wrists, and on the joints; 
gradually they spread over the whole body, and burn and smart severely 
after the person is heated, or during the night. The vesicles either dry 
up and crust, (Dry Itch, Scabies sicca,) or they burn and pour out an 
acrid fluid which corrodes the parts (Moist Itch, Scabies humida.) 

If the itch be neglected or suppressed, many vesicles often arise at one 
part, run together, burst and discharge an acrid ichor, which seizing on 
the neighbouring parts, considerable ulcers are often in consequence pro- 
duced, which are covered with scabs; between these the acrid fluid 
penetrates; their edge is thick, and their circumference covered with itch- 
pustules (Itch Ulcers, Ulcera scabiosa.) 'The appearance of these ulcers, 
the previous existence of the itch, which has been quickly suppressed, 
or the still existing eruption, render the diagnosis easy. 

[Kraus (a) states that itch may exist in persons who wash themselves often, or who 
have very tough skins, without any eruption; the itching and the power of communi- 
cation may be present, but no visible sign of the disorder may exist, except the burrows 
of the insect. | 

803. The cause of itch is a contagious matter which can only produce 
the disease by immediate and somewhat long-continued contact of a 
person affected with the itch, or by substances, as clothes, bedding, and 
the like, infected with the contagion. Thesusceptibility for this contagion 
varies, but it is favoured by uncleanliness, living in bad air, bad food, 
and the like; from which circumstances itch is very common in work- 
houses, among’ the poor, in dirty hospitals, in certain businesses, and so 
on. As to the itch-mite found in the pus of the itch-pustule, and which 
some consider as the cause of the disease, others as secondarily developed 
in the itch-pustule, opinions are not yet alike, even after the careful 
inquiries of late made. 

The so-called False Itch (Scabies spuria, symptomatica) indeed re- 
sembles the true disease in its appearance ; it does not, however, usually 
first show itself between the fingers, does not smart so much in warmth, 
is not contagious, but may be so, and under certain circumstances runs 
into true itch. In most cases it seems to be a kind of herpes, arises 
particularly in great uncleanliness, in bad feeding, in living in bad air, 
after the suppression of the usual discharges in persons who have been 
subject from early years to stoppage in the bowels, scrofula, or gout, in 
spring time, and during recovery from inflammatory diseases. On the 
outbreak of itch other diseases often disappear (Scabies critica.) 


(a) Casper’s Wochenschrift, July, 1840.—Forses’s British and Foreign Medical Review, vol. x. p. 564, 
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The ttch-mite, (Acarus scarabe@i,) which, described formerly (1), and particularly 
by WicHMANN (a), could not be found by others, (BATEMAN, Baker, CANTON,) or 
has not been considered as the cause of itch, has, by the dispute between ALIBERT and 
Lucot, by ReEnuccr’s observations (6) confirming its existence, by the ingenious 
colonizing experiments which ALBIN Gras (c) instituted, and by the careful inquiries 
of Este (d) and others, of late become of considerable importance, as thereby the 
earlier contradictory statements are put to rights. From EBue’s observations especially, 
it results that the itch-mite is to be found neither in the lymph nor in the pus of an 
itch patient, and just as little within the vesicles or pustules; also never in Scabies 
pustulosa, but always in Scabies vesicularis alone, and even at that time only just prior to 
the formation of the vesicle and its being filled with serum. EsBLe in vain employed 
himself to find them elsewhere than between the fingers and on the wrist; they may, 
however, occur on other parts of the body. In perfectly round, well-defined and iso- 
lated vesicles the mite is sought in vain ; but, on the contrary, it is seen in vesicles farther 
advanced, which are only well-rounded and defined on one side, but on the other side 
have a distinct, dark, grayish, yellow canal, from three-fourths to one line longer, 
perhaps one-fifth of a line wider, also filled with a little serum, at the opposite blind 
end of which is found a little wee body, somewhat darker than the rest of the cuticle. 
If this canal be slit up with a cataract-knife without injuring the dusky body, the mite, 
a drop of pale serum, usually escapes, and if the back of the cataract-knife be attempted 
to be brought under the mite, it may be raised and put upon a glass, where it may be 
ascertained with a simple but strongly magnifying lens, whether you have before you 
the mite or a piece of epidermis, or dried lymph; for it shows the trunk and very hairy 
feet which are usually in motion. Under the microscope may be examined all the 
peculiarities shown by the mite, as WicHMANN had already given them, and the accurate 
engravings are only to be ascribed to the best microscopes (e). 

The number of itch-mites has no direct proportion to the intensity of the disease; 
generally there are but few itch-mites on a person affected with the itch; a hundred 
may, however, exist on the hands of a patient who has but few vesicles (f). 

Itch is produced only by the mite and not by the fluid of the pustule, and per- 
sons inoculated with pus from such pustules do not have the disease in consequence 
(Emery) (g). The itch-mite belongs to nocturnal animals, as it only wanders about 
at night, so contagion appears almost alone to be effected by sleeping with an itch 
patient (AUBE) (A). 

It is important as regards determining the inoculation of itch by transplanting the 
mite, that the mite can only be found in the itch which has not been treated with 
external remedies, although the itch continues ; also that single itch-mites may be trans- 
ferred, but no itch produced, whilst it appears after the translation of a large number 
(Gras.) ‘The number of mites has also no proportion to the number of pustules ; they 
are not found in the pustular form, although that is as contagious as the vesicular (7). 


[(1) Our countryman, THomas Movrret, the author and editor of the Theatrum 
Insectorum, London, 1634, fol., says that ABINzOAR or AVENZOAR, a Spanish-Arabian 
Physician of Seville, who lived in the twelfth century, was the first who described the 
itch-mites as acart, little lice that creep under the skin of the hands, legs and feet, 
causing pustules full of fluid. He also quotes JouBERT, who called them sirones, or 
mites concealed under the cuticle, beneath which they creep like moles, gnawing and 
causing a troblesome itching. But Mourrer himself saw them, and remarks that their 
habitation is not in the pustule, but near it; which statement was subsequently proved 
by Linna&us and Dr. Apams. And he also observes, that they cannot be lice as they 
live under the cuticle, which lice do not (7). Hyacinta CrEstont, at the latter end of 
the seventeenth century, made a careful examination of the itch-mite; an account of | 
which is given by Bonomo in a letter to the celebrated entomologist, Rep1 (). 


(f) Gras; in Annales des Sciences Naturelles, 


(a) Aétiologie der Kritze. Hannov., 1791. Second 
Edit. vol. vi. p. 122. 


(b) Gazette des Hépitaux. Paris, 1834. Gazette 
Medicale. Paris, 1834. 

(c) Recherches sur l’Acarus ou Sarcopte de la 
Gale de Vhomme. Paris, 1834. 

(d) Ueber die existenz der Kratzmilbe; in Jahrb. 
des éstr. Staates. Neueste Folg, vol. ix. p. 3. 

(e) Raspari, Mémoire comparatif sur l’Histoire 
Naturelle de l’'Insecte dela Gale. Paris, 1834, Svo. 
~—Froriep’s Atlas zu Hautkrankheiten, book vy. 
pt.ii. Weimar, 1837.—Hx1Lanp, Dissert. de Acaro 
humans. Berol.,1836. 8vo. 


(g) Beureny’s Allgem. Repertor der aus]. Jour- 
naliste, Jan. 1835.—K6HLER in Med. Vereins- 
zeitung fir Preussen. 1836. No. 9, 41. 

(A) Considerations générales sur la Gale et 1’In- 
sect quila produit. Paris, 1836. 

(i) Penrzuin, upon Scabies vera ; in von GRAEFE 
und WauTHER’s Journal, vol. xxiv. p. 176. 

(j) Krrsy and Spence, Introduction to Entomo- 
logy, vol. i. p. 92. 

(Rk) Observations sur les Cirons ou Insectes de la 
Peau des Galeux ; in Collect. Academ. Etrangére de 
Paris, vol. iv. p. 574. 


TREATMENT, 637 


(2) It must not be overlooked that, in 1812, Garis, Apothecary to the Hopital St. 
Louis (a), made some very extensive inquiries on the subject of itch, and examined with 
the microscope more than three hundred of these animals, taken from the itch vesicles, 
which were always of the same form, but had sometimes six, sometimes eight legs, 
depending, as he believed, on variety of development. He confined one of these mites 
with a watch-glass upon his hand, and observed it penetrating the cuticle; a few hours 
after which three vesicles appeared, and the intense itching left no doubt of the 

disease. | 

804. The itch is sometimes more easy, sometimes more difficult to cure, 
but never dangerous under proper treatment. If it be neglected, especially 
with continued uncleanliness, it often changes its form considerably, so 
that there are fewer pustules than thick scurf, and various degenerations 
of the skin, often resembling Lepra squamosa, with considerable thicken- 
ing of the skin and cellular tissue, and extensive ulceration, and as in pro- 
tracted ulcers, ( par. 749,) with the symptoms of long-continued general 
ailing, to wit, loss of appetite, weakness, hectic fever, swelling of the 
glands, and costiveness. If it be connected with other diseases, as scrofula, 
syphilis, scurvy, gout, rheumatism, and catarrh, it is always more obstinate 
and ill-conditioned. If suppressed quickly, asthma, inflammation of the 
lungs, consumption, dropsy, convulsions, blindness, diseases of the Joints, 
and the like, may ensue. 

805. In the treatment of itch, a simple and complicated form are dis- 
tinguished. In simple itch, when in an otherwise healthy person it has ex- 
isted for a longer or shorter time, it is always to be considered as a purely 
local complaint, and to be cured merely by local means. Complicated 
itch being in relation with the above-described general diseased conditions 
and dyscrasies, their treatment must be attended to. 

806. Simple itch is cured by any remedy which destroys the itch-pustule 
and produces such inflammation in the skin that the cuticle mortifies and 
is thrown off. On this circumstance may be explained the great number 
of remedies and modes of treatment recommended for the itch, which only 
operates when in their composition they have such substances as bring 
about the above-mentioned effects, or are so energetically rubbed in that 
the rubbing itself produces the same result. Externally, frequent washing 
with soap and water is recommended, soap baths, frequent change of the 
washes, and the greatest cleanliness, flowers of sulphur with soap and water, 
or as a salve with fat, alone or in connexion with precipitate of mercury, 
white vitriol, extract of lead, with laurel berries, with muriate of ammonia, 
and the like. Also ointments of manganese, of white and black hellebore, 
ung. oxygenatum, washes of solutions of sublimate, of white vitriol and 
liver of sulphur, the sulphur fumigation highly valued by Gass and 
Der Carro; the English mode of cure, in which the patient lies naked 
between blankets and has his whole body rubbed thrice a-day with an 
ounce of ointment of hog’s lard, soap, sulphur, nitre, and hellebore, and 
is put into a lukewarm bath only at the beginning and end of the cure ; 
and, lastly, the rubbing in of black or green soap. 

807. Friction, however, with Horn’s liniment and black soap is far 
preferable to all other modes of treatment. Both remedies are simple in 
their application, and cheap, and cleanliness can be easily preserved. 

Greasy salves are of all the remedies against the itch the most filthy, partly because, 


especially if they have been long kept in store in the apothecaries’ shops, they quickly 
dry up the itch and metastasis is produced; partly because their use is accompanied 


(a) Quoted at the head of the Article. 
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with much disagreeableness, and the observance of due cleanliness is scarcely possible. 
The wards of itch patients in hospitals where this mode of treatment is employed, 
give sufficient proof of this assertion, 

808. The liniment recommended by Horn (a), composed of one part 
of flowers of sulphur, two parts of black soap, and as much water as neces- 
sary to make a liniment, is to be rubbed in four times a-day to the 
amount of four to six drachms, on all parts affected with the itch and so 
smartly that the patient may feel a burning sensation and the diseased 
skin may spring off; at the same time, also, warm baths and the greatest 
cleanliness possible. 

The strenuous rubbing-in of this liniment, so that the above-mentioned symptoms 
may be excited, is in no case to be neglected, and therefore also in hospitals the friction 
is not to be left to the will of the patient, but is to be made under the observation of 
trustworthy attendants. I have, by attending to this circumstance, perfectly cured in a 
short time cases of inveterate itch which have withstood various kinds of treatment. 

809. FiscHEr (0) has proposed the application of smear soap (black or 
green soap, sapo viridis) in the following way :—The patient, quite naked, 
smears his whole body, in the morning, with from two and a half to three 
ounces of green soap, then puts on a clean fresh shirt and goes to bed 
from which he is not to get up till the cure is completed, except to eat and 
to go to the night-stool ; in the evening the same quantity of ointment is 
to be rubbed in as in the morning. On the second and third days two 
complete rubbings, each of two ounces, of the whole body are to be 
made, as well where the pock and smarting are, as where they are not. 
On the fourth day or after the sixth rubbing, the friction is to be con- 
tinued morning and evening but only on those parts where the eruption 
and smarting exist ; the same also on the fifth and sixth days; and from 
the fourth to the sixth day no more than four ounces are to be used. On 
the seventh day, when no more of the eruption and itching are observable, 
the morning rubbing is to be carefully used, but in the afternoon a general 
soap bath (of smear soap and warm water) is to be resorted to, which 
concludes the cure and the patient is to be provided with clean linen and 
clothes. If after the soap baths a few pocks of itch still show themselves 
here and there, they must be anointed a day or two longer and the patient 
must then bathe again. In summer he may be at once set at liberty, but 
in winter requires a day or two’s rest. During the cure no internal treat- 
ment is needed, his food must be simple, soup, pulse and meat; his 
drink water; the temperature of his room at all times of the year should 
be from 18° to 21° Réaumur [=about 72° to 81° Fanr. | 

810. The symptoms which occur during this treatment are the follow- 
ing. Some hours after the first rubbing there is tension of the skin with 
slight burning ; gradually the burning becomes more severe and at the 
third or fourth rubbing so great, that the irritable patient declares he 
feels as if he lay in the fire. The third day is usually the most painful ; 
the skin is then not merely red and inflamed but elevated into little close- 
set watery blisters with which the itch pustules become confluent. On 
the fourth the redness for the most part still remains, the little vesicles 
become here and there larger, in many parts crack and the skin turns off 
in plates as in true smooth scarlet fever. The patient suffers in the night 
only a little smarting. Merely on those parts where the rubbing has been 
less severe and the inflammation of the skin together with the watery 


(a) Oeffentliche Rechenschaft iiber meine zwilf- (b) GraF; in Heidelberger klinisch. Annalen, 
jahrige Dienstfiihrung, u.s.w. Berlin, 1818, p. 164. vol. vii. p. 554. 
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blisters not completly developed, do the old itch pustules partially re- 
main or re-appear. From the fifth to the sixth day, the inflammation, 
redness, and burning of the skin diminish, and the skin peels in such 
large masses, that parts of the body an inch broad and long become visi- 
ble, covered with quite new and perfectly clean epidermis. The sleep is 
quiet and the patient feels himself comfortable. In the bath the cuticle 
_comes off completely ; the new skin is free from eruption and what still 
remains of the old skin is already destroyed and peels off the next day 
without further assistance. 


GraF continues rubbing the skin with tallow made fluid every evening, for eight 
days, for the purpose of removing the tension which sometimes continues in the deli- 
cate young skin and to facilitate the scaling of still firmly attached old pieces of epi- 
dermis. In eruptions of many years standing, he first orders a purifying medicine of 
tartar emetic and sulphate of soda; and during the rubbing gives internally two doses 
of sulphur daily, and rubs in a day or two longer. In cases where, after some years, 
the itch still remains local, the soap alone is sufficient; but when the above-described 
general symptoms are present, suitable internal remedies must be employed. In seven 
days GraF (a) cured an elephantiasis spreading over the whole body. 

For the reasons above described the efficiency of this mode of treatment may be 
judged of, and to it may be added some methods which have recently been recommended 
as especially efficient. Vszin’s treatment, a lukewarm bath, in which the patient, 
standing, is to be rubbed over the whole body with warm water and black soap by 
means of a piece of coarse woollen stuff, with which care should be taken to rub 
off the existing itch-pustules and blisters. The patient is then, without further 
clothing, to be covered up in thick flannel and lie for twelve hours on a mattress 
provided with a pillow, and covered up, besides the cloak, with a woollen cloth. After 
the lapse of the appointed time he gives up his cloak and lying down, for the purpose 
of rubbing in, near the fire, a sufficient quantity of the following salve, sulph. depur. 
subtillissime pulv. 3 j. rad. helleb. alb. subl. pulv. 3ij. potass. nitr. subl. pulv. gr. x. sapon. 
nigr. 3j. adip. suill. Ziij. M., over the whole body and especially on those parts affected 
with the eruption, after which he puts on his cloak and resumes his former position. 
After twelve hours, this rubbing is to be repeated, and again after another twelve hours. 
When the fourth twelve hours have passed, the second and last bath is to be used, in 
which he remains as long as in the first; and the cure is completed. During the cure 
care must be taken that the temperature of the sick-chamber should be kept up to 
28°-30° Reaumur [=95° to 100° Faur.] The patient should then put on clean linen 
and his previously disinfected clothes. PENTZzLIN (b) uses tar soap, composed of one 
part of good fat tar, two parts of old salt butter melted together over a charcoal fire, and 
one part of finely powdered potash shaken into it whilst being stirred ; this the patient 
with the help of an assistant rubs over the whole body without overlooking a spot. After 
putting on a clean shirt the patient goes to bed and there continues at the second rubbing, 
which is to be done twenty-four hours after inasimilarmanner. After the first or second 
rubbing, the single pustules are observed to shrivel and form a flat smooth crust. Neither 
irritation nor inflammation of the skin is observed ; the patient, however, complains of a 
disagreeable sensation principally depending on the somewhat sticky nature of the oint- 
ment. After the fourth, and at latest after the seventh rubbing all the pustules are seen 
to be changed into thin, smooth, brownish crusts ; the rest of the skin appears smooth and 
natural. The patient must, however, have a purifying bath of 28° Rzaumur [=95’ 
Faunr. |, and after remaining in it some time and careful rubbing, the whole body is, ou 
leaving the bath, to be properly rubbed with green soap, and he is put to bed, where, by care- 
ful rubbing kept up with woollen cloths, everything attached to the skin is removed (c). 

[In the Belgian army liquid sulphuret of lime is used for the cure of the itch ac- 
cording to the following order :—“ Each patient is to be supplied with an ounce or an 
ounce and a half of liquid sulphuret of lime in a small pot. This quantity he is to 
rub carefully and slowly with his hands on every part that is covered with papule. 
If there be any papule on the back, another patient is to rub the liquid on that part. 
The operation is to be repeated three times in the twenty-four hours so that each pa- 
tient consumes three or four ounces of the sulphuret daily. A bath is to be taken every 
alternate day ; the frictions are to be suspended on that day. Fifteen frictions (or ten 

(a) Above cited. ; die Behandlungsarten der Kratze nach V«&zin, 


(b) Above cited. Fricke, und PFEUFFER; in Wiirtemb. Corre- 
(c) Dr, Serger, Vergleichende Versuche ber = spondenzblatt, 2839, July 29. 
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days’ use) are usually sufficient for the cure of the disease, if the medical officer in 
charge sees that the remedy is properly used. Preparation of the sulphuret of lime.— 
Take of sublimed sulphur 16 lbs. and of quick lime 32 lbs. and boil in 80 lbs. of 
water for three quarters of an hour. Let the mixture rest for some time until it 


settle, and then let the clear fluid be decanted off. Boil the residue afresh in about the — 


same quantity of water, treat it ina similar manner, and add this decoction to the first. 
Usually 140 lbs. of the sulphuret, at 12° by the areometer are thus obtained. If the 
liquid be more dense, it should be lowered to this standard by the addition of rain 
water (a).] 

811. In Complicated Itch the local treatment must be preceded by, or 
accompanied with the internal remedies in part already mentioned, sulphur 
alone, or with antimony, purgatives, woody drinks, and the like. If the 
itch by its long continuance have very much weakened the patient, or if a 
scrofulous, syphilitic, scorbutic, gouty, or rheumatic dyscrasy exist, the 
proper remedies for them must be employed. 

812. Itch ulcers may be bathed with sublimate water, aqua phage- 
denica, in addition to sulphur ointment, or any of the above-mentioned | 
salves. If these ulcers be of long continuance, it is advisable to establish 
issues before stopping them up, which in a very old itch is especially not 
to be neglected. 

813. If the itch be quickly suppressed, we must endeavour to restore 
the eruption by blisters, by rubbing of tartar emetic ointment, washing 
and rubbing the skin with irritating remedies, and even by inoculating 
the itch; at the same time also external remedies acting on the skin, 
especially sulphur and antimony, must be used. 
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814. Venereal Ulcers, Chancres, (Ulcera Venerea, Syphilitica, Lat. ; 
Schanker, Germ. ; Chanceres, Fr.,) are distinguished as primary and se- 
condary (1); the former are consequent on the inoculation of venereal 
poison and occur at the place of infection; the latter are symptoms of 


general infection of the body (2). 


[(1) The terms venereal ulcers, chancres, here used indiscriminately by CHELIUs in 
reference to both primary and secondary sores, are incorrect. All the sores which re- 
sult from impure connexion are venereal, in the common acceptation, but all venereal 
sores are not chancres; therefore to name them chancres produces an erroneous im- 
pression of their nature, and should be avoided. The employment of the title, chancre, 
to sores whether primary or secondary is also improper, for although the primary sore, 
to which alone English Surgeons, following the authority of Joun Hunrer restrict the 
name, chancre, may infect the constitution and cause secondary sores and other symp- 
toms, which, together, are by him designated lues venerea, yet the matter from a 
secondary sore will not produce chancre, as proved by HunTER’s experiment of in- 
oculating a man who had venereal blotches with matter from his own sores, and also 
with chancrous matter, in which case the former wounds healed up, but the latter be- 
came chancres. It is therefore preferable to give the name syphilis to the whole 
series of symptoms resulting from the communication of the poison of the Hunterian 
chancre, which is the primary manifestation of the disease, as the ulcers in the throat, 
the eruptions and sores on the skin, and affections of the bones are the secondary or 
constitutional results. ‘estates . 

(2) Joun Hunter says :—“ The venereal poison is capable of affecting the human body 
in two different ways; locally, that is in those parts only to which it is first applied 
and constitutionally, that is in consequence of the absorption of the venereal pus which 
affects parts while diffused in the circulation. * * * The local or first kind is what I 
have called immediate, arising immediately upon the application of venereal pus. Of 
this kind there are two sorts seemingly different from one another. In the first there 
is a formation of matter without a breach in the solids, called a gonorrhea. In the 
second there isa breach in the solids called a chancre. Neither of these two ways in 
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which the disease shows itself is owing to anything peculiar in the kind of poison 
applied, but to the difference in the parts contaminated.” (p. 24.) 

«The most important feature in the natural history of syphilis is,’ says LAWRENCE, 
“the progress of the complaint from one part of the body to another; the succession of 
symptoms it shows in successive organs and textures; the frequent renewal of the dis- 
ease in the same organs, or textures, after it has apparently ceased. Some forms of the 
disease are attended with considerable suffering, great local suffering and considerable 
constitutional disturbance. When we find that these symptoms are capable of showing 
themselves, from time to time, in different parts; when we find the disease come on 
again and again in the same part; when we find that those affections require, as they 
frequently do, the employment of vigorous and active means of treatment, which exert 
powerful influences on the animal economy, we cannot wonder that the constitution is 
frequently enfeebled by the disease, and that in some cases, patients ultimately sink 
under it. In this point of view, the nature of syphilis is sufficiently serious, though not 
so serious as formerly supposed.” (p. 723-24.) ] 


815. The operation of the venereal contagion pre-supposes a peculiar 
delicate structure of the part or a deprivation of its cuticle. Primary 
syphilitic sores therefore usually arise on the glans, and on the prepuce, on 
the buttocks, on the nipples, on the lips and tongue, according as the in- 
fection has occurred from connexion, from suckling children, from kissing, 
and the like. 

816. From two to four days, sometimes longer, sometimes shorter ANE 
after the communication of the venereal poison in an impure connexion, 
there appears on some part of the glans or prepuce in men, and on the labia 
or nymphe in women, a red inflamed spot, accompanied with a smarting sen- 
sation, and usually in men with frequent erection; this rises to a little 
vesicle filled with pale fluid, which after sometime breaks and leaves behind a 
superficial excoriation ; or a hard painful lump arises, which bursting forms 
a painful ulcer. These ulcerated spots enlarge, have more or less hard 
everted edges, surrounded with an inflamed edge, and having a foul larda- 
ceous bottom ; or they are often covered with scurf, are often very eating, or 
have everted but not hard edges. They spread more quickly or more 
slowly in breadth and depth, are more or less painful and inflamed, become 
sometimes even sloughy, cause considerable destruction, and often even 
bleeding (2). 

The pus secreted by venereal ulcers, is sometimes thin, sometimes of 
more consistent nature, of a yellowish-white or yellowish-green colour, 
and makes on white linen, spots like half-melted tallow. Its quantity is 
always more considerable than from the size of the ulcer might be ex- 
pected. After healing, scars remain, which have the same size as the pre- 
vious ulcers. 

[(1) Joan Hunter says :—“ I have known cases where the chancres have appeared 
twenty-four hours after the application of the matter, and I have known them seven 
weeks. * * * An officer in the army had a chancre break out upon him two months 
after he had had any connexion with a woman.” (p. 232.) 

Ricorp, in addition to this, observes that “ experience has shown him that on the 
third day of inoculation the pus of chancre became contagious and sometimes even on 
the second.” (p. 540.) 

(2) “This like most other inflammations which terminate in ulcers, begins, says 
Joun Huwnrer, “ first with an itching in the part; if it is the glans that is inflamed, 
generally a small pimple appears full of matter, without much hardness, or seeming 
inflammation, and with very little tumefaction, the glans not being so readily tumified 
from inflammation as many parts are, especially the prepuce; nor are the chancres 
attended with so much pain or inconvenience as those on the prepuce; but if upon the 
jfrenum, and more especially the prepuce, an inflammation more considerable than the 
former soon follows, or at least the effects of the inflammation are more extensive and 
visible. Those parts being composed of very loose cellular membrane, afford a ready 
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passage for the extravasated juices; continued sympathy also more readily takes place 
in them. The itching is gradually changed to pain; the surface of the prepuce is in 
some cases excoriated, and afterwards ulcerates ; in others a small pimple or abscess 
appears, as on the glans, which forms an ulcer. A thickening of the part comes on, 
which at first and while of the true venereal kind, is very circumscribed, not diffusing 
itself gradually and imperceptibly into the surrounding parts but terminating rather 
abruptly. Its base is hard and the edges a little prominent. When it begins on the 
Jrenim or near it, that part is very commonly wholly destroyed, or a hole is often 
ulcerated through it. * * * The original excoriation or wound may heal although con- 
taminated, and afterwards become a chancre. (p. 233.) 

LAWRENCE observes, that “ generally speaking, the process of ulceration in a syphilitic 
sore is not very rapid; it is rathera chronic kind of ulceration, though there is con- 
siderable difference in the various kinds of sores which belong to this disease. Usually 
speaking, the syphilitic sore is of a circular figure, but not necessarily so. The sores 
which are produced by the application of venereal poison to the external organs of 
generation are various in their appearance. We cannot describe one particular character 
of sore, as the result of venereal poison. We find that there are several, all of them 
seeming to be equally produced by that cause, and yet differing materially from each 
other in their characters.” He divides these sores into five kinds: Ist, the simple ve- 
nereal sore, (venerea vulgaris of Evans,) a superficial ulceration, taking place very 
commonly on the internal surface of the prepuce. Usually there is more than one ; 
generally a sore upon the corona glandis, frequently two, three, or four of them, in that 
situation just behind the prepuce; or such a number may form around the orifice of the 
prepuce itself. In the first place there is a degree of excoriation from ulcerative ab- 
sorption; after a certain time the excoriation thus produced is filled up, so that the sore 
becomes again level with the rest of the surface, the continuation of the reproductive 
process goes on, and produces an excess of substance in that particular part, so that it 
projects above the surrounding surface and then the part cicatrizes. These are the 
stages this sore goes through, and it will often occupy four, five or six weeks in pro- 
ceeding through the different stages. It is also very painful, and commonly the surface 
bleeds when the dressings are changed and the part is exposed. * * * Qnd, A venereal 
sore in which the margin of the ulceration is elevated, and a little indurated; * * * 
there is a roundish kind of margin ; the surface of the sore itself has something in it of 
a peculiar character, and the discharge from it is scanty in quantity; it bursts and 
forms a thin scab. 3rd, The indurated chancre, that is, a venereal ulceration taking 
place on an indurated basis, so that the margins of the sore and the basis on which it is 
formed present an unnatural hardness.” ‘This is Hunrer’s chancre, but LAWRENCE 
does not agree with his views in reference to the hardened base and edges being essential 
to the character of a true syphilitic sore. “4th, The phagadenic primary sore, pre- 
senting the removal of a part by ulcerative absorption ; the part has a sharp edge, is 
sometimes undermined, and the surface is irregular and ragged; there is an eating 
away, as the term implies, of the textures of the part; there is no formation of granula- 
tions ; there is nothing like an attempt at the reproductive process, and there is a thin 
ichorous and very offensive discharge from the sore. Sometimes this phagedenic 
ulceration extends slowly on the prepuce or glans, and greatly destroying those parts ; 
at other times it goes on with much more rapidity; the surface of the sore assumes a 
livid appearance; there is an ichorous discharge; the ulcerative process goes on, and it 
frequently destroys the whole of the organ. 5th, The sloughing or gangrenous chancre, 
where there is a loss of vitality, and the surface of the sore assumes a dark, black, and 
manifestly a sloughy appearance. The surrounding parts are highly inflamed in this 
case; there is considerable redness, swelling, and acute pain; there is also loss of vi- 
tality, and the ulcerative surface of the part that has sloughed is separated, and a fresh 
slough forms over the part ; thus the sore becomes rapidly larger and it spreads in every 
direction, until the part is destroyed by that kind of process constituting sloughing pha- 
gedena. * * * This sloughing change is found to take place under two different cireum- 
stances. We very commonly see it as the result of neglect and intemperance, in the cases of 
sores that may not have been sloughy originally, and where persons having primary syphi- 
litic sores take none of the precautions to get rid of them, but continue their occupations and 
go on with their intemperate habits, causing a high degree of inflammation to be super- 
induced upon a complaint which is of itself originally of an inflammatory nature ; but 
in other cases the sloughy state is observed from the very first; there is a high degree 
of constitutional disturbance under this form of change; there is a full and hard pulse, 
more particularly when it occurs in young robust persons; a white tongue, and in fact 
the general symptoms that characterize high inflammatory fever.” (p. 765-66.) ] 
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817. The pus of the ulcer is the special vehicle of the venereal con- 
tagion, the proximate nature of which is unknown, but by its absorption 
the general Venereal Disease or Pox (Syphilis universalis, Lues Venerea, 
Lat.; Lutseuche,Germ.; Vérole, Fr.) is produced, which is manifested 
by various signs. 


[Joun Hunrer’s assertion that the matter produced in gonorrhea and chancre is of the 
same kind, and that the only difference is that the one proceeds from a a secreting and 
the other from a non-secreting surface, having been already discussed, (pp. 163, 64,) 
and clearly refuted by the observations of BensamIn BELL, HERNANDEZ, Ricorp, and 
others, does not require further discussion, as it is now universally held that they are 
two distinct and independent diseases.—J. F. Ss. 

Various experiments have been made as to the effects of inoculating matter from pa- 
tients labouring under gonorrhea, or chancre, from sores on the genitals, supposed to 
be syphilitic, and from secondary sores on other parts of the body. Some of these were 
instituted by HunTER with a view to determine the identity of the poison of gonorrhea 
and chancre, which he considered he proved, though this opinion is now generally held 
to be erroneous; and also to ascertain whether the matter from primary and secondary 
sores was the same. But we are indebted to Ricorp for having proposed inoculation 
for the purpose of distinguishing syphilitic sores, whether primary or secondary, from 
doubtful sores, the situation and character of which might at first lead to the notion of 
their syphilitic nature, although in reality quite free from that disorder. The following 
are the very interesting and important observations he has made on this subject :— 

“ All the natural or morbid secretions of individuals reputed to be syphilitic have 
been examined by means of inoculation, and one single form has furnished constant re- 
sults, and that form is, the primitive ulcer, otherwise called chancre. The chancre, 
which is to the constitutional pox what the bite of the mad dog is to hydrophobia, does 
not produce always a specific pus, but at one certain epoch of its existence, and it is cer- 
tainly from not having appreciated this so simple fact, that the results of inoculation 
have been contested or appeared doubtful. It is very evident that the primitive syphi- 
litic ulcer cannot be the same at all its periods, and that it cannot arrive at scarring, if it 
do not at least pass to the state of a simple ulcer, by the destruction of the cause which 
tended to keep it up; but we must not require from these different phases, similar 
characters, corresponding results ; it is in the period of progress. or of the statu quo of 
the ulceration, whilst there is no attempt to scar, that the chanere secretes the venereal 
potson. 

“ The specific nature of the chancre is neither grounded in the organ actually ailing, 
nor in the vitality or functions and sympathetic reactions of this organ, nor yet in re- 
lation with the greater or less degree of inflammation which may accompany the ulcer- 
ation. Its seat has so little influence on the special nature of the chancre, that that 
disease cannot be regarded, without error, as peculiar to the generative organs. In re- 
ality, there is no part of the skin which cannot become its seat; no spot, in the requisite 
condition, and can be voluntarily fixed on, is safe from it; developed on other regions, 
than the generative organs, it still preserves all its characters without any exception. 
Thus the chancre of the tip of the finger, of the thigh, of the tongue, of the foot, (if it be 
not modified,) furnishes pus, inoculable, and capable of producing another chancre 
without the participation of the generative organs; whilst no other alteration of these 
organs is capable of re-producing a chanere, whatever may be its form, its extent, and the 
degree of the accompanying inflammation. * * * This fact then is established by experiment, 
and may the mere speculations of the closet dispute it? The chancre, whatever its seat, 
is the consequence of a specific pus, which it alone secretes, and which, as has been so 
well named trueleven, peculiar ferment, (veritable levain, ferment special, ) reproduces an 
identical disease wherever it is fitly deposited. 

“ But this particular leven, which has no specific action but when it determines an ulcer- 
ation, is produced only during that period of the chancre, which then almost makes, if the 
expression be permitted, an accidental virulent organ. In reality, as we have seen, the 
chancre has two very distinct phases; the first, to which the name still belongs, is that 
of growing or stationary ulceration, it is that which furnishes the peculiar pus; the 
second is, that of reparation, which only takes place by its passing to the state of simple 
ulceration, permitting the scarring or transformation on the spot, and furnishing no more 
specific virulent secretion. It may be imagined how important the distinction between 
these two periods of chancre is; for without it every thing is confusion, and the same 
ulceration which inoculated a few days before no longer giving contagious pus. We must 
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in on the uncertainty of the experiments, where on the contrary they are of great 
value. 

“ But if we take some of the secreted matter of a chancre, at the period we have pointed 
out, and convey it with a lancet beneath the epidermis, see what happens ; in the first 
twenty-four hours, the puncture, as in cow-pox, reddens; on the second or third day, it 
swells a little, and presents the appearance of a little papule encircled by a red areola ; 
on the third or fourth day, the epidermis, raised by a liquid more or less turbid, takes 
on a form, often vesicular, presenting on its tip a black point, resulting from the dying 
of the blood of the little puncture ; on the fourth or fifth day, the morbid secretion in- 
creases, becomes purulent, the pustular form is decided, and its depressed tone gives it 
the navel-like appearance which allies it to the pustule of small-pox. At this period 
the areola of which the extent and intensity had increased begins to subside or diminish, 
especially if the disease have not made progress; but after the fifth day, the subjacent 
tissues, which often have not yet been affected, or have been only slightly oedematous, in- 
filtrate and harden by the pouring out of a plastic lymph which is resistant to the touch, 
and has the elastic feel of certain cartilages; at last, usually after the sixth day, the pus 
thickens, the pustule wrinkles, and crusts soon begin to form. If these be not detached, 
they enlarge at their base, and rising by stratified layers, assume the form of a truncated 
cone with depressed top. If the crusts be detached, or drop off, an ulcer is found below, 
seated on a hard base, presenting a ground of which the depth is represented by the 
whole thickness of the skin, and of which the surface, white, more or less deeply tinged 
with gray, is formed by a lardaceous, sometimes by a pultaceous matter, or even by a 
false membrane which cannot be detached by wiping. The edges of the ulcer at this 
time sharply cut as by a circular punch, are, however, undermined to a greater or less 
extent, and present under a lens slight indentations and a surface similar to that of the 
ground ; their edge, the seat of a gorging and hardening corresponding to that of the 
base, presents a kind of ring of a reddish-brown colour, more or less tinged with violet, 
and which, more prominent than the neighbouring parts, so raises the edges by turning 
them a little out, as at first gives a funnel-shaped appearance to these ulcerations.” 
(p. 85-90.) ] . 

818. Swellings of the Glands (Bubones) in the neighbourhood of the 
ulcers, are in many cases to be considered as the first symptoms of general 
syphilis. They are caused by absorption of the venereal poison (¢dio- 
pathic buboes) ; but they may also be the consequence of a consensual 
irritation attacking them (sympathetic buboes.) They appear mostly in 
the glands of the groins, whilst the primary ulcer still remains on the 
generative organs, and usually when the inflammation in the ulcers is not 
very great, the ulcer not making progress or even after it has healed. The 
patient first feels a tension and pressure in the groin, and a hard painful 
swelling of one or several glands appears which may be pushed about beneath 
the skin, or is attached to it. ‘The swelling increases, the skin over it 
reddens, the pain becomes constant, and febrile symptoms are not unfre- 
quently set up. The bubo may disperse, but if the pain be severe and 
throbbing, its passage to suppuration is certain, when the swelling 
softens at its top, the skin bursts, and an ulcer is produced, with hard 
everted edges, and its foul bottom often beset with granulations. Burrow- » 
ing of pus and considerable destruction frequently take place. Buboes 
may even in a very high degree of inflammation and under dangerous in- 
ternal and external influences run into gangrene. 


[“ The true venereal bubo, in consequence of a chancre, is,” says JouN HUNTER, 
“most commonly confined to one gland. It keeps nearly its specific distance till sup- 
puration has taken place, and then becomes more diffused. It is rapid in its progress 
from inflammation to suppuration and ulceration. The suppuration is commonly large 
for the size of the gland, and but one abscess. The pain is very acute. The colour of 
the skin where the inflammation attacks is florid red.” (p. 285.) 

Ricorp has ascertained by inoculation that buboes are of seven kinds :—1st, The 
bubo may be simply inflammatory; a, by propagation of the inflammation, without 
reference to the particular nature of the primary cause of its production, whether a clap, 
a chancre, or every other lesion; b, by sympathetic reflection. 2nd, It may be viru- 
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lent, that is, dependent on the direct absorption of the specific matter of the syphilis, and 
then it is the strict consequence of chancre, the pus of which can alone produce it. 
3rd, It may be superficial or deep, or may appear in both forms. 4th, It may have its 
seat in the cellular tissue, in the lymphatic vessels or ganglions, separately or conjointly. 
5th, It may be acute or chronic. 6th, It may be preceded by the other symptoms called 
primary, or it may appear at once. 7th, When other symptoms have appeared before 
it, it may either follow them immediately, and then be only a successive symptom, or it 
may present itself at the period of the general symptoms of the pox, and constitute 
secondary bubo. * * * * Whenever an inflammation of the cellular tissue or of the 
lymphatic system of the inguino-crural or other regions has been consequent on any 
other cause than chancre, and suppuration has been the consequence, no result has been 
obtained by inoculation, whatever have been the period and the conditions under which 
the pus has been taken. Thence, for instance, when a clap has preceded the bubo, and 
suppuration has occurred, no inoculable pus is obtained ; it is only when preceded by a 
chancre that a specific pus capable of inoculation is furnished. But it is not sufficient 
that a chancre should have preceded the bubo, for the latter of necessity to furnish a 
specific pus; for that purpose the bubo must be neither the result of a simple sympa- 
thetic or successive inflammation, but there must have been absorption; but absorption, 
when it occurs after a chancre of the generative organs, affects only the superficial 
ganglions, and most commonly only one at a time, although more ganglions, either 
superficial or deep, may be inflamed or swollen at the same time, so that one ganglion 
actually presents all the characters of a virulent bubo, whilst the neighbouring ones, in 
which the inflammation has reached to suppuration, as well as the surrounding cellular 
tissue, present simple and not virulent characters. I was some time before I could well 
make out these conditions and explain why all the buboes would not inoculate, as those 
who had repeated my experiments without well knowing them, had asserted; and how 
it happened that a bubo of which the pus would not inoculate one day would do so on 
the following ; or why in a bubo with separate centres, and which might be called 
multilocular, one centre furnished inoculable pus and the other did not. I then set 
about being more exact in my experiments, and first inoculated all buboes, immediately, 
on opening them, with the first pus that escaped, and the result was negative, which 
explained M. CuLLERIER’s statement, who had perhaps only experimented under these 
circumstances, or with simple buboes. I then, at two, three, four, five days and more, 
after opening, took some pus from these same buboes, and then the pus exhibited in 
many instances positive results, and in others the inoculation continued to produce 
nothing. In the former case the centre, as well as the edges of the opening, delayed 
not to take on the characters of chancre, whilst in the latter the abscess followed the 
course of simple phlegmonous or lymphatic abscess to its cure. An important question 
then remained for decision, whether in the case where the pus of the bubo had not 
inoculated at the instant of the opening, it had not acquired its inoculable quality by 
contact with the air, or by the external mixture, after opening with the pus of a pre- 
existing chancre, or in some other manner. The solution appeared very difficult, when 
a patient came to me with a bubo following a chancre, and with large suppuration. 
I opened the abscess, but after having discharged the pus from the cellular tissue, I 
found in the middle of its centre a very large lymphatic gland fluctuating in its centre. 
This I opened, and with the pus it contained made an inoculation, and at the same time 
a similar one with pus from the neighbouring parts, that is, from the cellular tissue ; 
and whilst the pus from the ganglion produced the characteristic pustule, that from the 
cellular tissue produced nothing. * * * The same results were obtained by pus from 
the course of the lymphatic vessels. * * * But as to the deep ganglionic swellings 
called deep buboes, when they suppurate, which is much more rarely than the super- 
ficial, the pus furnished from them never inoculates, unless in a purulent ’ 
they are found after the cut bathed in the pus of a neighbouring chancre or by an in- 
fected superficial ganglion; but never in this case are the deep ganglions infected by 
absorption.” (p. 62-63; Fr. edit., p. 138-146.) 

Upon the question of the existence of syphilitic buboes, without primary sore, Hun- 
TER speaks with caution. He says, indeed, “the first and most simple mode (of absorp- 
tion) is where the matter either of a gonorrhea or chancre has only been applied to some 
sound surface without having produced any local effect on the part, but has been 
absorbed immediately upon its application.” Butalmost immediately after he observes :— 
“It must be allowed that this mode of absorption is very rare; and if we were to 
examine the parts very carefully, or inquire of the patient very strictly, probably a 
small chancre might be discovered to have been the cause, which I have more than once 
seen.” Another concludes, “ there is, however, no great reason why it should not 
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happen” (p. 274.) From these observations it is quite clear that HunTErR’s mind was 
not satisfied upon this point. 

Ricorp has also inquired into this subject, and observes :—“ If, however, it be true 
that after suspicious sexual connexion, the enlargements of the neighbouring ganglions 
of the generative organs become rarely primarily affected, there are, however, circum- 
stances in which it is impossible to find any suspicious antecedent or concomitant, and 
then we are forced to admit a primary bubo (bubo d’emblee.) When these enlargements 
are carefully examined without our being led into error by those which may resemble 
them, we find that they most commonly appear in the deep ganglions, and as frequently, 
even in those of the iliac fossa, or at least in the sub-aponeurotic ones of the thigh; that 
their course is often chronic; that they are long indolent, and have little disposition to 
suppurate; but it is very remarkable, that when they do suppurate, the pus they pro- 
duce will not inoculate: never as yet have I found a bubo embracing all the positive 
signs of an immediate bubo which produced inoculable pus. If to this important obser- 
vation be added, that after the exact researches which I have made, I have never found 
that immediate buboes, in the strict sense of the word, have been followed by general 
symptoms of pox, the importance of inoculation in this case will be evident.” Hence 
he concludes, that “a virulent bubo, or that from the absorption of the pus of chancre, 
is a symptom in every respect analogous to chancre as to its nature, and only differs in 
its seat; that virulent bubo is the only one which will inoculate; that the signs indi- 
cated by authors for distinguishing virulent bubo from the enlargements with which 
they are confounded, without exception, in the greater number of cases, serve only to 
establish a rational or probable diagnosis, and that inoculation alone can be consi- 
dered as the indisputable and pathognomic sign; and that if in a greater number of 
cases the precise diagnosis of a bubo were not absolutely necessary to direct the treatment 
and to form a prognosis of the coming chances to the patient, when there is question of 
a bubo being immediate, we should never neglect when suppuration has taken place, to 
examine it at every stage of its course, careful examination, close observation having 
proved that buboes which do not inoculate (when the experiments are properly made) 
are never followed by secondary symptoms, and that they also are not syphilitic ; whilst 
from other causes which often escape us, and without needing the pox, may give rise to 
enlargements of the lymphatic system of one region of the body as well as another; 
and that it would therefore be absurd to conclude that a bubo is necessarily syphilitic 
because it had appeared a short time after connexion.” (p. 67-9; Fr. Edit., p. 148-51.)] 


819. If the disease be general, it attacks especially either the skin, 
mucous membranes, or bones. The length of time from the origin of the 
local syphilitic symptoms to the outbreak of the general venereal dis- 
ease is different. Usually it occurs six weeks after the primary syphilitic 
affection ; a longer as well as a shorter space of time may, however, be 
observed. ‘The attack of the masked syphilis (lues larvata) can only be 
properly applied to this period, when, with a seeming cure of the primi- 
tive syphilitic affection, up to the outbreak of the general disease, no de- 
cided symptoms are manifest. ‘The appearance of the general syphilis is 
mostly accompanied with slight fever and with burning heat in the palms. 
of the hands. 

[** The venereal matter,” observes Joun Hunter, “ when taken into the constitution 
produces an irritation which is capable of being continued independent of a continuance 
of absorption ; and the constitution has no power of relief; therefore a lues venerea 
continues to increase. This circumstance is perhaps one of the best distinguishing 
marks of the lues venerea ; for in its ulcers and blotches, it is often imitated by other 
diseases which, not having this property, will therefore heal and break out again in 
some other part; diseases in which this happens show themselves not to be venereal ; 
however, we are not to conclude because they do not heal of themselves, and give way 
only to mercury, that therefore they are venereal, although this circumstance, joined 
to others, gives a strong presumption of their being such.” (p. 320.)] 

820. An Inflammation in the Mucous Membrane of the Throat most 
commonly shows itself as a seeming catarrhal affection, with stoppage in 
the nose, difficulty in swallowing, hoarseness, snuffling speech, and tears 
in the eyes. On internal examination of the throat, the mucous membrane 
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is found reddened, the tonsils and wvwla swollen; the redness, specially 
fixed on certain spots, is on others pale and discoloured. These places 
break up and run into ulcers, which are sufficiently characterized by their 
peculiar appearance. Vesicles often arise on the inside of the cheeks or 
at the corners of the mouth, which sometimes run into ulcers. These 
sores spread quickly, destroy the pendulous palate, attack the bones of the 
nose, produce a stinking secretion from it, (Ozena syphilitica,) caries, 
and destruction of the nose-bones. 


821. On the external skin syphilis appears as blotches, (Macula, Lat. ; 
Fllecken, Germ.; Taches, Fr.,) vesicles, (Vesieule, Lat.; Blitterchen, 
Germ.; Vésicules, Fr.,) or pustules, (Pustule, Lat.; Pusteln, Germ. ; 
Pustules, Fr.,) which are especially common on the face and forehead, (co- 
rona Veneris,) and at first have a pale but subsequently a copper-coloured 
redness. The pustules are surrounded with a reddish brown edge, are some- 
times single, sometimes collected in groups ; they often produce consi- 
derable burning, especially at night, and frequently run into ulcers which 
have purple edges, and secrete an ill-conditioned ichor; they usually 
increase only in breadth, though often in depth, and even attack the bones. 
Tf pustules occur on hairy parts, the hairs fall off; if beneath the nails, 
these fall off also, or are loosened by the ulcers, and the fresh growing 
nail is misshapen. These pustules often appear in form of small boils, 
which do not suppurate, but merely trickle. 


[Lawrence describes four forms of cutaneous syphilitic eruptions: “ 1st, The scaly 
eruption is one of the most common. The skin before the eruption appears exhibits 
a kind of mottled or marbled appearance all over the body. If you strip the patient, 
though the skin is seen in the natural state, yet there is a streaked or mottled appear- 
ance underneath ; there are little patches of red appearing through the cuticle, which 
give it that ‘appearance. Very soon you observe spots of a reddish brown, or what 
would be called a coppery colour on the skin; and this has always been the marked 
character of venereal eruption. These reddish-brown superficial discolorations of the 
skin soon become more deeply coloured. The cuticle covering them desquamates a 
little, becomes scaly, and the cuticle separates. The spots increase in size; they often 
run together, so that you have considerable patches of the skin in various parts of the 
body assuming this colour. In the end these discolorations generally are large in size 
and particularly vivid. - They have a bright coppery-red colour, and the cuticle over 
them becomes very scaly. ‘They are very strongly marked when they occur in the 
palms of the hands and soles of the feet; then the contrast of the colour of the diseased 
with the healthy skin is very strong; and the cuticle being thick, cracks and assumes a 
whitish appearance, and what would have come under the description of that which 
Wituan and Bareman call syphilitic lepra or syphilitic psoriasis. 2nd. Very fre- 
quently syphilitic eruption exhibits itself in the tubercular form. In the scaly form 
just mentioned, the discoloration is superficial, and the coppery red spots do not rise 
above the level of the surrounding sound skin, but in the tubercular eruption you have 
a small kind of eruption with the point more raised, and as that proceeds, the cuticle ~ 
goes into the scaly state, so that that is in fact a scaly eruption, although there isa 
tubercular elevation of the cuticle in the first instance. 3rd. In other cases there is a 
more acute action of the skin—active inflammation, with the formation of inflamed 
pimples, or of papule, as they are technically termed. These arise in clusters and 
patches in various parts of the body ; after remaining fora time, they vesicate and sup- 
purate, and that suppuration dries up, and they go into a scaly state, and you have a 
succession of those pimples forming over various parts of the body; this is called 
papular venereal eruption. 4th. There is another form in which you see it, where 
pustules, that is, inflammation of the skin, takes place, effusion occurs, and the cuticle 
is elevated into inflamed pustules; these proceed and form venereal ulcers, that is, the 
pustular venereal eruption. These are the principal forms of eruption, observed as 
secondary symptoms of syphilis; a scaly eruption which may be called syphilitic lepra 
or syphilitic psoriasis, a tubercular eruption, a papular eruption, and a pustular eruption. 
proceeding to ulceration. Now you do not find these eruptions always distinct; fre- 
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quently they are so, but sometimes the different characters of the eruptions are united ; 
that is, you will find an eruption partly pustular and partly scaly. * * * The pustular 
eruption spreads into ulcerations; the cuticle, which has been elevated by lymph or pus, 
gives way, and the fluid which is discharged incrusts upon the surface. The skin 
ulcerates under that incrustation; a greater discharge of matter takes place, and the in- 
crustation is increased. If the parts be kept moist, an ulcer is seen; but if less exposed 
to the air, the matter concretes, and the part is covered with incrustations more or less 
thick. The ulcerations thus formed are superficial sores, generally of a circular shape 
and rapidly healing. In other instances they degenerate into very foul and intractable 
ulcerations of a phagedenic character. Very generally they retain the circular form 
and heal up in the centre but not towards the edges ; there is a healing up in the centre 
and avery foul or tawny margin by which the ulceration extends. Frequently the 
sores are of a crescent shape, that is, they have a convex edge by which they extend, 
whilst they heal up at the concavity. Sometimes the phagedenic edge is simply of a 
tawny colour; at other times it is considerably elevated and almost sloughy, with a 
very red, angry, and fiery state of the neighbouring skin. There is a considerable 
variety in the characters of these syphilitic ulcerations of the skin, all of which origi- 
nate, in the first instance, from a vesicle or pustule.” (pp. 773, 74.)] 


822. Syphilis often produces on the skin a more herpes-like eruption, 
which exfoliates like scales, especially in the hollows of the hands, (/ha- 
gades,) on the thighs, in the neighbourhood of the generative organs, on 
the buttocks. The skin also frequently has cracks, with copper-coloured, 
callous, painful edges, from which an ill-coloured acrid fluid is poured 
out. Or there arise, most commonly on the generative organs and the 
rump, Growths, which, according to their different form and consistence, 
have various names, as Warts, (Verruce,) Fig Warts, (Condylomata, 
Fici, Marisce, &¢.,) with which are frequently connected ulcers on the 
generative organs, discharge of mucus from the urethra, vagina, and so 
on (a). 

[Joun Hunter first noticed the difference between the pus from a primary and that 
froma secondary syphilitic sore, and not admitting that though mercury cure both kinds, 
both were necessarily the same in their nature, “as mercury cures many diseases besides 
the venereal. On the other hand there are many strong reasons for believing that the 
matter is not venereal. There is one curious fact which shows it is either not venereal, 
or if it be, that it is not capable of acting in some respects on the same body, or on the 
same state of constitution, as that matter does which is produced from chancre or 
gonorrhea. The pus from these latter, when absorbed generally, produces a bubo, but 
we never find a bubo from the absorption of matter from a pocky sore; for instance, 
where there is a venereal ulcer in the throat, we have not buboes in the glands of the 
neck ; when there are venereal sores on the arms, or even suppurating nodes on the 
ulna, there are no swellings of the glands of the arm-pit; although such will take place 
if fresh venereal matter is applied to a common sore on the arm, hand, or fingers. No 
swelling takes place in the glands of the groin from either nodes or blotches on the legs — 
and thighs. It may be supposed that there is no absorption going on from such sores ; 
but I think we have no grounds for such supposition. Its mode of irritation, or the 
action of the parts affected, is very different from what happens in chancre, gonorrhea, 
or bubo, being hardly attended with inflammation, which in them is generally violent.” 
(p. 512.) He then mentions some experiments made with the matter of secondary 
syphilitic sores on the skin, and on the tonsils, but from neither was any chancrous sore 

roduced. 

The truth of HunTER’s opinions and observations on this interesting question has 
been of late fully confirmed by the experiments of Ricorp, who says that he has thus 
arrived at the conclusion “that all reputed secondary phenomena are far from being 
specific; that infection by the venereal virus may excite in the economy disorders, 
lesions, the development of morbid symptoms analogous to those produced by any non- 
specific cause ; but that independent of these, perhaps most common symptoms, and 
which afford a deceptive support to the doctrine of non-specificity of pox, or of the 


(a) AuBers, Ueber die Erkentniss und Heilung Martins, Mémoires sur les causes genérales des 
der syphilitischen Hautkrankheiten. Bonn, 1832. Syphilides (extr. de la Revue Médicale, vol. i. 
Humperr, Manuel pratique des Maladiesde la 1838.) Paris, 1838. 
Peau appelléesSyphilides, Paris, 1833. 
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non-existence of the virus, there are certain regular characteristic symptoms occurring 
as necessary and sure consequences after the primary infection, and which are the re- 
sult of chancre, under one of the forms already mentioned, or the product of inheri- 
tance, which military Surgeons can only deny from want of a proper field of observa- 
tion. When we have followed the pus of a chancre, in its penetration into the economy, 
if I may be so allowed to express it, we have seen that whether it was merely by im- 
bibition of the cellular tissue, to whatever depth it might reach, it still preserved its 
characteristic property, the capability of inoculating: that it was the same with the 
afferent lymphatics, from the chanere to the first ganglion, in which they terminated, 
and that beyond this point, where first began the mixture with the circulation and 
other organic matters by this kind of ganglionary digestion, which takes place in the 
lymphatic system, the pus underwent a transformation which, without depriving it of 
its specificity as regards the symptoms it produces in the economy, takes from it the 
power of inoculating: that it was only by virtue of this modification that this syphi- 
litic temperament could be established, to give place more slowly to the diathesis for 
the development of secondary symptoms: that without traversing the lymphatic 
system this result was the strict consequence of venous absorption ; the symptoms of 
constitutional pox not requiring for their manifestation, the passage of the virus by the 
lymphatics and the previous production, in all cases, of buboes.” And hence he ar- 
rives at the conclusions, “ First, That though one symptom does not inoculate, it is 
not therefore to be said that it is not syphilitic, because the virus modified by venous 
absorption and susceptible of poisoning the economy, loses this property whilst it pre- 
serves alone that of propagating by inheritance. Secondly, That whenever a symptom, 
whatever its seat and apparent form, inoculates, it is necessarily the product of direct 
contagion and not the result of general infection depending on absorption from one to 
another part, and does not actually indicate the venereal temperament or in common 
terms constitutional pox.” (p. 74-7; Fr. Edit., p. 162-67.)] 


823. The Syphilitie Affection of the Bony System is manifested by 
nightly pains, which are boring and gnawing, and situated, especially in 
tubular bones, and in such bones as are covered with least soft parts, as 
the shin-, arm-, breast-, collar-, and skull-bones. These bones, especially 
those of the shin and skull, swell up, in which latter case the bony swell- 
ings usually precede or are accompanied with severe head-ache. The bony 
swellings are often soft, and formed by a jelly-like mass poured out beneath 
the periosteum, (Gummata,) often hard and immoyable, (Nodi, Tophi, 
Hxostoses,) and frequently contain a chalky substance. Not unfrequently 
the bones swell very considerably ; inflammation often takes place, and 
expansion of the medullary cavity of the tubular bones, (Spina ventosa.) 
If these bony swellings inflame and run on to ulceration, dangerous eating 
away of the bone (Caries syphilitica, Lat. ; Knochenfrass, Germ.) oceurs. 
But commonly by the destruction of the soft parts and of the periosteum 
the bones are laid bare to a great extent, killed, (Wecrosis,) and thrown 
off in larger or smaller pieces (Exfoliates.) Very frequently also in 
general Lwes inflammation of the joints and its consequences take place. 

824. If the Lues have advanced considerably, hectic fever, complete 
disorder of the digestion, exhaustion, and death, may be produced by the 
tormenting pain, and by the great loss of the juices from the suppurating 
parts. 

825. Syphilitie symptoms are subject to various modifications, which 
do not depend on a variety of the syphilitic poison, but on the constitu- 
tion and age of the patient, on the mode of its reception into the body, 
on climate and other circumstances, on the existence of other diseases, but 
perhaps also on a qualitative change of the poison, which it suffers in in- 
sufficient treatment. ‘The stronger and more powerful the person is, so 
much the more speedy in its course and destructive is the syphilis. In 
warm Climates the general symptoms of syphilis are milder, it attacks 
rather the skin and its processes and the cellular tissue ; in cold climates, 


VARIETY OF SORES ON THE GENITALS. 651 


on the contrary, it attacks rather the bony system; in warm climates, 
however, there may be noticed great severity of the primary symptoms, 
in which case severe inflammation follows, and runs into mortification. 
This disposition to erysipelatous inflammation and mortification in primary 
syphilitic ulcers is observed frequently in bad, tainted, and marshy air. 
The scurvy, or a similar affection, after too frequent use of mercury, 
_scrofula, gout, and rheumatic affections, may produce different variations 
of syphilis from its usual course, and thereby render diagnosis difficult. 

Primary syphilitic ulcers have especially no decided external character ; 
they have a very varied appearance, and cannot, at a mere glance, be dis- 
tinguished from such ulcers as are of a more common or totally different 
nature. 


[It cannot, I think, on due consideration of the subject, be denied,” says ABER- 
NETHY (a), “that many sores are induced on the genitals, by sexual intercourse, which are 
not the effects of the venereal poison, and that many of them infect the constitution, and 
produce secondary symptoms resembling those of that disorder. It may be asked, how- 
ever, if these diseases be not venereal, what are they? As they are all the consequence of 
sexual intercourse, they may, in one sense of the word, be said to be venereal. To 
avoid ambiguity, therefore, I shall denominate that disease which broke out at the 
siege at Naples, and which Mr. Hunrer has described as the venereal disease by the 
name given to it by nosological writers, that is, syphilis; and I shall call those diseases, 
which differ from it in their progress and mode of becoming well, though they strikingly 
resemble it in appearance, by a name importing these circumstances, that is, pseudo- 
syphilitic diseases.” (pp. 2, 8.) He then proceeds to some observations on the probable 
origin of the latter complaints, and mentions that “ Cexsus describes eight species of 
sores with which the genitals were affected in consequence of sexual intercourse ; and 
as this was long before syphilis was known, it follows that there must be other causes 
producing them. Some of the sores described by Cexsus are not unfrequently met with 
at present, and they are not syphilitic. Sores also frequently form upon the genitals of 
females, in consequence of that irritation which accompanies diseased secretions from 
the vagina. Sores, for instance, very frequently succeed to gonorrhea in the lower class 
of females, who pay little attention to cleanliness, and do not abstain from sexual inter- 
course. Sores frequently break out on the prepuce and glans of the male, in conse- 
quence of the irritation which gonorrhea, or other diseases of the urethra produce in 
these parts. These sores generally heal without mercury, frequently without inducing 
any constitutional disease; and when they do affect the constitution, the disease oc- 
casioned by them is not syphilitic. I merely mention these circumstances at present 
to show that it is possible for ulcers to form which may not be syphilitic, and yet the 
discharges from them may prove morbific, and produce disease in others. Even dis- 
charges from the genitals of one person, where no ulcers exist, are capable of exciting 
ulcers in another.” (pp. 4, 5.) He further observes, that “the primary infected sores, 
which are capable of producing secondary symptoms, strikingly resembling those of 
syphilis, do not themselves possess any uniform characters” (p. 40). And he thinks 
“it is probable that the morbific poisons which produce pseudo-syphilis, may be ab- 
sorbed without any evident ulcer, or from a trivial ulcer, which may heal spontaneously, 
much more frequently than the syphilitic poison.” (p. 41.) 

As regards the mode of distinguishing the false from the true disease, ABERNETHY 
says :—“I have not been able to discover any (appropriate characters) ; the fictitious dis- 
sease, in appearance, so exactly resembles syphilis, that no observation, however acute, 
seems to be capable of deciding upon its nature. Although the ulcers in these ambi- 
guous cases generally spread more extensively along the surface of the part which they 
affect, yet this does not constantly happen. * * * It must also be remarked that true 
syphilitic spots and ulcers sometimes assume the appearance of other diseases, and do 
not possess their ordinary characteristics. Since then our senses fail us in our endeavours 
to discriminate between these two diseases, and since the most important circumstance 
is to distinguish whether the disease be syphilis or not, we may inquire whether there 
are any circumstances in the progress of these different diseases which will serve us in 
distinguishing one from the other. It appears to me that there are. * * * A very 
simple fact has enabled me in most cases to distinguish between the two diseases ; yet 
simple as it is, if it be generally true, it is very important; and if it were universally 
true, it would be of the highest consequence. The fact alluded to is that the constitu- 
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tional symptoms of syphilis are progressive, and never disappear unless medicine be em- 
ployed. It may be added too, they are as generally relieved under an adequate effect 
of mercury on the constitution.” (p. 45-7.) 

ABERNETHY further remarks, that “ Mr. Hunter thought that syphilitic poison might 
produce a sore which might be modified by the diseased propensities of the constitution 
and the part, and thus lose its distinctive characters.” And further :—*If, according to 
the opinion of Mr. Hunrer, the action of a syphilitic chancre may be so modified by 
the diseased propensities of the constitution or part, as to form an ulcer scarcely cogni- 
zable as a syphilitic one, it follows, &c.” (p. 59,60.) Where this opinion of HunNTER’s 
is to be found, I know not, for I cannot meet with it in his work on the Venereal Dis- 
ease; and the only passage at all like it is the following :—“ Chancres, as well as the 
gonorrhea, are perhaps seldom or never wholly venereal, but are varied by certain pe- 
culiarities of the constitution at the time.” (p. 242). It must not, however, be omitted, 
that the last part of his work is occupied with observations “of diseases resembling the 
lues venerea, which have been mistaken for it,” and that he closes his book with the 
observation “that undescribed diseases resembling the venereal are very numerous, 
and that what I have said is rather to be considered as hints for others to prosecute this 
inquiry further, than as a complete account of the subject.” 

CARMICHAEL objects to the use of “ those common but arbitrary terms syphilitic, syphi- 
loidal and pseudo-syphilitic ” (p. 48) diseases, which he regards as “ an endeavour to con- 
ceal our ignorance by the adoption of plausible and delusive epithets and appellations.” 
(p. 47.) And remarks, that “as long as syphilis is the name attached to a certain form 
of venereal complaints, we shall never escape from the terms pseudo-syphilis, syphi- 
loidal symptoms, and sequele of syphilis. The first is an arbitrary term applied to a 
congeries of symptoms upon the nature and extent of which scarcely two practitioners 
are agreed; and, therefore, when one person calls a complaint syphilitic, another disease 
altogether different may be presented to the mind of the person he addresses. Pseudo- 
syphilis is equally objectionable, as it is too general a term for any useful purpose, 
inasmuch as it embraces not only all those venereal complaints which do not correspond 
to HunTeEr’s description of syphilis, but all those spontaneous disorders which have no 
pretension to a venereal origin, and are solely attributable to some derangement of the 
constitution. ‘The term syphiloidal symptoms and sequele of syphilis imply that there 
is but one venereal poison, an opinion which I conceive to be absolutely refuted.’ 
(p. 66. 

Without, as seems to me, any very satisfactory reason, CARMICHAEL founds his ar- 
rangement of venereal complaints on the character of the eruption. He says:—* In 
arranging under distinct heads the numerous appearances and symptoms produced by 
venereal complaints, I would follow the same rule which has hitherto guided the judg- 
ment of the profession in arranging and classifying all other morbid poisons attended 
with eruptions. In other words, I would regard the eruption as the most proper 
basis of the arrangement; and, without neglecting such auxiliary evidence as other 
attending symptoms may afford, consider them as of minor importance in determining 
the nature of the disease. By following this method, it is truly gratifying to find how 
easily the numerous symptoms, both primary and constitutional, of venereal diseases, 
which are so various as seemingly to bid defiance to any attempt at arrangement, can 
be disposed of in their appropriate places under the name of the eruption which belongs 
to their respective species. Next to the eruption the symptom most to be regarded is 
the primary ulcer, whose characteristics are in general found sufficiently distinct to 
enable us to foretel with tolerable certainty what the appearance of the eruption will 
be.” (pp. 62, 3.) Now, if such be the fact, as it most undoubtedly is, there does not 
seem good cause for taking the eruption, which is the second, and indeed not unfre- 
quently the third form of the disease, and which frequently never appears at all, as the 
foundation of the arrangement of diseases which commonly do not, if properly tended, 
proceed beyond the primary sore, of which sore CARMICHAEL says, “the characteristics 
are in general found sufficiently distinct,” which sore must always have occurred prior 
to the appearance of the erujtion, and is the condition of the peculiar eruption, although 
not necessarily followed by the outbreak of any eruption, as indeed CARMICHAEL 
admits :—“ On a loose computation, it may be regarded that nine out of ten of primary 
ulcers are not attended by constitutional symptoms; so that in a great majority of 
cases the disease has never arrived at the stage to which it is indebted for its name To 
this objection I reply, that the primary ulcers afford a less decisive means of determin- 
ing the nature of the disease than the secondary; yet from their characters when 
unaltered by irritation or mercury, we may discriminate their nature with sufficient 
certainty to decide on the precise eruption they would produce in their secondary state.” 
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(p. 68.) These observations, on his own showing, seem to prove the needlessness of 
having recourse to the eruption as a nomenclator for his “division of venereal com- 
plaints into four distinct diseases ;’ but, as if to put the question beyond dispute, he 
immediately proceeds to give the following brief description of the several ulcers and 
their consequent eruptions:—First, the ulcer without callosity, raised edges, or phage- 
dena, in fact without any very peculiar characters, and which may therefore be termed the 
simple venereal primary ulcer, produces the papular eruption, which ends in desquama- 
tion; and the same effect is produced by a patchy excoriation of the glans and prepuce 

‘in men and of the labia and vagina in women, and also by a gonorrhea virulenta. 
Second, the ulcer with raised edges produces the pustules which terminate in small 
ulcers covered with thin crusts, and which heal from their margins. Third, the phage- 
denic and sloughing ulcers produce the spots and tubercles which terminate in ulcers 
covered with thick crusts, which are accompanied with phagedena, and heal in general 
from their centre. Fourth and lastly, the primary callous ulcer or chancre is attended 
with the well known scaly eruption—lepra or psoriasis.” (pp. 68, 9.) CARMICHAEL thus 
shows the grounds on which he had founded his opinion, that “the difference which 
was found to exist in the appearance and progress of certain groups of symptoms which 
usually went together, compelled him to presume the existence ofa plurality of venereal 
poisons.” (p. 48.) But subsequently he observes :—“ If any individual object to the 
division of venereal complaints into four distinct diseases, the difference between us is 
easily reconciled. Instead of four distinct diseases, let any one that pleases consider 
them as so many forms or modifications of the one disease, each requiring a peculiar 
mode of management, and under this view every practical object will be equally well 
obtained.” (p. 69.) ee 

The following excellent observations of Ricorp, whilst explaining the causes on 
which the varied appearances of chancre or primary syphilitic sore depend, at the 
same time negatives the much-disputed question of the plurality of venereal poisons, 
of which CARMICHAEL is the great supporter. 

“ Chancre,” says Ricorp, “ the strict and inevitable consequence of the application 
of the syphilitic poison, either upon the skin or mucous membranes, in the condition 
requisite for inoculation, often presents such varieties, in its material aspect, that it then 
seems to constitute different diseases. These differences of chancre, badly understood 
or ill-appreciated, have afforded to some an argument against the identity of the venereal 
poison and its unity of action, and to others, the proof of the existence of a plurality of 
poison; but, if well studied in its cause, which always remains the same in its mode of 
development, and its consequences, in the ordinary and not complicated cases, the seem- 
ing differences are explained with ease, and all contradictions disappear ; for whatever 
be the actual form of the chancre from whence the pus has been taken, provided it have 
reached that period which I have pointed out, a regular and characteristic pustule is, 
as I have said and proved, obtained, when the virulent pus is put beneath the epidermis 
or epithelium, a direct ulcer (ulcére d’emblee), when it is applied on naked tissues, or 
an abscess, when it is introduced into the cellular tissue, into a lymphatic or into a 
ganglion, always bearing in mind the difference arising from the seat and particular 
tissues affected, there is found in the ulcer, at its commencement, a regular and peculiar 
physiognomy, and that also whether it be consequence of the rupture of a pustule, of 
the opening of a virulent abscess of the cellular tissue or lymphatic passages, or whe- 
ther it have been produced direct. The deviations or special forms neither occur nor 
are developed, but after and under the influence of condition foreign to the specific cause, 
such as the peculiar constitution of the patient, his previous or concomitant ailments, 
his health, the general or local treatment to which he has been subjected. Thus is it 
that persons are affected with phagedenic chancres, who have contracted their malady 
from persons who, seemingly, had only benignant ulcers, and that this vulgar notion, 
participated in by some physicians, who conceive that a severe disease had been 
contracted from a very foul person, is found absolutely false.” (pp. 60, 61; Fr, Edit. 

. 134-36. 

‘ asain as are these distinctions, yet are they by no means confirmed by expe- 
rience; besides the circumstances already mentioned, on which the modifications of 
syphilis depend, there is still especially the proved fact against the admission of various 
syphilitic contagions, that frequently many persons are infected in different ways by one 
and the same person. But the principal ground of this (ABERNETHY’s division ) that the 
syphilitic affection is cured only with mercury, but the pseudo-syphilitic without it, has, 
on the contrary, lost all weight, inasmuch as it is perfectly well known that all syphi- 
litic ulcers may be healed without mercury. 

If it may also to this be added, that as the result of congress of the sexes, affections 
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may occur on the generative organs, wherein, by examination, no perceptible disease of 
the generative organs is observed in the person from whom the disease arises; that, 
farther, as consequences of constitutional ailments, ulcers and other affections may 
appear which resemble syphilis, so this does not disprove the above stated opinions, 
and we must herewith not forget how frequently the patient purposely deceives the 
medical attendant, and that especially all the cireumstances which come into play in con- 
tagion are still not sufficiently clear, as the existence of primary bubo, without previous 
affection of the generative organs, which, however, cannot be denied, proves the ex- 
planation of syphilis from simple irritation without contagion (a) is a mere crazy 
systematic fancy (0). 

826. The same differences observed in primary are noticed also in se- 
condary syphilis. Experience indeed seems to show that after venereal 
gonorrhea and after superficial exfoliation a vesicular eruption, inflam- 
mation and wound of the throat, and inflammation of the synovial mem- 
branes take place. After primary ulcers with everted edges without 
hardness, a pustular eruption, whitish ulcers on different parts of the 
palate, pains in the joints and gummatous swellings; afterwards eating 
and scurfy ulcers, tubercular growths on the skin, pustules, ulcers in the 
throat extending to the nose and destroying its bones, pains in the joints 
and topht. After ulcers with lardaceous bottom and everted, hard, callous 
edges, a vesicular eruption which scales, deep, hollow ulcers in the tonsils, 
pains in and swellings of the bones. These relations between the primary 
and consecutive affections are not throughout constant; often is one kind 
of primary affection followed in the same patient by an eruption of en- 
tirely different kind, which may occur either at the same time on different 
parts of the body or may break out one after the other. 

On these grounds I consider the admission of a gonorrheal contagion, as proposed by 
RITTER (¢), to be untenable. 

827. In the prognosis of syphilis the following circumstances are to 
be observed :— 

Primary ulcers are more easily healed than secondary. The connexion 
of syphilis with other dyscrasies renders the cure difficult and may even 
make it impossible. The more recent is the disease, the more favourable 
is the prognosis. Syphilitic affections of the bones are more difficult to 
be subdued than those of the skin: those of the nose-bones are liable 
to more frequent relapses than those of the tubular bones. In warm 
climates and in summer the cure is more easy than in cold climates and in 
winter. Pregnant women in an advanced state of syphilis miscarry or 
bring forth a weak, ailing child. The ulcers in the throat and in the nose 
often easily produce extremely disfiguring destruction. All syphilitic 
growths are obstinate and easily recur. If, after the cure of primary 
syphilitic ulcers, hard scabs ( Tubercula callosa) remain, a relapse is always 
feared. 


[So does not think Joun Hunter, for he observes :—* The gonorrhea in its cure is the 
most uncertain of the three (forms of disease,) the chancre next, and the lues venerea 
the most certain, although cured by the same medicine which cures the chancre. * * * 
A chancre may sometimes be cured in two weeks, and often requires aS many months, 
which is in the proportion of four to one. The lwes venerea in general may be cured 
in one or two months, which is only two to one.” (p. 353.) 

“In the cure of chancres I have sometimes seen,” he says further, “ when the original 


Le) DieanDs in Frorirp’s Annalen, vol. viii. Syphilis without Mercury; in Med.-Chir. Trans. 
ede, vol. viii. 

(6) Evans, Pathological and practical Remarks WEDEMEYER, Bemerkungen iiber die Syphilis 
on Ulceration of the Genital Organs. London, und ihrer verschiedenen Formen und iiber die 
1819. 8vo. Wirkungen und den Gebrauch des Quecksilbers in. 


GuruRisz, Observations on the Treatment of Derselben ; in Rust’s Magazin, vol.ix. p. 193. 
(c) Above cited. 
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chancre has been doing well, and probably nearly cured, that new ones have broken 
out upon the prepuce, near to the first, and have put on all the appearance of a chancre ; 
but such I have always treated as not venereal. They may be similar to some conse. 
quences of chancre which will be taken notice of hereafter.” (p. 259.) 

“ Chancres,” ABERNETHY observes, “do sometimes heal spontaneously, generally, 
however, though not constantly, leaving a thickening or induration of the part affected. 
They may also be induced to heal by topical means, without mercury, with similar 
events. Some enlargements of glands in the groin will also, in like manner, subside. It 
_ may be fairly supposed that if some chancres heal spontaneously, constitutional diseases, 
arising from the same cause, may, in like manner, sometimes get well without mercury. 
The question can only be solved by experience. Delay will, I am sure, frequently 
enable a Surgeon to decide that the disease is not syphilis; but there are cases in which 
no amendment takes place, and the Surgeon is, as it were, forced, from the progress of 
the disease, to employ mercury, though doubtful of its nature.” (pp. 48, 9.) 

“It often happens,” says Joun Hunter, “ that after chancres are healed and all the 
virus is gone, the cicatrices ulcerate again and break out in the form of chancres. 
Although this is most common in the seat of the former chancres, yet it is not always 
confined to them, for sores often break out in other parts of the prepuce; but still they 
appear to be a consequence of a venereal complaint having been there, as they seldom 
attack those who never had gonorrhea or chancres. They often have so much the ap- 
pearance of chancres that I am persuaded many are treated as venereal that are really 
not such; they differ from a chancre in general by not spreading so fast nor so far : 
they are not so painful nor so miich inflamed, and have not those hard bases that the 
venereal sores have nor do they produce buboes; yet a malignant kind of them, when 
they attack a bad constitution, may be taken for a mild kind of chancre, or a chancre 
in a good constitution. I have seen several that have puzzled me extremely. Some 
stress is to be laid upon the account that the patient gives of himself; but when there is 
any doubt, a little time will clear it up. I have seen the same appearances after a 
gonorrhea, but that more rarely happens. It would appear that the venereal poison 
could leave a disposition for ulceration of a different kind from what is peculiar to it- 
self. I knew one case where they broke out regularly every two months, exactly to a 


day.” (p. 265.) ] . 

828. The opinions as to the treatment of syphilis are very much divided 
and may be arranged in two classes :— 

1. The treatment with mercury. 
2. The treatment without mercury. 


1.—OF THE TREATMENT OF SYPHILIS WITH MERCURY. 


829. In the cure of the primary syphilitic ulcer the most especial in- 
dication is to prevent the general venereal disease ; it is therefore advisable 
to connect a general treatment to that effect with a suitable local treatment. 

830. The local treatment has for its object the destruction of the syphi- 
litie poison in the ulcer, the cleansing of its surface, and by a continued use 
of proper remedies to effect acure. This is aimed at by touching the ulcers 
with nitrate of silver or caustic potash, most effectually with a saturated 
solution of mercury in nitric acid, or with a strong solution of sublimate. 
The ulcer should be frequently washed during the day with a weak solution 
of sublimate, or with phagedenic water and charpie moistened in either 
of these fluids applied over the ulcer ; or it should be bound up with red or 
white precipitate, with citron ointment, and so on, and carefully kept clean. 
This treatment must always be guided by the degree of inflammation; in 
severe inflammation and great pain soothing remedies must be applied. 

The destruction of the ulcer with nitrate of silver which has of late found in Rr- 
corD a zealous advocate, is only of use when the disease is still merely local, a period 
of time which is extremely short and difficult to determine. 

831. At the same time should be given internally the milder prepara- 
tions of mercury, the mercurius solubilis of HAHNEMANN, or calomel, at 
a quarter or half a grain, and in increasing doses according to circum- 
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stances. The patient during this mercurial cure must keep himself as quiet 
as possible and in an equal temperature, must live moderately, take neither 
heating nor acid food nor drink, and further perspiration by a decoction 
of woods. 


[I should state decidedly” says LAwRENcp, “as the result of my own experience 
that there are very few instances of secondary symptoms occurring where the primary 
sores of the descriptions I have already mentioned, were treated with mercury. It is 
my plan in private practice, to employ mercury moderately—not extensively, but mode- 
rately—in the treatment of primary syphilitic sores, (excepting in the cases of sloughing 
and phagedenic sores,) and certainly I have been in the habit of seeing secondary symp- 
toms very seldom occurring in such cases. * * * [ would state then that in the de- 
scription of sores I have mentioned, I should generally administer mercury in a moderate 
way. In the first instance, one would clear out the alimentary canal of such patients ; 
one would keep them as quiet as possible, put them on a moderate diet, and administer 
mercury moderately; three, four, or five grains of the blue pill two or three times a day, 
and apply the black wash, calomel, and lime water, to the sores; and this kind of treat- 
ment is certainly, on the average, very successful in the cases of which I am now speak- 
ing. The employment of mercury is more particularly necessary in the cases of indu- 
rated chancre ; and whether the chancre possesses that character originally, or whether 
the induration comes on subsequently, or whether the induration comes in a secondary 
way, after the primary sore is healed, and shows itself simply as induration without 
sore, I think the employment of mercury is equally required. We cannot consider our 
patients safe so long as such induration remains, and I think it is desirable to use mer- 
cury in those cases, and to continue the employment of it until the induration has com- 
pletely disappeared.” (p. 770-71.) . 

With regard to the extent to which the use of mercury should be pushed, LAWRENCE 
proposes two very pertinent questions, to which he gives equally good replies,— First, 
whether a slight degree of action of mercury on the mouth may be considered a proof that 
it has produced all the effect necessary for the removal of the venereal disease; or, 
secondly,whether a more considerable effect is necessary generally, or in particular cases ? 
It has been much the habit, in modern times, to produce a sensible effect on the mouth, 
and then to discontinue the mercury, under a notion that when the mouth is affected at 
all, the system has experienced a sufficient influence for the removal of the disease. I 
cannot coincide with this opinion. In a great number of instances a slight effect of 
mercury on the mouth is sufficient; but there are instances in which that slight effect 
does not remove the symptoms, and which, when the remedy is carried further, so as 
to produce more considerable influence, the symptoms give way. In fact, I think we 
never see the symptoms of syphilis yield so rapidly, and so favourably, as in certain 
cases, where the remedy, perhaps, without our wishing it, has produced a pretty pro- 
fuse salivation. Under these circumstances we may notice a sudden and rapid amelio- 
ration of the symptoms, which we are not in the habit of seeing when the mouth is 
affected in a slighter degree only. Another question immediately connected with the 
same point is, how long the remedy should be continued ? Is it sufficient to destroy the 
venereal character of a sore and to produce the healthy process of restoration? Would 
you leave it off then and leave the cicatrization to form of itself? May you discon- 
tinue the use of the mercury the moment the cicatrization is complete, or should you 
try to secure the patient from the occurrence of secondary symptoms, by proceeding 
with the employment of the remedy after that? These are important questions, and 
we have not, perhaps, the means of answering them satisfactorily. With respect to 
the first, however, it is certainly not safe to discontinue the use of the mercury before 
the sore is cicatrized all over. Then, secondly, is any good produced by continuing the 
use of the mercury after the cicatrization is complete, with a view of preventing a 
return of the symptoms? This is a very important question, and if you refer to the 
best writers on the subject you will find but little to assist you. * * * General expe- 
rience, however, has led to a belief that perseverance in the use of mercury for some 
time, say about ten days or a fortnight after cicatrization, has a beneficial effect in pro- 
tecting the constitution ; so that persons when they have used mercury to the extent I 
had mentioned, are not in the habit of suddenly discontinuing it, but of carrying it on 
for a short time after the apparent removal of the disease, under belief that its continu- . 
ance tends to prevent the recurrence of further evil.” (p. 732.) 

“There are many in the present day,” observes GREEN (a), “ who seem to have a 
great aversion to mercury, and certainly if our opinion is to be formed from the prac- 


(«) Unpublished Clinical Lecture on the Treatment of Syphilis. 
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tice which was adopted by some, within my recollection, and even to a degree within 
these hospitals, there is no doubt very sufficient ground for not following the practice 
of our predecessors. But it would be evidently most injudicious to reject the aid of 
mercury in the cure of the venereal disease on the ground of the ill effects that may 
result from its mismanagement, or have been produced by its abuse. We now see the 
error of the older Surgeons, and do not think it necessary that patients should spit 
saliva by the pint, nor do we see them in what were fitly enough, from their stench and 
ill ventilation, called the ‘foul wards’ of the hospital, with their tongues ulcerated, 
- swollen, and protruded, their faces tumified, and under all the miseries attendant upon 
a thorough salivation. We give mercury now in moderate quantities, and it is, I 
believe, from this improved method of treatment that we now see comparatively few 
cases of horrible mutilations from sloughing of the penis, from losses of the palate and 
nose, and from extensive and destructive disease of the bones. Mercury may no doubt 
be regarded as a specific in the cure of the venereal disease. What this peculiar action 
of mercury consists in it is impossible to say, and it is equally obscure with the effects 
of other specific remedies ; but we judge of its operation from its sensible effects, and 
experience guides us in determining the quantity of the remedy which may be neces- 
sary, and the degree of effect which may be requisite for the cure of the disease; mer- 
cury, in short, requires the same caution and judgment in its administration as any 
other remedy. And although, as I said before, a much milder course than was formerly 
exhibited may be sufficient to cure the disease, yet it will be necessary to adopt it in 
particular cases, and to vary the mode of using it in different stages of the complaint, 
or you may have some of the ill effects which were formerly observed, and the patient’s 
health may be destroyed without curing the disease. The advantage and benefit of 
mercury are not then derived from the quantity introduced or from the violence of its 
effects, but from keeping up a regular and continued action for a certain period. In 
general the action of mercury should be kept up three weeks for a chancre, a month 
where the primary sore has been succeeded by bubo, and from six weeks to two months 
in cases of secondary symptoms ; and if the symptoms should disappear quickly, still it 
will be right that the remedy should be continued, for the mercury is not given to cure 
the local symptoms only, but to ensure the system against their recurrence, and to de- 
stroy the disposition to disease in those parts which have been contaminated by the 
poison. 

“Something may be said too with respect to the form of giving mercury. Where 
you wish to continue it for a length of time you should give the mild form; where you 
wish to affect the system quickly, those kinds should be exhibited which are calculated 
to operate more rapidly. Hence it is not an unimportant matter whether we should give 
calomel, blue pill, hydrarg. c. cretd, or the oxy-muriate of mercury. What we ordinarily 
employ in private practice is the blue pill; but in the hospital we commonly use mer- 
curial friction. Mercurial friction can be very thoroughly effected in the hospital; but 
in private practice it is seldom effectually accomplished, as it is troublesome, dirty, and 
leads to the exposure of the complaint, and, therefore, except in peculiar irritability of 
the bowels, is seldom adopted. Five or ten grains of blue pill twice a day, with the 
addition of opium if the bowels should be irritable, will very commonly be sufficient to 
cure any complaint similar to that which we have been considering, in short, any se- 
condary form of the disease; but then it must be a sustained course of mercury, its in- 
fluence must be kept up on the system for six weeks or two months, or even for a longer 
period when the bones have been effected. It is necessary not so much to be guided b 
time as by the disappearance of the symptoms ; and it is right to continue the effect of 
the mercury somewhat longer, a week, ten days, or a fortnight after the symptoms have 
subsided. 

“ But you will ask me what proof you are to have of the system being sufficiently 
influenced by the mercury, and how you are to know that its action is kept up without 
prejudice to the patient? During the mercurial treatment we ought to be satisfied that 
it has a due effect, and we commonly look for this in the affection of the gums, which 
become spongy, swollen, red, and tender. An increased flow of saliva is the usual ac- 
companiment of this state of the gums, and the term ptyalism is often used as an equiva- 
lent term for the requisite influence of the mercury on the system; but the increase of 
the saliva is not at all a necessary consequence of the affection of the system, and is no 
proof in itself of the efficacy of the remedy; indeed, in some persons it does not take 
place at all, although there is abundant proof of mercurial action. In fact, the operation 
of mercury is that of producing a febrile action in some respects similar to hectic, that 
is, there is increased action of the heart and arteries, with an augmentation of the se- 
cretions ; and we shall find, in a person who is the subject of mercurial action, that the 
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pulse is quickened, that the secretions are increased, and the predominant increase may 
be in the saliva, in the urine, in the perspiration, or in the secretion from the bowels, 
that the muscular strength is diminished, and that the body wastes. We may be there- 
fore satisfied if any of these effects are produced, and we must be careful not to push the 
operation too far.” ] 

832. If the ulcer be obstinate, or the condition of the patient render 
the observation of the dietetic treatment already mentioned impossible, 
then sublimate must be used, beginning with the eighth of a grain daily 
and gradually ascending. In chancres which spread unusually quickly 
even during the internal and external use of the sublimate, in which the 
edges of the ulcer are extremely hard, and their surface has a carcino- 
matous appearance, the quieting and cleansing of the ulcer is effected 
merely: by the external use of the red precipitate, and smart touching of the 
whole surface of the sore with lunar caustic. Thislocal treatment is however, 
hurtful if there be general irritation present, under which circumstances 
only a soothing treatment to diminish the irritation should be employed. 


The recommendation that in the treatment of primary syphilitic affections nothing 
should be applied locally, so that the changes of the sore may indicate more certainly 
the corresponding destruction of the disease by the mercury employed only internally, 
is objectionable, because by local treatment the sore is often easily brought to a simple 
state, and the longer the ulcer exists, the more is the general infection to be feared 
from absorption of the poison. 

DeELPecH (a) considers that in primary syphilitic affections, mercury in the way of 
friction of ung. hydr. cin. may be most efficiently employed in the neighbourhood of the 
infected part for the prevention of general infection. 

[When a chancre takes on a sloughing character, as described by LAWRENCE, it 
must not on any account be treated with mercury in any form, either internally or ex- 
ternally, for its employment will only aggravate the mischief, render the sore still more 
irritable and active, and hasten and extend the spread of the sloughing process. When, 
therefore, a chancre begins to slough under the use of mercury, that must be immediately 
suspended. The local treatment of brushing over the whole surface with strong nitric 
acid as recommended by WELBANK (0), once or twice, is the best that cau be adopted. In 
the course of a few hours, generally, the pain subsides, the sloughing process is arrested 
the angry red edges around the slough begin to grow pale, suppuration is set up, and the 
line of demarcation between the living and dead parts appears, and gradually deepening, 
the slough is completely defined, and slowly separates from the healthy parts beneath. 
After the application of the acid, a stimulating poultice of yeast, stale beer, or treacle, 
should be applied, either directly to the surface of the sloughing sore, or lint dipped in 
nitric acid wash, or in solution of chloride of soda, may be interposed. As in these cases 
there is always great restlessness as well as depression of the constitutional powers, opium, 
either as laudanum, or as the salts of morphia, must be given in sufficient quantity to 
produce quiet and sleep. The patient’s strength must be supported by the most nourish- 
ing diet, and brandy, or gin, or porter, or both, in sufficient quantity, must be given ; 
two, four, or six ounces of the former, with one or two pints of the latter daily, are 
almost always requisite, as these frightful cases usually occur in persons, especially 
women, who are accustomed to live almost entirely on spirits and can take little food. 
Some recommend the application of leeches upon the inflamed circumference of the sore, 
but they should never be used as they only assist in diminishing the patient’s powers, 
already too much depressed. 

The recovery from this complaint, after the separation of the slough, is very slow, 
aud the discharge very profuse ; good diet, with the spirits, or porter, in diminishing 
quantity, is, therefore, to be continued ; and the wound may be treated, either simply 
with nitric acid wash and poultice, with the latter alone, or with some mild greasy ap- 
plication, to which the medical attendant will be guided, by observing what best agrees 
with the sore, and which will not be the same with all patients. 

It is a very interesting fact, that secondary symptoms, after sloughing chancre, are 
extremely rare, the disease seeming to exhaust itself by the virulency with which it has 
seized on the part attached. Therefore, mercury ought not on any account to be ex- 
hibited as a preventive against symptoms which probably will never occur.—ZJ. F. 8. ] 


(a) Above cited. % 
(b) In Med.-Chir. Trans., vol. xiil. 
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833. If the ulcer heal with this local and general treatment, the internal 


use of the mercury must not at once be given up, but should be continued 
in smaller doses for some time. 


834. The treatment of Buboes is to be guided according to the degree of 
their inflammation. If they be painful, the patient must be kept quiet, cold 
poultices of bread crumbs with lead wash, linen dipped in lead wash ap- 
_ plied, and leeches, or even bleeding employed if the patient be strong and 
inflammatory affection of the whole body be present. In the more cold 
swellings gray mercurial ointment is to be rubbed in, and mercurial and 
hemlock plaster applied over it. In hard swellings softening poultices 
are especially serviceable. 

Idiopathic buboes have a decided disposition to suppurate ; when, 
therefore, the dispersion of a bubo does not easily and soon follow, it 
must not be urged by violent remedies, but suppuration must be pro- 
moted by softening poultices, by mercurial and hemlock plasters; and 
this treatment must be continued till the bubo have opened itself (1). These 
remedies serve also, after the opening of the bubo, to resolve the surround- 
ing hardness. Thestill remaining ulcer must be treated as a venereal sore. 
To prevent burrowing of the pus, enlargement of the opening is frequently 
necessary. ‘The violent dispersion of an idiopathic bubo may accelerate 
the outbreak of the general venereal disease. If the bubo run on to 
hardening, then besides the proper mercurial cure must be employed friction 
of gray mercurial ointment with camphor, hemlock and mercurial plaster, 
or friction of iodine ointment. 


According to my experience, I assent to the opening of buboes in the same manner as 
abscesses, by a simple puncture, by a transverse cut, by the introduction of seton threads 
or by caustic, as advised by many persons (a). 

The compression of buboes recommended by Frrcuson is especially employed by 
FRIcKE in connexion with strict antiphlogistic treatment. Any hard properly-shaped 
body, for instance, according to FRickE, a piece of wood or a stone sown up in linen 
will answer the purpose (2). For the dispersion of buboes without distinction of their 
nature and duration, ReyNaup, Ricorp, and others have recommended the application 
of blisters of the size of a shilling or half-crown upon the middle of the swelling, and 
after the removal of the cuticle raised by the blister to touch the part with a feather 
moistened in a solution of sublimate, twenty grains to an ounce: if, after two hours, 
no slough has been produced, the touching is to be renewed and a bread poultice ap- 
plied (3). The suppurating parts heal in a few days, and by continued use of the poultice, 
the bubo either entirely subsides, or it diminishes and disappears at the second or 
third application. 

[(1) A bubo should always be punctured, as soon as fluctuation can be felt near the 
surface, with a moderately large opening; about half an inch in length is generally I 
think sufficient, but some Surgeons prefer slitting it up from end to end, and believe it 
heals more readily, I think, however, the less large aperture is sufficient. Occasionally 
it happens, whatever be the size of the opening, that the pus will burrow and sinuses 
will form. If not irritable these may often be cured by gentle and well-applied pres- 
sure from the extremities of the sinuses towards the wound, care being taken to leave 
the latter free for the discharge of the pus. This, however, will not always be effec- 
tual, and it then becomes necessary to lay the cavities freely open and keep them so by 
inserting lint between their edges; and this may be either dipped in black wash or 
nitric acid wash, or smeared with red precipitate ointment. Oftentimes the ulcera- 
tion continues eating beneath the skin of the edges of an indolent open bubo; which 
thus undermined, has a bluish appearance, with a white irregular and insensible edge, 
and has not sufficient power to take on the adhesive action and unite with the parts 
beneath. It must then be removed, which is sometimes done by shaving off with 
the knife. I think, however, destroying it with strong nitric acid is best, as it produces 
a healthy excitement, and the skin usually soon shoots over the sore-surface. The 
quantity of undermined skin will show the medical attendant how much should be 


(a) Fricke, chirurgische Annalen des Hamb. Krankenhauses, vol. i. 
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destroyed at a time; if there belittle, one application of the acid is sufficient ; but if 
much, it will be advisable to destroy portions successively till the whole is got rid of. 
If a bubo take to sloughing, as it will do occasionally, it must be soothed, or even 
treated with nitric acid as directed for sloughing chancre. I have known it destroy 
life by ulcerating the femoral artery and producing fatal bleeding. I doubt not much 
benefit would be derived by taking up the artery above the sore. 

(2) I am not in the habit of using pressure for dispersing buboes, but I have seen it 
occasionally beneficial. 

(3) Of the employment of sublimate after blistering to produce a slough I have no 
experience, but think it must be rather sharp practice. The application of blisters 
alone to indolent buboes is often very advantageous; sometimes they excite the absorb- 
ents, and the swelling is removed ; at other times they excite increased vascular action, 
and the bubo suppurates, and after opening, or having been opened, gets well: so that in 
either case the blister does good service. I have occasionally removed the skin from 
the blistered surface and dressed it with iodide of potash ointment, or with mercurial 
ointment, and with beneficial result.—J. F. 8. ] 


835. The treatment of the general venereal disease requires a more 
powerful use of mercury than in primary syphilitic affections. Mercury 
is employed internally or externally. 

836. The external use of mercury is to be recommended only in those 
cases where the patient cannot bear it even in connexion with opium, mu- 
cilaginous remedies and so on, in consequence of habitual purging; in 
some persons also especially on account of pains in the bones. ‘This mode of 
treatment, however, usually excites little salivation, and by many persons 
cannot be borne on account of the peculiar sensibility of the skin. From 
half a drachm to a drachm and still more of the gray mercurial ointment is 
to be rubbed on different parts of the body daily or at longer intervals. 
Sublimate baths have also been recommended, and the rubbing in of half 
a drachm of sublimate with as much muriate of ammonia every evening 
upon the soles of the feet, (after they have been softened by some days’ 
previous warm foot-baths,) together with the simultaneous use of a luke- 
warm bath every other day, of decoction of sarsaparilla (a), as also the 
rubbing in of red precipitate, dry or mixed with spittle, and many other 
modes of treatment (6). The last two modes of treatment are, however, 
much less efficient than rubbing in gray ointment. 

837. In the ordinary and not very old cases of venereal disease, the in- 
ternal use of mercury is preferable to the external. ‘The mercurius so- 
lubilis of HAHNEMANN, or calomel, are given; or because these prepara- 
tions easily excite salivation, which prevents their continuance, sublimate is 
especially used. Under this treatment the patient must closely follow the 
dietetic rules already laid down, and according to the different degrees of 
irritation they must alternate with the preparations of mercury. 

838. Besides this general treatment, certain appearances of Lwes require 
especial attention. 

In syphilitic ulceration of the throat and palate the pencilling recom- 
mended by Rust (a) is especially useful, and to be applied once or twice 
a day to the surface of the ulcer by means of a pencil of charpie (1). 

In syphilitic eruptions washes of sublimate water, of agua phagadenica, 


(a) Crri1to0, Praktische Bemerkungen iiber die Hure.anp, Journal der praktischen Heilkunst. 
venerischen Krankheiten, translated from the 1819, March. 
Italian by DAune. Leipzig, 1790. There is also (b) Ansraux, Clinique chirurgicale. 
a French translation by AuBERT. Paris, 1803. (c) B Mere. subl. corros. gr.vj.—xil. 
I am sorry I have not been able to see either the Extract. cicute, 
original or the translations of this work, for I cannot — flor. chamom. 44 3ij. 
imagine the possibility of half a drachm of subli- Tinct. anodyn. simp. 3j- 


mate at recommended to be rubbed in nightly. Mell. rosar. 3j. 
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sublimate baths, various kinds of mercurial ointments, and drinks operating 
on the skin, are employed (2). ; 

If the granulations do not diminish under the general mercurial treat- 
ment, they must be washed with a strong solution of sublimate, strewed 
with savine powder touched with caustics, especially with lig. hydr. nitr., 
or removed with the knife or scissors, and the places where they were, 
_ touched with caustic. Even when the general Lues has been long cured 

they are often extremely obstinate. 

Syphilitic diseases of the bones require a commensurate mercurial cure, 
according to some, especially Mercurius nitrosus and wood drinks. In 
nodes and gummatous swelling, hemlock poultices and rubbing in mercurial’ 
ointment with opium are used. In most cases, these swellings, which 
depena on exudation beneath the periosteum, become softer, less painful, 
and gradually diminish, and a slight depression and irregularity remains 
in their place. In ¢ophus, irritating remedies, as mercurial and hemlock 
plasters with ammoniacum or blisters are to be used ; and the same applies 
to exostosis. But if these swellings be accompanied with inflammation, 
leeches are to be applied and mercurial ointment rubbed in. In pains in 
the bones the combination of mercury with opium internally and exter- 
nally is fitting, and the use of wood drinks (38). 


[(1) Mercurial fumigation of the throat in syphilitic ulceration of the tonsils and 
pharynx is a very efficient mode of treatment, as the mercurial fumes get at all those 
parts of the sores which cannot be reached by pencilling. Nitric acid, or chloride of 
soda gargle, are also very useful applications. 

(2) When secondary syphilitic sores have formed, which, as LAwRENCE has ob- 
served, are sometimes the result of pustules, and which pustules, it might have been 
added, often commence in vesicles, the scabs generally assume a conical form, and 
sometimes attain great height by circular rings being continually produced at their 
base, corresponding with the enlargement of the sores, resulting from the confined 
matter producing ulceration by its pressure; and, as at this part the scab is softest, it 
bulges around the sore, and thus ring below ring of scab, each of greater circumference 
than the other, is produced, and thus a graduated or step-like conical scab is formed 
which has close resemblance to the scab of a rupial sore. If this scab be rubbed off 
the edges of the wound are very painful and irritable, and soon set about forming 
another, but imperfect seab, which worries the patient exceedingly. So long as such 
scabs reman on the sores, so long do they continue increasing and the sores spreading; 
and, as theiy are thick and hard, no application to them is of the least service. They 
should therefore always be removed by poulticing, after which, by the application of 
red precipitate ointment, together with constitutional treatment, they generally heal 
kindly. ‘The same internal remedies for such eruption will not always be found suited 
to different cases. Sometimes the use of generous and strengthening diet, with porter 
or wine, is sufficient, as such patients are usually much out of health and worn down 
by the suppuration. It is, therefore, advisable always to commence with this mode of 
practice, with the risk of a reappearance of secondary symptoms, which is not unfrequent. 
But sometimes this treatment is utterly useless, and it is requisite to use mercury to 
affect the constitution: this must, however, be done with the greatest caution, and with 
constant watching. Ifthe sores improve and the patient’s appearance betters, and he 
‘begin to get flesh, it is a proof that this is the proper treatment ; if, on the contrary, the 
sores become more irritable and spread, and there be increased general disturbance, the 
mercury must be left off, and the general irritation quieted if possible by merely sooth- 
ing treatment with sarsaparilla or gentle tonics and sedatives—either opium or hyos- 
cyamus. But it may be still necessary to resume the mercury, and sometimes, though 
the constitution will not bear it at its first or second use, it will at last seem to 
yield to the necessity of its employment, will first bear with it without seeming benefit, 
then gradually become accustomed to it, and at last improve under it, and be freed 
from the disease. I have seen this result again and again, and I am convinced of the 
occasional absolute necessity for the employment of mercury in this form of syphi- 
litie eruption, although it may at first seem to be impossible to persist in its use. 
The other forms of syphilitic eruption are more quickly and effectually cured by the 
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use of mercury, but they may also be cured by iodide of potash, which is a most 
valuable remedy for persons, who, as occasionally happens, cannot bear the use of mer- 
cury ; which, however, I believe*much less frequent than supposed, and that rather the 
failure is in want of proper attention on the part of the medical attendant in the use of 
the medicine, than in the action of the medicine itself. In the employment of iodide 
of potash in these eruptions it must not be expected that the disease is at once cured ; 
for such is not the case. The eruption not unfrequently recurs two or three times, as 
if a contest were going on between it and the medicine, but it is at last worn out and 
appears no more. I must confess, however, that if the patient’s constitutional appear- 
ance do not oppose it, I prefer treating these eruptions with mercury, as the cure is 
more speedy and most certain. © 

(3) The best and most certain treatment for nodes is that by mercury which must 
be continued for six or seven weeks; and under its use these swellings, whether from 
fluid or from the actual diseased growth of the bones, slowly but steadily subsides, so 
soon as the constitution becomes affected. The same effect takes place even more 
rapidly by the use of iodide of potash, which may be taken internally in doses of from 
three to five grains, with a dram of syrup of poppies, and in either decoction of sarsa- 
parilla, or compound infusion of gentian with some warm tincture. The quick absorp- 
tion under this treatment is often very surprising, but the cure is not permanent, and the 
nodes reappearing again and again, call for the repetition of the medicine till the dis- 
position to their production is overcome, just as in the eruptions already mentioned. It 
israrely necessary in these cases to cut down through the skin and pertosteum, as was 
formerly almost always practised when there was much fluctuation ; and its absorption 
may be hastened by blistering, and either dressing the sore with simple ointment or 
with iodide of potash ointment. But when fluctuation is accompanied with much pain 
and tenderness, and with redness of the skin, and the swelling increases instead of di- 
minishing, then it may be expected that suppuration has taken place, and it is best to 
make a free incision for the escape of the matter. If this be not done, the pus gradually 
separates the periosteum more extensively from the bone, and there is great danger of 
it being destroyed. This death of bone from syphilitic suppuration beneath the peri- 
osteum, is more common on the skull, than elsewhere and more serious, as not unfre- 
quently both tables of the bone are destroyed. It rarely however happens except in 
persons of irritable habit and broken up constitution. Such fluctuating nodes should 
therefore be emptied by incision, if they do not early yield to the local and constitutional 


treatment.—J. F. S.] 

839. I have endeavoured to point out the various preparations of mer- 
cury according to their special and ascertained operation on the several 
conditions of the disease ; it must, however, be premised on this point, that 
there are indefinable peculiarities in certain constitutions. There must 
therefore be a variation of these preparations, when one preparation has 
at first produced improvement, but on long continuance and more powerful 
application no further benefit results ; or if from one preparation even in an 
increased dose scarce any advantage is gained, in such cases the prepa- 
ration selected is not suited to the constitution. In syphilitic ulcers with 
severe inflammatory symptoms, every employment of mercury is at the 
onset improper ; baths, softening and purgative remedies are alone to be 
employed, and in strong persons blood-lettings. 

Besides the mercurial preparations already mentioned, there have been of late brought 
into use Hydrarg. phosphor. to grain doses, (STARKE, ) the iodide and bromide of mercury 
sth of a grain three times a day, (von GRazre,) and the Hydr. cyanic. to jrd and jth of 
a grain dose (Menpaca, PARENT.) 


840. The Pow of Spitile (Salivation) is not necessary for the cure 
of the venereal disease, and is rather to be avoided, as thereby the further 
use of the mercury is interfered with, and often no trifling destruction of 
the mouth and teeth produced. When, therefore, the precursors of sali- 
vation, as swelling of the gums, metallic taste, and offensive breath have 
set in, the dose of mercury must be diminished, the preparation changed, | 
or it must be entirely given up. The patient must be kept warm, and 
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when these symptoms have subsided, the mercury must be resumed. When 
salivation has commenced, many remedies are advised; as purgatives, 
sulphur, camphor, opium, blisters, and so on, but experience does not 
confirm their particular effect. ‘The most suitable, however. are keeping 
warm, change of linen, warm bec, attention to keeping the bowels open, 
the use of astringent gargles for the mouth; internally, bark, acids, espe- 
cially the phosphoric. It must not, however, be overlooked that in 
confirmed Les it is necessary for its fundamental cure, that the mercury 
should be continued to incipient salivation, which should be kept up for 
several weeks, as frequently that alone proves the sufficient operation of the 
mercury upon the constitution. 

841. In cases of very old venereal disease, in which often the modes 
of treatment prescribed are insufficient, several very active modes of cure 
have been proposed, among which may be especially reckoned, 1, the 
Friction and Hunger Cure; 2, the Mercurial Cure, after WEINHOLD’S 
plan; and, 3, Zirrmann’s Decoction. 

842. The Friction-Cure, long since (a) highly esteemed, has recently 
been brought into great repute by Louvrigr (6) and Rusr (ec). The 
latter has also extended its employment to diseases not syphilitic, of 
which, however, a complete destruction is the foundation of the reproduc- 
tive processes. ‘The mercury does not, in this treatment, operate as a 
specific against scrofulous, gouty, syphilitic and other diseases, but simply 
as exciting the activity of the lymphatic system, by which the absorption 
may go on to completion, the previous degeneracy return to the natural 
condition, the entirely useless deposits be got rid of, and so a perfect consent 
of the organism produced. 

843. This cure is indicated in syphilitic disease where disordered diges- 
tive organs forbid the internal use of mercury ; when from the mercury 
a too little or too great affection of the bowels or of the whole system occurs ; 
when the syphilis, having become a general affection, attacks the bones 
and tendons; when caries, exudation into the joints, hardening or disor- 
ganization of the different tissues are present ; and when the syphzlis will 
not yield to the internal use of mercury: in diseases not syphilitic, in 
which from mere gouty, scrofulous, or rickety causes, swellings in the 
skin, glands, and bones, growth or other diseased affections are produced 
as the result of an anomalous vegetation, and cannot be removed by other 
means, for instance, swellings of the joints, dropsy of the joints, spina 
ventosa, and wide-spreading ulcers : also in herpetic, leproid eruptions, har- 
dening of the testicles, of the breasts, and so on. -Even in those cases 
where diseases arise from simply local causes, hardening and degeneration of 
the cellular tissue, callous changes, carious destructions, fistulous ulcers 
and the like, which on account of their unnatural condition and situation 
often for years withstand every kind of treatment, even the repeated appli- 
cation of the knife, or even render the latter impossible. 


844. The friction cure is always a very severe mode of treatment, and 
for the patient, accompanied with much trouble (1). It must therefore not 
be employed on those patients who are very weakly, who have very irritable 
nerves, in hysterical, hypochondriacal patients, in those who are much 
disposed to agitation or are affected with other diseases, as complaints of 


(a) Faser, above cited. silbereinreibungen in syphilitischen und nicht 
(b) Above cited. syphilitischen Krankheiten ; in his Magazin fir 
(c) Ueber die Heilkraft der methodischen Queck- die gesammte Heilkunde, vol. i. p. 354, 
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the chest, coughing up of blood, hectic fever, dropsy, scurvy, and the like. 
When, however, these diseases are the consequence of syphilis, the fric- 
tion-cure is indicated. ‘The skin of many persons has also a too great or 
too little receptivity for mercury, which at first cannot be determined. In 
the former case generally the cure is not completed ; in the second no cure 
ensues. 

((1) I cannot at all agree with CHexius’s opinion on this point ; for, beyond all doubt, 
the employment of mercury by friction is the mildest mode in which it can be used, 
and the only way in which it should be used, if imperatively called for, in the very 
cases where CuE.tus forbids it. One very important point must not, however, be lost 
py o to wit, the support of the constitution by generous diet, with porter or wine.— 

845. The cure itself primarily consists in the proper preparation of the 
patient by bathing, purging, and a strict diet, by which the susceptibility 
for the operation of the mercury is increased and the absorbing process 
promoted, so that even a smaller quantity of mercury may produce the 
alteration of the constitution. The patient should first take a purge, then 
every other day a bath not warmer than 29° R. [= about 97° Faur. | 
Without any contrary indication twelve baths should be taken, but where 
the destruction of an important part is to be feared, then less may be used. 
In robust full-blooded persons the effect of the cure is always rendered 
more powerful by one or two blood-lettings. Phlegmatic puffy persons 
often derive no benefit from bathing, and therefore must not bathe beyond 
three days. During the use of the bath, and subsequently during the 
rubbing in, the patient should take thrice a day a lightly boiled porridge 
of a pint of meat broth with some grits, barley, rice; or instead of the 
porridge a cup of coffee on the first day, also some boiled ripe fruit or 
pears ; and for drink a decoction of rad. bardane, liquiritie, and althee, 
not exceeding three pints in the twenty-four hours. But frequently it is 
necessary with old weakly persons to give more strengthening diet, wine, 
meat broth, with eggs and the like. In women the preparatory treat- 
ment must be complete before the commencement of the menses ; and when 
they are over, then the rubbing in may be begun. If the menses recur at 
every fourteen days, the treatment must be so arranged, that they should 
have ceased before the critical days, and not interfere either with the me- 
dical treatment or with the evening frictions. If it should come on unex- 
pectedly during the cure, the friction must be put aside. After the bathing is 
finished a second purge is to be ordered, and then the rubbing in proceeded 
with. , 

[Of all the preparations here recommended English Surgeons take no heed, excepting 
the clearance of the bowels at the onset, and a light unstimulating diet during the treat- 
ment. Nor is there any necessity to suspend the rubbing, in women during their monthly 
courses.—J. F. S.] 

846. Twelve rubbings are nearly always sufficient to cure the inveterate 
venereal disease ; frequently from five to six, most commonly nine; mostly 
no syphilitic disease requires more. Nothing definite can, however, here 
be fixed; the number of rubbings must depend on circumstances. For 
rubbing in, at first one drachm, and afterwards one and a half or two 
drachms of well-prepared gray mercurial ointment is to be used. The 
hand with which the rubbing is to be done should be previously warmed 
before the fire, and the rubbing should be continued five minutes. 

According to WEDEMEYER (a), in old and stubborn cases from eighteen to twenty. 


(a) Bemerkungen tiber die Syphilis und ihre Quecksilbers in derselben; in Rust’s Magazin, 
verschiedenen Formen und den Gebrauch des vol. ix. pt. ii. p. 297. 
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rubbings of a drachm and a half each are necessary; in very old and very stubborn 
cases, especially if the salivation be backward and sparing, from twenty-four to thirty 
rubbings of a drachm and a half each, but seldom more are required. On the contrary, 
Rust (a) thinks he has never found this necessary ; but when it was practicable, he in- 
creased the quantity of the ointment to be rubbed in commonly to two, two and a half, 
and even to three drachms, which agrees with my own experience. 

[Our common hospital practice is to rub in a drachm of mercurial ointment every 
other night till the gums begin to swell, become spongy and sore, and the flow of spittle 
be increased ; which effected, the rubbing is continued either as frequently or less fre- 
quently according as the soreness of the gums and the salivation continue the same or 
increase. The state of the gums and the flow of spittle are not, however, always indi- 
cative of the effect of the mercurial rubbing on the constitution; often is there neither 
soreness of gums nor salivation, but other excretions are increased, as the perspiration, 
or urine, or both, or there may be neither even of these, but the constitutional affection 
is shown by the wasting of the body and of the strength. The best guide, however, is 
ihe Ss of the sore, which improves as the rubbing lays hold on the constitution. 

847. The following is the order in which the rubbings-in are to be con- 
ducted : | 

On the first day, in the morning, the patient rubs in the prescribed 
quantity divided on the two legs, on the third day on the thighs, on the 
sixth day on the two arms, from the wrists to the shoulders, on the eighth 
or ninth day on the back, from the hips to the neck. From the seventh 
to the fifteenth day, according to circumstances, two, three, or four rub- 
bings on these parts may be made in the way mentioned. Between the 
fourteenth and sixteenth day a more or less remarkable change occurs in 
the patient. He becomes restless, anxious, his breathing is oppressed, the 
pulse quickened, tongue loaded, and the belly puffed up. At the same 
time come on colicky pains, palpitation of the heart, crying out in his 
sleep, troublesome dreams, rumblings in the belly, and so on; from which 
discomforts the patient is relieved by a perspiration often continuing from 
twenty-four to forty-eight hours, and by increased secretion from the bowels 
and kidneys. On the sixteenth day another rubbing is to be made at 
evening, then on the next morning a purge, and so continuing to the 
twenty-fifth day, when, if there be not convulsions, severe oppression, great 
weakness, and so on, an early termination of the cure may be expected. 
On the twenty-sixth day the patient is to be put into a warm bath, and 
after half an hour washed quite clean with soap-spirit and a sponge, and 
dried. He is then to have fresh linen and to be carried into another room. 
The patient must during the whole cure be kept ina regularly warm room, 
and should neither get up, change his linen, nor cleanse the parts smeared 
with the ointment. 

848. The following are the principal symptoms to be observed during 
this cure. The salivation usually appears between the fourth and fifth 
rubbing in, and is only to be checked when severe. ‘The inconveniences 
attendant upon it may be best diminished by syringing the mouth with 
mild or slightly astringent decoctions. If the tongue swell so that it 
squeeze itself between the teeth, a piece of cork must be introduced between 
the grinding-teeth. But if from its swelling there be danger of stifling, 
the cure must be suspended and the tongue scarified. Ulcers on the tongue 
and gums are to be touched with a mixture of a drachm of camphor to an 
ounce of oil of almonds. The patient must frequently move his tongue 
to prevent its growing together. 

If the salivation appear before the third rubbing-in, a smaller quantity 

. (a) Above cited. 
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of the ointment must be used, and at more distant iutervals. But the 
salivation frequently diminishes when the rubbing in is continued, and 
nearly always if it be restricted to the evening. The salivation oftentimes 
continues after the cure is completed and ceases of itself. If during the 
whole cure there be no effect upon the salivary glands, it must not be forced ; 
the hope of a happy result is then, however, always slight. In this case 
there often occur frequent intestinal and urinary evacuations, increased 
perspiration, and critical symptoms. Spasms, faintings, high fever, weaken- 
ing perspirations, if occurring previous to the third rubbing in, and cannot 
be removed by chamomile and peppermint tea, by old wine, coffee, HoFrr- . 
MANN’S spirit, and require the suspension of the cure. 

From my own experience I cannot recommend the modification of the friction-cure 
adopted by some, and formerly known by the name of the MonTPELLIER treatment, or 
steam-cure, in which the diet is neither so strict, nor the rubbing-in made so regu- 
larly, or in such quantity as directed by Louvrrer and Rust to produce salivation; but 
it is rather endeavoured to avoid it by suspending the rubbing-in, by purging, and so 
on; and then the friction is recommenced, and subsequently wood drinks are em- 
ployed. 

849. If the salivation or critical sweating be checked by cold and so 
on, in consequence of which severe spasmodic symptoms and even sudden 
death may ensue, the patient must be cleansed in a warm bath, put into 
a clean warm bed, the whole body rubbed with warm cloths, and with 
these also may be employed, mustard poultices, diaphoretics, and even 
emetics. 

850. During the time of the evening frictions spasmodic symptoms, 
oppression, fainting, convulsions, nausea, and small contracted pulse, which 
often arise, are either forerunners of a second crisis, especially if the 
fifteenth day be not completed; or they are consequent on the use of 
purgatives. In the former case, stimulating remedies must be given; in 
the latter, the operation of the purgative must be stopped, and the next 
time a less powerful one given. But if under this treatment the symp- 
toms do not subside, the treatment must be suspended. 

851. When the cure is perfected, the patient, by the use of nourishing 
food, care being taken to avoid overloading the stomach, soon acquires 
a healthy blooming appearance: but if this do not follow, there is great 
probability of an imperfect cure. Should it be necessary still to repeat 
the cure once more, the patient must be first recovered from the pre- 
vious treatment. : 

852. WEINHOLD (a) employs a grand Mercurial Cure with calomel, 
which, as well as the friction cure, may be of greater service, and not 
only in old syphilitic, but also in rheumatic, scrofulous, and gouty dis- 
eases, as well also as in those cases in which often we are unaware on 
what the diseased action depends. Its object is, that a sufficiently large 
quantity of calomel should, at long intervals, so operate on the organism, 
that no salivation should be produced, because it would prevent the con- 
tinuance of the calomel, and suspend the operation of the mercury on the 
unnatural reproduction. 

853. In this cure the patient takes every evening, two hours before 
bed-time, on an empty stomach, a powder of ten grains of calomel and 
fifteen of sugar, and drinks two cups of warm beef tea; half an hour after, 

(w) Von den Krankheiten der Gesichtsknochen dem Verhiiten des Einsinkens der gichtischen und 


und ihrer Schleimhaiite der Ausrottung eines  venerischen Nase und der Einsetzung kinstlicher 
grossen Polypen in der linken Oberkieferhdéhle, Choanen. Halle, 1818. 4to. p. 36. 


‘ZITTMANN’S DECOCTION. 667 


he takes a second like dose, and if he bea strong person, at the third 
half-hour he takes half a dose, so that together twenty-five grains of 
calomel and six cups of beef tea are taken. He then goes to bed, and 
drinks in the morning a couple of cups of moderately strong coffee, which 
usually produces three or four thin motions. If this do not happen at 
the tenth or twelfth hour after having taken the medicine, a powder of 
fifteen or twenty grains of jalap, and as much tartrate of potash, must be 
given in order to produce at least one evacuation. After two days’ rest, 
the patient must, according to circumstances, take the same dose of 
calomel in two or three portions ; on the seventh day, the third; on the 
tenth, the fourth ; on the thirteenth, the fifth ; on the sixteenth, the sixth ; 
and the conclusion is made on the nineteenth or twenty-first day, with the 
seventh or eighth dose. As at the third and fourth dose the stomach 
becomes accustomed to the irritation of the mercury, from five to six 
grains of jalap must he added to each dose. At the same time, a weak 
decoction of bark must be taken to support the reproductive powers, 
whilst the mercury destroys the dyscrasic. During this cure the patient 
must keep in-doors at least two or three hours in the forenoon, to promote 
perspiration ; in not very bad weather he may, without harm, go about 
his business. The principal object of this treatment is, to produce stools, 
because they more certainly prevent salivation ; but if that come on, 
which frequently happens in persons who have already used much mercury, 
the cure must be suspended. 

854. ZitTMANN’s decoction (a) is to be used in the following manner: 
on the first morning the patient takes sixteen portions of pil. mere. 
laxant; on the four following days he drinks in the morning a bottle of 
warm strong, and at noon a bottle of not warmed weak decoction; on the 
sixth day, again he takes the purging pills, as at first; and on the four 
following days, the decoction in like manner. Herewith the patient 
should eat only two ounces of roast meat, and as much white bread daily ; 
and soup three times on those days when the purge is taken. The patient 
keeps in bed during the whole time, for the purpose of properly producing 
the perspiration. After the use of the decoction, he should keep his 
room for some time, drink infusion of spec. lignorum, or of sarsaparilla, and 
observe a weak diet. If the patient be not restored, the whole cure must 
be repeated a second time. In very robust persons, the purging pills 
must be once given on the eleventh day. The ulcers during the cure are 
merely to be cleansed with lukewarm water, and covered with charpie, 
either dry or spread with mild ointment. On an average, the use of the 
decoction is followed by five or six, and more, thin watery motions, and 
more or less, great perspiration. I have never noticed any accident which 
rendered breaking off this cure necessary. In largely spreading erup- 
tions and very weak persons, it may be advantageous that only one bottle 
of the decoction should be drunk daily for the purpose of lengthening the 


(a) R Rad. sarse 3xij. et coque cum B Resid. decoct. fort. h 
Aq. font. Tbxxiv. pro #hor., et adde Rad. sarsap. 3vi. coq. cum 
Alum, sacchar. Zjss. Aq. fontan. fpxxiyv. sub fine coct. adde 
Mere. dulce. Jiv. Pulv. cort. citr. 
Cinnab. antim. 3j. in nodul. ligat. sub —— cinnamomi. 
fine coct. admisce cardamom. a4 3iii. 
Fol. senn, Ziij. Rad. liquirit. Zij. 
Rad. liquirit. Zjss. Colat. lib. xvi. D. ad lag. vii. S. Decoctum 


Sem. anis. vulg. tenue. 
—— fenicul. aa Ziv. 
Colat. lib, xvi. D. ad lagen. viii. S. Decoct. forte. 
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cure by the prescribed diet. Frequently the pills are thrown up and then 
they must be again taken in divided doses. Nausea, disposition to 
vomit, and even actual vomiting, during the use of the decoction subside, 
if a smaller quantity of the decoction be drunk at one time. I have ob- 
served, in one instance, severe pain in the belly every time after taking 
the weak decoction, and frequently a gentle, not very lengthened sali- 
vation, has been noticed (a). 

The Arabian treatment and dry diet resembles that with Zrrrmawnn’s decoction (0d). 

Here also must be mentioned the plan of treatment proposed by Dzonp1 (c), in 
which the patient commences with one-fifth of a grain of sublimate in four pills, taken 
immediately after dinner; from day to day the medicine is increased by two additional 
pills, so that on the last day of the cure, which occupies twenty-seven days, thirty 
pills, or 13 grain of the sublimate, is taken ata dose. All this time the patient lives 
moderately, keeps himself warm, and drinks sarsaparilla tea. If the cure be disturbed 
by salivation, after that has been relieved, the number of pills still remaining must 
be continued. If mercury have been previously immoderately or irregularly used, sul- 
phur should be first employed internally or in baths. 

According to KiucEe(d), Dzonpi’s treatment is not to be depended on; in certain 
cases, however, especially in ulcers of the bones and nose, it is very efficacious. 


855. In reference to the efficacy of the friction-cure, of ZiITrMANN’s 
decoction and of WrEINHOLD’s treatment, I must undoubtedly give the 
preference to the former over the latter, which, according to my ex- 
perience, more frequently checks than actually cure the disease ; often in- 
deed it cannot be borne, and may often continue injurious and scarcely 
to be gotten rid of disturbance in the functions of the alimentary canal, 
which depend on an usual and peculiar treatment. The friction cure and 
ZITTMANN’S decoction, in general, act more surely ; but the latter is con- 
nected with by far less inconvenience to the patient, on which account, 
according to my present experience, I prefer ZrrrMANN’s decoction to 
the friction cure, and only employ the latter when the former has been in- 
efficient. The effect of this decoction I have proved, not merely in all 
forms of syphilis, but also in other inveterate disease. 

Compare my above-mentioned statement, in which I have endeavoured to contradict 


the opinions put forward by NrumMANN (e) against the friction-cure, and in favour of 
WEINHOLD’s mode of treatment. 


What is the result of WEINHOLD’s treatment, when, from the coming on of salivation, 
it be not determined to interrupt the cure, (which WEINHOLD and NEUMANN expressly 
enjoin,) I cannot from my own experience determine. 


(a) CuEuius, Ueber die Anwendung des Decoct. 
ZirtM. im Vergleiche mit anderen gegen inver- 
terirte Lustseuche und andere Krankheiten 
empfohlenen Belandlungsweisen; in Heidelb. 
klinisch. Annal. vol. i. pt. i. p. 116. 

Hacxer; in Heidelberger klinischen Annalen ; 
in Rusv’s Magazin, vol. xxxix. pt. i. p. 1.—vol. 
Ixvii. pt. ii. p. 203. 

HAaBEL, Ueber die Heilkraft des Zitrmann De- 
coctes in seciindarer Syphilis; in Med. Jahrbiichern 
des dsten Staates. Neue Folge, vol.ix. 1835. 

Martius, Einige Bemerkungen tiber das De- 
coctum ZITTMANNI 3 in Heidelberg med. Annalen, 
vol. ix. pt. iii. p. 418. 

(b) S Ganpy, Apercu sur lefficacité du Traite- 
ment dit arabique dans les Maladies Sy philitiques 
ou anciennes ou degéenerees. Montpellier, 1827, 
te hs 3; in Rust’s Magazin, vol. xvii. p. 

Scumrrer, Dissert. sur ’emploi du Mercure 
Sublime et le Traitement arabique dans les Maladies 
Syphilitiques. Strasbourg, 1825. 

(ce) Dzonp1, Neue zuverlassige Heilart der 
Lustseuche. Halle, 1832. Second Edit.—F. A. S1- 
MON, jun., Ueber den sublimat. und die Inunctions- 


kur, mit besonderer Beziehung auf Dzonnr’s nene 
zuverlassige Heilart von Lustseuche, und die 
pba er Inunctionskur. Hamburg, 
826. 

BarRtTEts einige Bemurkungen iiber Dzonp1’'s 
neue Heilart der Lustseuche ; in vonGRAEFE und 
von WaLTHER’s Journal, vol. ix. p. 513. 

(d) Bericht tiber die, auf héberen Befehl mit 
der Dzonpi’schen Heilmethod gegen die Lust- 
seuche in dem Berl. Charite-Krankenhause ange- 
stellten Kurversuche und deren Resultate, nebst 
Gutachten uber die Methode selbst; in Rust’s 
Magazin, vol. xxvi. p. 211. 

(e) Vergleichung der lLotvrier’schen und 
WeINHOLD’schen Methode, das Quecksilber anzu- 
wenden ; in von GRAEFE und von WALTHER’S 
Journal, vol. ii. p. 408. 

WirrcxeE, Dissert.de WE1NHOLDII Hydrargyrum 
adhibendi methodo. Berol. 1821. 

NEUMANN, liber die Lustseuche ; in von GRAEFE 
und von WALTHER’s Journal, vol. xvii. p. 1. 

He1nzeE, Ueber die Bekimpfung der Lustseuche 
durch eine modificirte Inunctionskur, u. s. w. 
Wien, 1836. 
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2.—TREATMENT OF SYPHILIS WITHOUT MERCURY. 


856. The various diseased conditions which have been considered in- 
compatible with the use of mercury, as great debility, with a disposition of 
the juices to deficient mixture, suppuration of internal organs, aneurisms, 
scorbutic diathesis, have, on the one hand, as also the evils ascribed to 
the use of mercury, have on the other, led to the proposal of the various 
modes of treatment without mercury. 'To these belong, the sudorifie de- 
coctions of the radix sarse@, caricis arenarie, chine, astragali ex scapi, 
and bardane, of the lignum guiaiaci, cortex mezeret, stipites dulcamare 
and green walnut shells. Poxurn1’s decoction, the rob anti syphilitique 
of LAFFECTEUR, the sarsaparilla cure of St. Mariz, (drank like mineral 
water,) Vicoroux’s drink, the hunger cure of Osborn and SrRuve, 
the volatile alkalies, (BERNARD’s Tinctura anti-syphilitica,) various an- 
timonial preparations, the acids, especially muriatic acid, gold, especially 
its muriate (1) ; hydriodate of potash, and various other remedies. ‘These 
modes of treatment were, for the most part, less destined for the primary, 
than for the secondary and older symptoms of the venereal disease, espe- 
cially for those where much mercury had been already used without 
effect ; or where, on account of the state of the constitution, its use could 
not be borne. The greater number of these remedies had merely ephe- 
meral reputation, and could not supplant mercury. 


See my opinion already given upon ZirrMann’s decoction, in which the greater 
number of these modes of treatment have been more fully mentioned, and their effects 
compared. 

Gold, first substituted for mercury by Pitcairn, but especially introduced by CHREs- 
TIEN, was as gold filings, gold powder, oxide of gold, and muriate of gold, (CHREs- 
TIEN’s salt of gold,) recommended in primary and secondary syphilitic affections ; 
it increased the appetite, raised the pulse and heat, produced thirst, burning of the gums, 
salivation, (of a milder character without smell, without ulcers, and not exhausting 
as when mercury is used,) febrile re-action, sweating, increased secretion of urine. It 
called forth the syphilitic symptoms previously suppressed, and the recovery when it 
took place was permanent. The effect is greater in using the salt, less in the use of 
the oxide, and weakest with the powder. In an irritable state it could not be employed. 
Of the gold powder, the first grain was divided into twelve, the second into eleven, the 
third into ten, and the fourth into nine parts; it was used so many days as there were 
parts into which the medicine had been divided, and it was rubbed .into the tongue, 
the gums, or the sensible parts of the face. In buboes and very painful ulcers, 
rubbing in the powder or salts of gold was effected with cerate. Very numerous obser- 
vations show that the effect of the gold against syphilis was much less and more uncer- 
tain than CurEsTIEN and Nie had held: in our climate, large doses (according to my 
experience) are required to bring about the before-mentioned results. In irritable con- 
stitutions gold is a dangerous remedy (a). 

Ricorp (6) treated in 1824 of the use of iodine in gonorrhea and bubo; Eusispe DE 
SALLE is fond of it in hard swellings of the testicles, and also LaLLEMAND, BIETT, 
and PaiLuaNnp; but especially WaLLace (c), Roperr WiiuiaMs, M. D., Jupp (d), 
TYRRELL (e), Esers (f), Von HassELBERG and others (g) have used the hydriodide 


(a) Carestien, Méthode iatraleptique Paris, 
1814. Second Edit. 

Gozzt, Sopra!’ uso di alcuni remedii aurifici nelle 
Malattie Veneree annotationi teoretico-pratiche. 
Bologna, 1817. 

Dictionnaire des 
Jatraleptique. 

Percy ; in Journal Complémentaire du Dict. des 
Sciences Médicales. Oct., 1818. 

OpuHELIvs; in HuFEeLann’s Journal, vol. xliv. 
od LE 

Denpecu, above cited, 

(b) Journal Complément., vol. xix. 


Sciences Médicales,—Art., 


(c) WALLACE, above cited. 

(d) Jupp, A practical Treatise on Urethritis and 
Syphilis. London, 1836, 

(e) TyRRet, On the use of Iodine in Syphilis. 

B Iodin. gr. 4; potass. iod. gr. 43; syr. papay. 
Siv. aq. destill. Zviij. Ft. mist. ; coch. duo ter die 
sumend. 

(f) Esers, Ueber Anwendung des Kali hydrojod. 
gegensecundare Lustseuche; in med. Veriarzeite 
ung in Preussen, 1836, 5 October. 

(g) StaBEROH; in Casprer’s Wochenschrift, 
1838. No. 5. 
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of potash in the different forms of the general venereal disease, and in doubtful cases, 
with remarkable success. The iodine tincture, the hydriodic acid and iodine strong 
have been used; the hydriodide of potash, however, with especial success. According 
to WALLACE, two, three, or four table-spoonfuls, and according to HAcKER (a) eight or 
nine spoonfuls daily are given, of a mixture composed of hydriodide of potash two 
drams, and distilled water eight ounces. Its operations generally are increase of the 
vital activity, cheerfulness, increased appetite, increase of flesh, brighter colour of the 
skin, return of sleep, greater activity of the excreting organs ; sometimes diarrhcea and 
colic; in one case salivation occurred (b). The hydriodide of potash is especially 
efficient in secondary syphilis, with increase of substance particularly in the bones and 
skin. Hacker observed in eleven cases that there was always remarkably quick im- 
provement, but not proportionately quick cure. The treatment must often be continued 
for more than two months. According to Evers, the urine is to be tested during the 
cure with sulphuric acid, with solution of starch or of chlorate of lime. 

((1) Forster gives some cases (c) of syphilis cured by the conjoined use of chloride 
of gold and soda, and observes, “in all these cases and in some which have since oc- 
curred, the only evident effect of this remedy was, the perspiration, which gradually 
diminished in quantity as the system became accustomed to the stimulus. In only one 
case was any dressing but dry lint applied, and this difference did not seem to be influ- 
ential.” The form of preparation of this remedy was the following :—‘* Dissolve ninety- 
six grains of pure gold in nitro-muriatic acid ; evaporate and crystallize; dissolve the 
crystals of the chloride of gold obtained, in pure water; add thirty grains of decrepi- 
tated chloride of soda. LEvaporate the solution and crystallize. The salt is slightly 
deliquescent, and must therefore be kept in a stopped phial.” 


857. In England, however, the treatment without mercury, formerly re- 
stricted to the so-called pseudo-syphilitic diseases, has been extended to all 
syphilitic affections, and this has been continued and mercury discarded for 
more than eighteen years in the greater number of the military hospitals, 
and by many of the most distinguished civil practitioners (1). ‘The mode 
of treatment is the following : 

In primary syphilitic sores, as long as their inflammatory character con- 
tinues local, and in severe inflammation general blood-letting must be em- 
ployed, especially in phimosis and paraphimosis ; the patient must preserve 
the strictest quiet, and be continually in the horizontal posture ; he must 
use purging neutral salts and strict antiphlogistic diet. The local treat- 
ment of the ulcer is to be guided only according to its special condition 
and not with reference to a specific contagion. In painful sores with 
everted, hard, irregular edges, and scabs, softening anodyne fomentations 
and applications must be used two or three times a day ; and after these 
symptoms have subsided, solutions of lead, of sulphate of zinc and copper, 
lime water,and soon. In phagedenic and gangrenous sores, whilst inflam- 
mation exists, bleeding must be employed with strict antiphlogistie diet, 
softening anodyne applications, afterwards solutions of lunar caustic, di- 
luted sulphuric acid, tincture of myrrh, turpentine and similar remedies, 
in which the frequent change of the remedies specially promotes the 
healing, and very much seems to depend on keeping the dressings moist. 
Jn indolent ulcers more stimulating remedies must be employed. By this 
treatment all ulcers of the generative parts may, without exception, be 
healed in a short time. The dispersion of buboes is to be promoted by a 
compressing bandage, and in their painful state they must be treated by the 
frequent application of leeches. If suppuration occur, the abscess must be 
opened with caustic, and the wound afterwards treated as a primary sore. 
Secondary symptoms, when occurring after the just-mentioned treatment, 


i (a) og retro in Summarium, u. s. w., vol. viii. (b) Butrocx ; in Edinb. Med. and Surg. Journ., 
art vil. 5 7 


le 
(c) Lancet, 1829-30. vol. ii. p. 590. 
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appear as inflammation and ulcers of the throat, eruptions of various kind, 
inflammation of the eyes, periostitis, and swellings of the bones. If these 
symptoms be very mild they may be cured by sudorific woody drinks, an- 
timonials, strict diet, and antiphlogistic treatment, agreeable to circum- 
stances. Severe and dangerous symptoms, as great and continued pain in 
the bones, caries, destructive ulcers of the throat and other parts, will 
never be seen after this treatment. 


[As regards the continuance of this treatment, the frequency of buboes following 
upon primary ulcers, and subsequently the occurrence of secondary symptoms, the 
opinions of English practitioners differ from each other. According to Hix1, ulcers 
with the proper syphilitic character heal in from eight to twenty-five days ; according 
to HENNEN, the primary in fifty-five and the secondary in from fifty-five to eighty-five 
days. Previous mercurial treatment and scrofulous constitution have special influence 
on the difficulty of the cure. The proportion of the secondary to the primary symptoms 
is, according to Rosr, 1 : 3; to GuTurtis, 1 : 10; to THomson, 1 : 12; to HENNEN, 
hs and to Hine, “1:10: 

(1) It must not be supposed that the practice of treating syphilis without mercury 
is at all the general practice throughout England; for beyond all doubt it is decidedly 
the reverse, as the treatment of these cases in almost all, if not all, the civil hospitals, 
and by the greater number of Surgeons proves. It is not to be supposed, however, that 
mercury is used in the profuse and improper manner in which in former times, and 
even within my own recollection, it was employed for true syphilitic symptoms, either 
primary or seeondary. Nor indeed is it used for all or for a large proportion of sores 
on the genitals, in which heretofore it was indiscriminately prescribed. The Surgeon 
now first takes care to discriminate between the syphilitic and non-syphilitic sore, and 
adapts his treatment accordingly, with mercury, under careful regulations, for the 
former as a specific, but for the latter, as either an alterative, or simply as an occa- 
sional purge, taking care at the same time to improve the general health by diet, medi- 
cine, and good air. 

Far from employing mercury too frequently or too freely, the fault is now rather in 
the contrary direction, and an imperfect cure is the result of leaving off that medicine 
too quickly, and not continuing it a week or ten days or more after the symptoms have 
apparently subsided, whilst in reality the syphilitic poison has not been entirely cast 
out. ‘The consequence of this is, that secondary symptoms, especially eruptions, are, so 
far as I have had opportunity of observing, much more frequent than formerly. The 
Surgeon therefore should be especially cautious, that whilst he avoids overdosing with 
mercury, in whatever form it be used, that a sufficient quantity should be administered 
to affect the constitution fully, and this should be steadily, though moderately, kept up 
till some days after all symptoms have disappeared. CHELIUS’s own observations in the 
following paragraph fully bear out all here mentioned.—J. F. S.] 


858. Many of the objections formerly made against this plan of treat- 
ment when the here mentioned observations had not been sufficiently 
numerous nor sufficiently long continued, though the pseudo-syphilitic 
affections were cured by it, but not the true syphilis, have on the contrary 
lost all weight, if it be remembered how long this treatment has been em- 
ployed, and by some of the most experienced and best instructed English 
practitioners. The frequency of the secondary symptoms always remains 
as the most important objection; but seeing that we are still in want of 
careful and sufficiently numerous statements in reference to the employ- 
ment of mercury, so must, after the impressive testimony of the English 
practitioners, the mild and by far less destructive character of the second- 
ary symptoms outweigh this objection. Certain as it may be on the other 
hand, that by the immoderate use of mercury, syphilis assumes a peculiar 
destructive character, so little can I, however, agree with the banishment 
of mercury in the treatment of syphilitic diseases, that I am convinced by 
experience, that a moderate use of mercury, with a strict and corresponding 
dietetic treatment, effects more quickly and constantly the cure of syphilis, 
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The reproach, that the mercurial treatment of syphilis first imparts to it a 
direct destructive character, applies only to the negligent, common use of 
this remedy without reference to the constitution, and without correspon- 
dent mode of living. It is satisfactory in other respects to know, that in 
those conditions which especially contraindicate the use of mercury, this 
treatment may be employed with confidence. 


For the literature of this subject, see— 


Fercusson, Observations on the Venereal Disease in Portugal, as affecting the Con- 
stitutions of the British Soldiers and Natives ; in Med.-Chir. Trans., vol. iv. 


Rosr, Observations on the Treatment of Syphilis, with an account of several cases 
of that disease in which a cure was effected without the use of Mercury; in Med.- 
Chir. Trans., vol. vill. p. 349. 


Gururiez, On the Treatment of the Venereal Disease without Mercury. 


Hennen Joun, Observations on the cure of Syphilis without Mercury, &c. ; in Edin- 
burgh Med. and Surg. Journal, vol. xiv. p. 201, 1818. 


Hii, Samu., M.D., On the Simple Treatment of Syphilis without Mercury ; in Edin- 
burgh Med. and Surg. Journal, vol. xviil. p. 567. 1822. 


Tomson, JoHN, Observations on the Treatment of Syphilis without Mercury ; in 
Edinburgh Med. and Surg. Journal, vol. xiv. p. 84. : 


Aucock, Observations on the successful Treatment of Syphilis in its. primary stage 
without Mercury ; in London Med. Repos., vol. ix. p. 489. 


Rousseau, J. B. C., M.D., On Venereal Complaints; in American Med. Recorder, 
vol. iii. p. 171. 


Putney; in New England Journal, vol. ix. p. 235. 

Wake, ibid. 

Srevens; in Med. and Surg. Register of the New York Hospital, part ii. 1820. 
Topp; in Dublin Hospital Reports, 1810, vol. ii. p. 147. 


Kricrer, Darstellung der jezt in England, iiblichen Behandlung venerischer und 
Syphilitischer Krankheiten ohne Mercur ; in Horn’s Archiv., 1822, Jan. Feb., p. 99. 


HureLanp, Bemerkungen iiber die neue Englische Methode, die Syphilis ohne 
Mercur zu behandeln; in his Journal, 1822, Sept., p. 20. 

WEDEMEYER; above cited. 

Huser, Bemerkungen iiber die Geschichte und Behandlung der venerischen Krank- 
heiten. Stuttgart und Tibingen, 1825. 

Orro, C., M.D., Ueber die Behandlung der Syphilis ohne Merkur, und die Aus- 
breitung dieser Heil-methode in Grossbritannien; in Von GRAEFE und WaLTHER’S 
Journal, vol. viii. part 1. p. 46. 

Becker, Ueber die Behandlung der Syphilis ohne Quecksilber, mit Beriichsichtigung 
der in Grossbritannien angestellten Beobactungen; in Horn’s Archiv. fir Med. Er- 
fahrung. 

OprenneErmM, die Behandlung der’ Lustseuche ohne Quecksilber oder die nicht Mer- 
curiellen Mittel und Methoden zur Heilung der Lustseuche. Hamburg, 1827. 

Fricke, Annalen der Chirurgischen Abtheilung des allgemeinen Krankenhauses in 
Hamburg, vol. i. Hamburgh, 1828. 


Wituetm, Clinische Chirurgie; mit. Kupf. Miinchen, 1830. 8vo. vol. i. 
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SYPHILIS IN INFANTS. 


{Infant children are occasionally affected with syphilis, either whilst still in the 
womb, during birth, or from sucking a diseased nurse. The latter two modes of infec- 
tion are those generally admitted, but Evanson and MAuNSsELL state that «“ the first 
mentioned has been in their experience by far the most usual, and that they have not 
in their own recollection any cases decidedly proving the occurrence of the third.” I 
do not, however, see any sufficient reason why infection during delivery should be 
infrequent, as it is far from uncommon that the medical attendant of a woman with 
primary sores, and whose hands are not long in contact with the sores, becomes subject 
of chancre. Evanson and MaunsELt state that the communication of syphilis to the 
fetus in the womb “happpens commonly in one of the following ways: one or both 
parents may have the disease at the time of the conception of the child, or they may 
have had it previously, and perhaps, at the period in question, present no sign of ill 
health whatsoever. Under either of these circumstances a child may be born appa- 
rently healthy, and continue so for an uncertain period, (varying from a fortnight to 
five or six months,) when marks of syphilis may show themselves; the most usual 
period for the disease to appear, is, according to our experience, from the third to the 
fifth week.” (Hucurer (a) says that syphilis shows itself in an infant in from three to 
thirty days after birth.) ‘In this way the symptoms may be developed in several succes- 
sive children of the same parents, but usually such cases are alternated with miscar- 
riages or premature births of children, dead and covered with syphilitic eruption ; or 
all these occurrences may take place in the same family: for example, a woman may 
miscarry once or twice; may then produce a dead syphilitic child, and subsequently 
give birth to one apparently healthy, but showing disease when it has attained the age 
of four or five weeks. There is no regular succession in the occurrence of these different 
events, as they indifferently precede or follow each other. During the whole period of 
the production of these diseased children, both parents may appear perfectly healthy, 
and one of them may never have had any sign of the disease.” The child may also be 
infected from a syphilitic nurse, but whether simply from the infected milk, or whether 
only from sore nipples, I am not prepared to state; for though Dyckman (b) maintains 
that a child may become diseased simply by the milk of an infected nurse, LAWRENCE’S 
case presently mentioned, however, seems to disprove this statement. But, on the other 
hand, the child can infect the nurse, of which the case related by Joun HunTer 
(p. 413) as one instance of disease resembling syphilis, is a most excellent example, for 
the history of the case proves beyond all doubt that the disease was genuine syphilis, 
and the child successively infected three wet-nurses, by the first two of whom their 
own children were consequently infected. LLawRENCE also mentions a case in which a 
syphilitic child gave the disease to a healthy woman who nursed it, but at the same 
time, her own child having been kept at the other breast, did not receive it. “The 
woman that so nursed this child had a primary sore on the breast, an affection of the 
absorbent glands, and an eruption over certain parts of the body similar to what we 
would regard in other cases as secondary symptoms of the venereal disease. The child 
then appearing to be well, was put to a second nurse, who had also a primary sore on 
the breast, and eruptions on the body; she became pregnant, and five weeks after deli- 
very her infant was covered over from top to toe with syphilitic eruptions.” (p. 783.) 
Whether in these cases the nurse be infected through a sore on her nipple, or merely 
by the application of the poison to the skin, is disputed. Corues doubts whether the 
child can infect the nurse unless she have ulceration of the nipple. Topp mentions (ce) 
a very remarkable case of an old woman of seventy years of age who spoon-fed her 
grandchild, which was infected with syphilis, and died a fortnight after birth. Three 
days after the woman had a rash on the arms like itch, and in three or four days more 
she had excrescences on the labia, a few elevated blotches on her breast and back, and 
a deep ulcer in each tonsil. This woman was speedily cured by the mercurial treatment. 

When a child is born dead, and has been so for some time previous, its putridity pre- 
vents determination from its appearance of the existence of the disease ; but when born 
alive, “the child appears healthy for an uncertain period (from a fortnight to five or 
six months) after birth. The first distinct symptom usually is the occurrence of a 
peculiar mode of breathing through the nose, known by nurses as the snuffles, (and 
depending on the nostrils being inflamed and stuffed with a thick viscid yellow secre- 


(a) Archives Générales de Médecine. Aug.,1840. those Affections of the Penis which are generally 
(b) On the Pathology of the Human Fluids. considered as primary symptoms of Syphilis, &. 3 
(c) Surgical Report, containing an account of in Dublin Hospital Reports,vol.ii. p. 182. 
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tion) ; at the commencement this is attributed to cold, and seldom attended to until the 
eruption appears. In the interim, however, the child’s health is much affected, and 
without any obvious reason. It has no bowel complaint, and is not undergoing denti- 
tion, but yet wastes away, and is feverish, fretful, and pallid. In about a fortnight an 
eruption comes out rather suddenly, at first upon the lower extremities and buttocks, 
and subsequently upon the face and body ; * * * first in the form of copper-coloured 
blotches, about the size of a split pea, and slightly raised above the level of the skin. 
These are, in a slight degree, moist upon the surface, and in situations exposed to the 
air they soon become scaly, and subsequently are converted ‘into dark-yellowish scabs. 
Where portions of skin are naturally in contact, as between the buttocks, in the wrinkles 
of the neck, &c., scales are not formed, but raised condylomatous sores. As the disease 
advances, the skin in the intervals of the scabs becomes throughout of a copper colour, 
and perpendicular fissures are formed in the lips, giving the mouth a very peculiar and 
characteristic appearance, which cannot be verbally described, but to those familiar with 
the disease, is in itself diagnostic of its real nature. The voice at this period becomes 
feeble and stridulous; the inside of the mouth often covered with aphthe ; extreme 
emaciation attends, and, if medical aid be not afforded, the child is reduced to a state of 
excessive debility, and lies covered with disgusting scabs and ulcerations.” (EVvANSON 
and MauNsELL.) In addition to these, LAWRENCE mentions that he has seen two cases 
of iritis as symptoms of syphilis in infants ; and that sometimes there are ulcers pretty 
much indurated, that is, with a superficial edge, and rather indurated base, about the 
anus. “The diagnosis is to be derived partly from its history, but in investigating this 
the greatest caution is required, as a hint of any suspicion upon the subject might, in 
many instances, be productive of the most unhappy domestic results.* * * The snuffles of 
syphilis having nothing at first to distinguish them from those of common catarrh, the 
disease with which the eruption is most likely to be confounded is common itch, which 
in the delicate skin of the child may assume a frightfully severe form. It is to be 
known from syphilis by its pustular character, by the itchiness which it occasions, and 
by the absence of the copper colour of the skin, and the peculiar fissured appearance of 
the mouth. Itch is also commonly communicated to the attendants. * * * The prog- 
nosis is always favourable when the case is seen early and properly treated, few diseases 
being more under the influence of medicine. If left to itself, however, Syphilis infantum 
is certainly fatal. 

“The treatment is exceedingly simple—mercury being always required, and, when 
judiciously exhibited, seldom failing to produce a beneficial effect. * * * Administer 
from one to two grains of hydragyrum cum creta two or three times a day (according to 
the age) until the eruption and snufiles disappear. The child usually fattens under 
this treatment; and salivation is never produced, at least we have never seen it, ina 
child under three years of age. Should the mercury affect the bowels, which some- 
times happens, we must combine with each dose from half a grain to a grain of DovrEr’s 
powder, or of the powder of chalk and opium. The time required for treatment is 
from six weeks to two or three months, and the medicine should always be continued 
for two or three weeks after every symptom has disappeared; even when this precau- 
tion has been observed, the disease may return and the mercurial treatment must be 
again and again resumed.” Black wash or dilute citrine ointment may be applied to 
the sores, and when they become indolent they may be stimulated with nitrate of silver 
or sulphate of copper. Giving mercury to the nurse so as indirectly to affect the child 
is insufficient for the cure of the disease in the latter. ‘ When the mother is suckling 
her own child it will be well to treat her with alteratives, as for example, sarsaparilla ; 
but unless she labours under actual syphilitic symptoms the giving of mercury to her 
should not be thought of until the child is weaned, as by affecting her general health 
it would be likely to deteriorate her qualities as a nurse.” (Evanson and MAUNSELL.) 
Some practitioners make use of corrosive sublimate in treating syphilitic infants ; but 
it is objected to both by Swepraur and Bacor as likely to disagree and produce violent 
griping. 

In connexion with this subject one very important question may be here adverted to, 
namely, whether syphilis can be communicated by co-habitation, if the husband la- 
bour only under secondary symptoms. Hey is of opinion that the wife may be so 
infected, although he is not able to state any positive facts supporting it. LawRENCE 
also says that the same is the impression on his mind from circumstances that have 
come under his own observation ; and Topp’s case of the grandmother already men- 
tioned might be brought in support of these views, as in her case as well as in those 
of married people, the only conceivable way of the infection being communicated is, 
the application of the secretion of the secondary sores to the surface of the healthy 
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party. It must not, however, be forgotten that Hunter, from experiment, asserted that 
the secretion of secondary sores is not infectious, and Ricorp says that his own experi- 
ments on the same point have confirmed Hunrer’s statement. The possibility of in- 
fection from secondary syphilis would therefore seem more than doubtful; and I am 
rather disposed to believe, that in cases where it is said to take place, that the male patient 
purposely deceives his medical attendant with a false history of his ailment or of the 
correctness of his moral conduct after marriage, than that two so able and attentive ob- 
servers as Joun Hunter and Ricorp should be in error. Be this however as it may, 
the consequences to the female and her children are so distressing and so serious, that 
in my opinion an infected person ought not to be allowed intercourse with his wife ; 
or should at least be warned of the results which, according to the opinions of some able 
and experienced Surgeons, might by possibility accrue from such intercourse.—J. F. S.] 
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859. The immoderate and too long continued use of mercury, especially 
with improper dietetic treatment, and catching cold, produces a peculiar 
cachexy, which has been first well described within the last thirty years, as 
the Morbus Mercurialis (1), Erethismus Mercurialis (2), Erythema, and 
Exanthema Mercuriale, &c. 

This disease has various stages, and appears, 

1. As an eruption which generally occurs on suddenly catching cold, 
during the use of mercury ; it is preceded by a feeling of great debility, 
oppressive sensation at the pit of the stomach, and frequent horripilations, 
followed by increased heat, quick pulse, head-ache, nausea, and thirst ; 
then pale, or dusky-red vesicles, rarely a purple-red eruption without 
vesicles, or similar to nettle-rash, appear most commonly first on the 
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purse, on the insides of the thighs or fore-arms, and gradually spread over 
the whole body. After a shorter or longer time, the cuticle is shed in thin 
whitish scales; but if the ailment be left to itself, a large quantity of ve- 
sicles or pustules arise which contain an acrid, stinking, very irritating 
fluid, and on their bursting more or less thick crusts are formed by the 
drying of the fluid (3). 

2. As ulcers in the throat and mouth which are characterized, not merely 
by their grayish-white and flabby appearance, but also by their whole ex- 
ternal form, which is more easily distinguishable by the eye than to be 
described by words. ‘Pain and tension arise in the soft palate, and in the 
tonsils, with heat and a peculiar sensation of dragging of the palate towards 
the hinder part of the nostrils; much excoriation on the soft palate, the 
uvula, and tonsils, and actual ulcers, having the appearance of whitish dis- 
coloured spots, especially on the hinder wall of the pharynx (4). A peculiar 
characteristic is the disposition the ulcer shows to change its place. Even 
true syphilitic sores may, by the too long continued use of mercury, dege- 
nerate into mercurial sores. As the disease proceeds the pendulous palate is 
destroyed, and ozena, caries of the nose-bones, pains in the bones, (wanting, 
however, the nightly exacerbation,) enlargement of the bones, and caries 
occur. 


Upon the varied appearances and degrees of the mercurial cachexy, see the before- 
mentioned excellent Paper of DierricH. 


[(1) Carmicuaen does not hold with the notion of a mercurial disease. He says :— 
“ In ascribing those symptoms (mercurial chancres, ulcers, pains, &c.) to mercury, we 
have entirely overlooked this obvious circumstance, that that medicine, when exhibited 
even to profusion for liver, or any disease which is not venereal, has never in any one 
instance produced those results. With respect to the deteriorating influence of mer- 
cury, I am perfectly willing to allow, that when it does not altogether supersede the 
actions of a morbid poison, it may so far alter or modify its symptoms, as to change, 
in a great measure the appearance and natural progress of the disease; but this is 
essentially different from an admission, that the remedy will produce symptoms which 
can scarcely be distinguished from those of the poison itself.” (p. 46.) 

LAWRENCE observes :—“ Among the prejudicial effects of mercury, are enumerated, 
by those who are unfavourable to its use, eruptions, iritis, affections of the nose, aftec- 
tions of the bones, and affections of the joints, that is, a considerable portion of those 
symptoms which we know are secondary symptoms of syphilis. It has been contended 
by those who in modern times have been the great advocates for the treatment of 
syphilis without mercury, that a great portion of those symptoms ordinarily described 
as secondary, are really owing to the action of the remedies employed to counteract the 
syphilis. Now, in the first place, we may observe that all these symptoms may be 
produced without the employment of mercury ; we know perfectly well that each of 
them is seen in individuals who have taken no mercury at all. We have, therefore, 
clear evidence that all these effects may be produced by the disease. We have not the 
same evidence that they may be produced on the contrary, by the employment of mer- 
cury. Mercury is given in many cases besides those of syphilis ; it is given to a very 
considerable extent in other cases, but in no instance where it is given in other diseases 
do we find it produce eruptions like syphilitic eruptions ; in no such instance, do we find it 
produce iritis, swelling of the nose, or of the bones, or of the periosteum. 'The effects then, 
in question can be produced by pox without mercury, but we have not the same evidence 
that they can be produced by mercury without pox ; now, it is true, that mercury and pox 
acting together may produce a something that neither would produce singly. I can 
readily admit that the injudicious use of mercury; that the employment of it in cases in 
which it ought not to be used; that persevering in the employment of it in cases where 
it exerts one or other of its noxious effects, may aggravate the symptoms, may tend to 
produce their return more, readily make them more difficult of cure; and thus, I 
think, we can have no difficulty in admitting that the employment of mercury, under 
such circumstances, may add to the difficulties which may attach to the disease itself. 
I cannot, however, for my own part, see any evidence that mercury is capable of pro- 
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ducing those effects which we are in the habit of observing from syphilitic poisons in 
cases where no mercury has been used.” (pp. 731, 7 32.) 

To the same effect, also, TRAvERs (a) observes, in speaking of syphilitic cachexia :— 
“ Mercury, it may be said, has much to do with the production of this cachexia; as an 
aggravant, I do not deny this to be frequently the case, but not as an element.” (p. 87.) 

(2) The Erethismus mercurialis, as it was named by JoHn Pearson, differs from 
either of the two forms of mercurial affections mentioned by CuE.tus, as from it results 
no local manifestations, but merely disturbance, severe enough indeed, of the constitu- 
tional powers. Prarson’s attention appears to have been directed to this formidable 
complaint, by having “observed that in almost every year one, and sometimes two 
instances of sudden death occurred among the patients admitted into the Lock Hospital ; 
that these accidents could not be traced to any evident cause, and that the subjects were 
commonly men who had nearly, and sometimes entirely, completed their mercurial 
course.” (p. 154.) He obtained no satisfactory information by inquiring of his col- 
leagues as to the cause of these fatal cases; but after having given “a constant and 
minute attention to the operation of mercury on the constitution in general, as well as 
to its effects on the disease for which it was administered, and after some time had 
elapsed, I ascertained,” says he, “that these sinister events were to be ascribed to mer- 
cury acting as, a poison on the system, quite unconnected with its agency as a remedy, 
and that its deleterious qualities were neither in proportion to the inflammation of the 
mouth, nor to the actual quantity of the mineral absorbed into the body. The morbid 
condition of the system which supervenes on these occasions during a mercurial course, 
and which tends to a fatal issue, is a state which I have denominated Erethismus (b); 
and is characterized by great depression of strength, a sense of anxiety about the 
precordia, irregular action of the heart, frequent sighing, trembling partial or uni- 
versal, a small, quick, and sometimes an intermitting pulse, occasional vomiting, a pale 
contracted countenance, a sense of coldness, but the tongue is seldom furred, nor are the 
vital or natural functions much disordered. [What then are to be considered the 
symptoms just mentioned.—s. F. s.] When these, or the greater part. of these symptoms 
are present, a sudden and violent exertion of the animal power will sometimes prove 
fatal; for instance, walking hastily across the ward; rising up suddenly in the bed to 
take food or drink ; or slightly struggling with some of their fellow patients, are among 
the circumstances which have commonly preceded the sudden death of those afflicted 
with the mercurial erethismus.” (p.-155-57.) BurDER says (c):—* This peculiar 
irritation may arise from the administration of mercury in any form, and may occur 
_ during any period of a mercurial course, though most commonly at its commencement. 
The exact circumstances which favour its occurrence in the particular individuals 
attacked have not hitherto been ascertained. While resident medical officer of the 
Lock Hospital he has seen it produced by the inunction of a single drachm of mercurial 
ointment, and reproduced in the same individual after the discontinuance of the medi- 
cine for a whole month, by three frictions, each consisting of only one drachm of the 
ointment. It is remarkable, however, that in the greater number of instances, a full 
and adequate course of mercury has been afterwards borne without any recurrence of 
erethismus, by the very persons who had suffered from it during the commencement of 
the course.” (p. 105.) ; 

The seeming rarity of this disease, even “ in public institutions where the atmosphere 
of the wards was actually loaded with the remedy,” (mercury, ) “ would,” as Bacor has 
very justly observed, “be a very imperfect mode of estimating the frequency of the 
occurrence of erethismus ; because although few die, very many persons have been 
affected by it in an inferior degree, without, in fact, being at all aware of the cause of 
their sufferings.” (p. 272.) To this I would, however, add, that this violent degree of 
constitutional disturbance is now rarely if ever seen even in hospitals, not only because 
their syphilitic wards are no longer polluted by a mercurial atmosphere, but because 
Surgeons, using mercury in the treatment of syphilis, take especial care to suspend or 
give up its use, when the constitutional symptoms show that the mercury is beginning 
to do mischief, and if persisted in would excite the irritable condition above described. 

The relation of Dr. BaTemAn’s own case by himself (d) is probably the best account 
of this disease. Being the subject of amaurosis, he rubbed in a drachm of strong mer- 
curial ointment nightly ; on the seventh day his gums were a little tender, and he had 
slight fever at night ; on the eighth he was languid and feverish, and the gums reddish 


(a) A further Inquiry concerning Constitutional  pedia of Practical Medicine, vol. ii—article, 

Irritation, &c. London, 1835. 8vo. Lrethismus Mercurialis, 2 i ; 
6) Principles of Surgery. London, 1788. Svo. (d) Notes of a Case of Mercurial Erethism ; in 
8 Fores, Twexpie, and Cononty’s Cyclo- Med.-Chir. Trans. vol. ix. p. 220. 
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and spongy; on the following day he had violent and irregular action of the heart, 
which did not yield to laudanum or stimulants, but went off suddenly in the afternoon ; 
on the next two days he was severely griped and purged; on the tenth day, the mouth 
being sore, and the irregularity of the circulation continuing, the mercury was omitted, 
but as he was more comfortable on the following day, it was resumed, but the palpita- 
tion returned, and continuing on the twelfth day, the mercury was abandoned. During 
the whole of the following month the symptoms of irregular action of the heart, of 
extreme debility, and a strong tendency to syncope, accompanied with cough, evidently 
proceeding from a deranged stomach, and attended with violent retchings, continued to 
increase in severity, and his condition became very precarious. No solid food could be 
taken without an alarming increase of the feelings of oppression and faintness; and 
stimulants, as brandy in small quantities, ammonia, and ether, were principally bene- 
ficial. Among the most curious circumstances of this case, was the impossibility of 
attaining sleep even for a very short period, without bringing on the most painful sense 
of suffocation and distress, so that he was obliged to be removed immediately into a 
current of fresh air. These attacks were so violent, and recurred so frequently, as to 
entirely banish sleep. He recovered, but for more than a twelvemonth after, complained 
of a hurried circulation, want of strength, and lassitude.” 

Prarson speaks of a Cachexia syphiloidea, of which he says, he has “ not yet attained 
to that complete and satisfactory knowledge which would authorize him to obtrude a 
publication on the subject ; but,” observes, ‘ the experience I have already had in the 
treatment of that multiform disease, has taught me that it may appear under the follow- 
ing different circumstances :—1. Where the syphilitic virus has lately existed in the 
constitution, and the patient has employed the accustomed course of mercury ; 2. Where 
the patient has been repeatedly diseased with syphilis, and has used several courses of 
mercury; 3. Where a great length of time, from three to twelve, and sometimes twenty 
years, has elapsed since the patient has been exposed to the agency of the disease and 
its remedy!! 4. After the gonorrhea, where small quantities of mercury have been 
used; 5. Where no venereal complaints, general nor local, have preceded the appear- 
ance of the Cachexia syphiloidea, and where the patient has never been exposed to the 
hazard of contracting that disease, nor has laboured under complaints requiring the aid 
of mercury.” (pp. liv., v.) This is all he says upon the subject, and why he should 
prefer applying the term Cachexia syphiloidea to Cachexia mercurialis, which the disorder 
undoubtedly is, does not appear very satisfactory. No more reasonable is Bacot’s per- 
sistance in using the same title, under which he well enumerates the symptoms which 
occur in this affection, to wit, “ emaciation, long-continued, and severe nocturnal 
pains and enlargement of the bones; severe and extensive ulcerations, fever, profuse 
perspiration, followed not unfrequently by hectic fever and death. ‘The most usual 
history which a case of this kind affords, is that of a patient, who, perhaps for some 
common sore of no great extent or severity, has employed mercury until his health has 
given way, and until symptoms have arisen of so equivocal a nature as to lead to the 
belief that the original disease is making inroads into the constitution; it is under this 
conviction that the patient either devotes himself to a fresh course of mercury, or his 
Surgeon, if a decided mercurialist, advocates the same plan; from that moment the 
disease becomes complicated ; bone generally becomes affected, fresh attacks of nocturnal 
pains, new and unobserved forms of eruption make their appearance, and are all referred 
to the original poison, until perhaps a severe form of fever is excited, or some local 
mischief obliges a discontinuance of the treatment. Then it is that the patient rallies, 
the constitution appears daily to acquire strength; but, as in this condition it is not 
unusual for the osteopic pains to be renewed, and partial relapses to take place, the 
fatal misapprehension is again renewed, until another exhibition of mercury effectually 
overpowers the efforts of nature, and the patient sinks under the exhausting influence 
of the remedy.” (pp. 276, 77.) 

“ The mercurial cachexia,” says TRAVERs, “is characterized by irritable circula- 
tion, extreme pallor and emaciation, an acute and rapid hectic, and an almost invariable 
termination in phthisis, the utter destruction of the palate, extensive cicatrices, erup- 
tions, or ulcers of an anomalous character in various parts of the body, and large cranial 
exfoliations are seen in combination with it.” (p. 87.) 

(3) This disease is called Kezema rubrum by WILLAN and BaTEMAN, whostate that 
it “is not exclusively occasioned by mercury, either in its general or more partial 
attacks ; it has been observed to follow exposure to cold, and to recur in the same indi- 
vidual at irregular intervals, sometimes without any obvious or adequate cause.” (p. 254.) 
“The quantity of this ichorous discharge,” say these distinguished writers, “ is very 
considerable, and it gradually becomes thicker and more adhesive, stiffening the linen 
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which absorbs it, and which thus becomes a new source of irritation; it emits also a 
very fetid odour. This process takes place in the successive patches of the eruption, 
until the whole surface of the body, from head to foot, is sometimes in a state of painful 
excoriation, with deep fissures in the bends of the joints, and in the folds of the skin of 
the trunk; and with partial scaly incrustations of a yellowish hue, produced by the 
drying of the humour, by which also the irritation is augmented. The extreme pain 
arising from the pressure of the weight of the body upon an extensive portion of such 
a raw surface, is sufficient to give rise to an acceleration of the pulse and white tongue, 
but the functions of the stomach and of the sensorium commune are not evidently dis- 
turbed by this disease. The duration of this excoriation and discharge is uncertain 
and irregular; when only a small part of the body is affected it may terminate in ten 
days, but when the disorder has been universal, the patient seldom completely recovers 
in less than six weeks, and is often afflicted to the end of eight or ten weeks. By so 
severe an inflammation the whole epidermis is destroyed in its organization ; and when 
the discharge ceases it lies loose, assuming a pale brown colour, which changes almost 
to black before it falls off in large flakes. As in other superficial inflammations, how- 
ever, the new red cuticle that is left is liable to desquamate again, even to the third or 
fourth time, but in smaller branny scales of a white colour, and a roughness sometimes 
remains for a considerable period, like a slight degree of psoriasis. In some instances, 
not only the cuticle but the hair and nails are also observed to fall off; and the latter, 
when renewed, are incurvated, thickened, and furrowed, as in lepra.” (pp. 255, 56.) 

CARMICHAEL mentions that he “ knew a gentleman who was always attacked by 
this eruption when he took but a single grain of calomel, and also an instance of the 
disease being produced by the application of the black mercurial wash to a venereal 
ulcer.” (p. 326.) 

« Although the Eczema mercuriale is produced by the action of mercury, yet the dis- 
ease is not always exasperated by persisting in the use of it; for in some particular 
cases, ‘where, says Pearson, ‘I judged it to be of great moment to continue the 
mercurial frictions, the eruption neither spread universally, nor was it materially 
increased, although the patients were not relieved from it till mercury was discon- 
tinued.’” (p. 173) 

(4) Bacor says :—* The character of the mercurial ulceration of the throat is that of 
an aphthous superficial sore, surrounded with a general blush of inflammation. The 
tonsils are the usual seats of the ulceration, and they are sometimes also met with on 
the velum pendulum palati. Occasionally there is much stiffness and difficulty of 
_ swallowing, without the appearance of any breach of surface at all. Now, independ- 
ently of the mere appearance of the sore, these symptoms will always be found in 
connexion with, or almost immediately following the use of the remedy—that is to 
say, that when towards the termination of a mercurial course, whether the effects of 
the mineral have been such as might have been wished for and expected or not, if the 
patient begins to complain of pain or difficulty in swallowing, and upon examination 
the tonsils are found either studded with small ulcers or affected with only one larger 
superficial sore, the patient being himself not quite free from fever, with disturbed rest 
and feelings of general discomfort, there can be no hesitation in believing that this 
disease is the result of mercurial action. The same symptoms making their approach 
within two or three weeks after the mercury has been discontinued, will also admit of 
the same explanation, and more especially if our patient, after having been confined to 
the house, or nearly so, during his cure, has been exposed to sudden or severe transitions 
of temperature.” (pp. 265, 66.)] 


860. The character of the mercurial disease is diminished cohesion 
and atony ; it is a cachexy similar to the scorbutic. ‘The means recom- 
mended for it are, leaving off the mercury, the employment of warm and 
strengthening dietetic treatment, sarsaparilla, saponaria, smilax chine, 
dulcamara, bardana, guiaiacum, mineral acids in connexion with wood- 
drinks, the ¢inct. arom. acida,—sulphurico-acida in decoction of fine buds 
or malt; mild, strengthening, and astringent remedies, bark, cascarilla, 
folia aurantiorum and fol. ilicis aquifolii in decoction or infusion ; subse- 
quently, steel. In the mercurial disease, disturbance of the functions 
of the liver usually occurs, against which the laxative extracts, and es- 
pecially the extract. chelid. maj., recommended by the English practitioners, 
in connexion with soda and the like, are of considerable service (1). 
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For the local treatment, penciling the ulcers with muriatic acid, and 
gargles of hemlock and honey ; in the eruptions on the skin, sometimes anti- 
monial, sometimes guiaicum preparations, liq. sapon. stibiati, tinct. guiaic. 
ammon. ; in pains of the bones, bark, opium, and aromatic baths. Srruvr’s 
hunger-cure has been recommended as a most important remedy, as also the 
use of sulphur and ferruginous baths. If after the removal of this cachexy 
syphilis still exist, the red precipitate of mercury, with wood-drinks, is 
very efficient. Although it is characteristic of the mercurial disease, that 
it becomes worse under the use of mercury, and although this disease 
arises by the immoderate use of mercury, without syphilis being present, 
for instance, from the operation of mercurial vapour, and so on; yet, how- 
ever, on the other hand, it is certain, that it frequently is only the con- 
sequence of immoderate and improper mercurial treatment, of a repeated 
suppression of the syphilitic disease, which however continues only under 
an altered form ; a methodical suitable mercurial treatment is therefore 
capable of curing both the mercurial disease and the syphilis. From my 
own experience, I must give the preference to Z1TTMANN’s decoction be- 
fore all other treatment (a). 


ScuMauz has, in electrifying patients, in whom it could not be made out, which was to 
be considered the consequence of syphilis, or which of the immoderate and improper use 
of mercury, observed salivation occur without further employment of mercury, and to 
such an extent, that severe mercurial fever and profuse sweating came on at the fifteenth 
day. He administered the electric aura to the patient either by a dome placed on his 
head, or put the chain into his hand, and continued the electric stream at first only for 
a quarter of an hour. Therewith also he gave water-gruel, with medicine twice a day ; 
took care to keep the bowels open, and to preserve the warm temperature of the 
chamber, which the patient was not allowed to leave (0). 

[(1) “ To prevent the dangerous consequences of this diseased state (Erethismus mer- 
curialis) the patient ought to discontinue the use of the mercury,” says JOHN PEARSON; 
“nor is this rule to be deviated from, whatever may be the stage, or extent, or violence 
of the venereal symptoms; the impending destruction of the patient forms an argument 
paramount to all others. * * * The patient must be expressly directed to expose 
himself freely to a dry and cool air, in such a manner as shall be attended with the 
least fatigue. It will not be sufficient to sit in aroom with the windows open; he must 
be taken into a garden or a field, and live as much as possible in the open air until the 
beforementioned symptoms be considerably abated. The good effect of this mode of 
treatment, conjoined with a generous course of diet, will be soon manifested; and I 
have frequently seen patients so far recovered in the space of from ten to fourteen days, 
that they could safely resume the use of mercury, and, what may appear remarkable, 
they can very often employ that specific efficiently afterwards without suffering any in- 
convenience. * * * Jn the early stage the farther progress of mercurial erethismus 
may be frequently prevented by giving the camphor mixture, with large doses of 
volatile alkali, at the same time suspending the use of mercury.” (p. 157-159.) 

“ As a general rule,” in Eczema mercuriale, says Pearson, “ I would premise that the 
administration of mercury must be discontinued on the first appearance of the erup- 
tion. The Eczema mercuriale certainly admits of a natural cure, not only when it affects 
the body partially, but when it is universal; yet, although the troublesome symptoms 
which arise may be relieved by their proper remedies, I am doubtful whether any plan 
of treatment has the power of interrupting its regular course, or abridging its duration. 
I have been confirmed in this opinion of the inefficiency of any medical aid in curing 
the disease, in the proper sense of the term, by observing that under all the various 
modes of treatment which I employed, this disease, like some of the exanthemata, pur- 
sued its usual mode of progress, without undergoing any apparent change, either in 
the number of its essential symptoms, or in the comparative mildness and continuance 
of them.” (pp. 176, 177.) Parson, however, thinks the patient may derive advantage 
from medical treatment, so that his general health should not suffer material or per- 
manent injury; and recommends antimonial powder and saline draughts, or liquor of 


(a) Wepemerer, above cited. 
(b) Frortep’s Notizen, 1826, Oct., p. 207.—HEcKEn’s lit. Annalen, Mai, 1827, p. 107. 
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acetated ammonia at the onset, with gentle purging, and opium to allay irritation 
either with camphor or HoFrman’s anodyne (spir. eth. sulph. comp.); and “ when the 
discharge is no longer ichorous, and the tumefaction is subsiding, sarsaparilla with 
bark may be given liberally.” 

“ The cure of the sore throat proceeding from constitutional irritation or cold taken 
upon mercury must,” says Bacot,. “be effected by purging, by antimonials, by an ab- 
stinent diet, as far as animal food and fermented liquors are concerned. * * * When 
all febrile heat is removed, the bark or sarsaparilla will be found of great efficacy in 
restoring the vigour of the constitution and expediting the healing of the sore.” (p. 266.) | 


The subjects gummata and nodes are considered under ExosToskEs. 
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A.—OF CARIES. 
(Caries, Lat. ; Knochenfrass, Beinfaule, Germ.; Carie, Fr.) 2 

861. Caries consist in a diseased change of the substance of bone, ana- 
lagous to ulcers in soft parts(1). If the diseased bone be bared of the soft 
parts covering it, it is found to be brownish, often blackish, its surface 
rough and uneven, yielding, worm-eaten and destroyed to a considerable 
extent; the bony layers are fragile, may be easily penetrated with a silver 
probe, and a grayish brownish or blackish ichor escapes, which gives out 
a filthy and peculiar smell; the bony layers are frequently loosened, and 
spongy or fleshy growths (Caries fungosa) spring up from the surface 
of the ulcer (2). 
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[(1) “ The term cartes,” says LawrENcE, “ does not apply to all the circumstances 
under which ulceration of a bone takes place. When a portion of a bone dies, that part is 
separated from the sound portion by a process of ulceration; but that ulceration does 
not come under the denomination of caries. Ulceration of bone, in fact, like that 
of the soft parts, is various in its nature. There is a healthy ulceration in soft 
parts, enabling them to repair injuries; and there is a similar ulceration in bone. 
Now to that healing kind of ulceration we do not give the term caries ; but we apply 
the term caries of the bone to an unhealthy species of ulceration, an ulceration which 
is not of a salutary but of a destructive nature. This kind of ulceration, like the 
morbid ulceration of soft parts, is preceded by inflammation; the bone first inflames 
and then ulcerates, just as you observe in the case of a sore leg, where the skin inflames 
first and then proceeds into a state of ulceration. This state, too, is accompanied by 
the formation of matter, in which respect caries, or the ulceration of a bone, is analo- 
gous to the same process in the soft structures of the body. Such, then, is the sense in 
which we employ the term caries ; it is a morbid ulceration of the bone, preceded by 
inflammation, and attended with some kind of suppuration or formation of matter.” 


(p. 356.) 


(2) As Mrescuer states, “ Granulations are not entirely deficient, inasmuch as every 
bony surface, affected with caries, is covered with a certain soft substance, corre- 
sponding to the growing granulations in healthy suppuration ; but they are of a bad kind, 
of livid colour, and when touched bleed easily ; mostly they are scanty, but sometimes 
so luxuriate in a kind of fungus, that the roughness of the bone itself can be scarcely, or 
not at all, examined. Of whatever kind they be, they never go on to scar, but having 
been produced by humours, the commixture of which has been corrupted by general 
disease, and acquiring their life from that part of the body of which its own life has 
been altered by disease, they have an organic structure but little perfect, and only enjoy a 
short existence, in consequence of which they soon die, and together with them also 
larger or smaller particles of the bone itself. Under them new granulations sprout up, 
but unless the existing disease be got rid of, are not better than the former, and die also 
in a short time ; and thus, with the caries always creeping further, the suppurative in- 
flammation elsewhere of its own nature producing new substance, here seems to run on 
to nothing but a sort of destructive process. But nevertheless even in caries it appears 
nature provides, that new organic substance should be produced from the growing gra- 
nulations, which although of scanty and of bad character, are never entirely deficient. 
Indeed this is often proved even by the formation of new bony substance; for dyscrasic 
inflammations as they are called, and especially the syphilitic, not unfrequently, from the 
very first, produce new formations, from which we know that exostoses are mostly first 
produced ; but the very carious surface is sometimes studded with new bony, spiny, 
spongy formations, which as CLocqueT observes, ‘are analagous to the fungous flesh 
Springing up in soft parts.’ The surrounding periosteum is swollen, and between it 
and the bone itself new bony matter is poured out, and often forms large exostoses.” 
(p. 209-10.) 

“ The distinguishing character of caries,” observes SyME, “ is the same as that of can- 
cerous ulcers in the soft parts, viz., obstinacy of action. * * * The disease has, for the 
most part, remissions more or less complete, and of considerable duration, in which the 
pain and discharge nearly or altogether cease and. the ulcer seems to be on the point of 
healing, or actually becomes covered with a thin soft cicatrix. But these amendments ~ 
are only partially and temporary, being always followed by relapse, and there is no 
natural limit to the duration of the disease, except the life of the patient, who, after 
months, or even many years of suffering, becomes finally exhausted, either by the caries 
ae Shei other disorder which the irritation produced by the caries has excited.” 

p- 170. 

“ The diseased part,” observes Mayo, “often neither can recover itself, nor be ab- 
sorbed ; neither does it become necrosed. Left to itself, the caries would continue year 
after year, undermining the constitution of the patient, gradually invading the adjacent 
sound bone and finally threatening with destruction the neighbouring joint. It is often 
extremely difficult to tell whether an inflammatory enlargement of bone is abscess, or 
caries, or necrosis.” (p. 38.)] 


862. These changes of the bone are always dependent on previous in- 
flammation, which has its seat either in the periosteum and outer layers of 
the bone, or in the medullary membrane, in the parenchyma of the bone. 
The formation of a bony ulcer is therefore always preceded by dull, 


CARIES. — 683 


deep-seated, frequently very severe, wide-spreading pain, with swelling, 
not very great but slow, over which the colour of the skin is not changed. 
After a shorter or longer time a swelling dependent on the collection of 
puriform fluid takes place, sometimes on the very seat of the diseased bone, 
sometimes at a distance from it, which, if the bone be covered with few 
soft parts, seems connected with it, and is surrounded at its base with a 
hard edge. If this swelling be opened, an ill-conditioned variously-co- 
loured ichor is discharged, which sometimes has a very bad smell. If the 
destruction be great, hectic fever sometimes occurs. If the inflammation 
have begun in the interior of the bone, it is often thereby changed par- 
tially, or throughout its whole extent, into a spongy, wide-spreading mass 
accompanied with severe pains which increase especially as the patient warms 
in bed; the neighbouring soft parts are also much expanded, and finally 
fistulous sores arise (Spina ventosa, Caries centralis, Pedarthroce, Lat. ; 
Winddorn, Germ.). 

Besides these appearances the diagnosis is specially determined by exami- 
nation with the probe, in which the bone is found rough and variously 
changed ; further, by the peculiar form of the ulcerated openings in the 
soft parts, which have a shrivelled appearance, are contracted, and callous, 
or have their circumference surrounded with fungous excrescences. The 
silver probes employed in examining carious ulcers are frequently black- 
ened; this, however, is no very definite sign, as it may be produced by any 
impure and ill-ccnditioned pus. The patient usually feels deep-seated pain. 


[** In considering the primary attack of bone by caries, the question,” says MrescHER, 
“arises, in what way is the bony substance in this disease destroyed? how is it that sup- 
puration, naturally producing a new substance, should in this case deviate into a destruc- 
tive process? Comparison of caries with ulcers in soft parts throws no light on the 
subject, nor is it more set forth in them, how organic subtance is destroyed by ulceration. 
* * * Doubtless ulceration of bones or caries, is most suitable for clearing up this 
ambiguous question, because this tissue, abounding in earthy parts, even when deprived 
of life, for a long while resists chemical decomposition, and then may be distinguished in 
the pus or adhering to the very surface of the ulcer. We see it asserted in the works of not 
few writers, that in a carious ulcer the pus may be perceived to be as it were sandy to 
the touch, and containing bony particles oftentimes pretty apparent, and that if a probe 
cannot be used to the aifected bone, that this alone certainly indicates caries. But 
nothing final can be obtained on this very point, as no one speaks distinctly upon the 
question. For what Himty (a) contends for, that the surface of the bone always dies, is 
not sufficiently confirmed by argument. And the same may be observed as to BELL’s 
statement, that in cartes there is often no exfoliation ; and who has even described that 
peculiar form of it which he calls phagedenic, which spreads most rapidly on every 
side, without any exfoliation, and merely by the violently excited action of the absorbent 
vessels.” (p. 210-12.) In the instances of caries in different bones examined by 
Mrescuer, he says :—“ In all these, minute bony plates were discovered dead, and more 
or less separated; some entirely separated lay on the surface of the ulcer, and beneath 
them was a soft substance, consisting of numerous vessels, overspread with bone, as is 
constantly observed in a separated necrotic bone; some still adhered to this soft sub- 
stance by some tougher filaments; in others the separation had proceeded less far, so 
that more or less still adhered to the bone itself. These dead plates were not only found 
on the external surface of the bone, but more frequently at that part where the ulcer 
penetrated more deeply, and their irregular surface appeared here and there covered 
with mucous dirty matter, which probably was produced by the decomposed soft sub- 
stance. Elsewhere, this soft substance only was observed; in which places the dead 
parts seem to have flowed off with the pus. The whole surface therefore attacked with 
caries presented various stages of separation of the dead plates, by which the roughness 
felt with a probe, was easily explained as well as the corroded appearance of the 
softened bone, which although less conspicuous, is discovered after the separation of 
large pieces of bone.” From the review of these circumstances and of those connected 


(a) Uber den Brand der harten und weichen Theile. Goett., 1800, p. 96. 
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-with simple suppuration of bone, MIEscHER concludes, that “the organic matter in caries 
is destroyed by necrosis, and that caries might very properly be named ‘ necrosis in 
particles,’ as the very able and experienced Rust had called it in his Lectures. It ap- 
pears that dead and separated bony particles are not to be found in every carious ulcer ; 
for when that destructive process exists, ulceration proceeds no further, but it is only oc- 
cupied in secreting sanious pus and producing granulations of a bad character, the pre- 
viously dead particles having separated, and been thrown out with the pus, and no more 
make their appearance. It is further to be observed, that it is of no consequence what 
dead parts are separated and what destroyed by caries, but that in the destruction of the 
organic tissue much is to be attributed to the more active absorption as fitted for sepa- 
rating the dead parts.” (212-13.) 

“ When a carious bone has been macerated, the diseased part,” remarks Syme, “is 
found excavated and rough, the cancellated structure being remarkably spicular, white 
and brittle, so as to resemble a spongy bone which has been exposed to the action of 
fire. The surface thus affected, is often of considerable extent, though frequently very 
small, even in cases of old standing; but the disease seldom reaches to a considerable 
depth. The field of the disease seems to be determined by the primary inflammation, 
and after being thus established, has little or no tendency to become larger. Around 

the carious part there is always an effusion of new osseous matter, in the form of warts 
or tubercles, extending to a considerable distance, and greatly increasing the thickness 
of the bone. This new mass, which is no doubt produced in consequence of the irri- 
tation of the disease, like that formed to re-unite fractures, and supply the place of ex- 
foliations, is characterized by compactness and smoothness when minutely examined, 
though on superficial inspection it appears rough and porous. The pores are apertures 
for the transmission of blood vessels, but their form is circular, and their edges rounded 
off, so that sharp edges cannot anywhere be perceived. The newly effused bone may 
thus be readily distinguished from the diseased part, to the irritation of which it owes 
its origin.” (p. 170-71.)] 


863. All injuries, producing inflammation of bone which ends in ulcera- 
tion may be considered as causes of caries (1). They are either external or 
internal; to the former belong external hurts, kicks, blows, wounds, tearing 
of the periosteum, fractured bones, continued pressure, suppuration in the 
neighbourhood of the bone ; exposure of the latter, especially if the air 
be freely admitted or the treatment have been improper. The internal 
causes are especially, serofula, syphilis, scurvy, rickets, gout, rheumatism, 
suppression of customary discharges, metastasis after previous active or 
chronic eruptions of the skin (2). Ordinarily from the external causes 
rather the superficial, and from the internal rather the parenchyma or 
internal substance of the bone is affected. Caries most commonly occurs 
in the soft spongy bones. 


As regards the distinction of bony ulcers from suppurating wounds of bone, and the 
exposure of the bone, what has been already said (par. 746) of the distinction of ulcers, 
especially from abscesses, here applies. 

DeLPrcu (a) believes that the diseased changes which syphilis produces in bones 
does not deserve the name of caries, as therein the bones suffer little from change in 
their structure, but rather become necrotic. Although this is commonly the case, as 
already mentioned, (par. 823,) yet is it, however an opinion, which cannot in general 
be assented to. ; 

[(1) “In caries,” says Mayo, “absorption is preceded by a change in the bone, which 
(with very few and doubtful exceptions) has a well-marked inflammatory character. 
The same condition exists during the progress of the absorption. There is further 
present an imperfect restorative action, which is shown in the more or less partial 
growth of unwholesome granulations from the ulcerated surface. Of these changes, 
the inflamed condition of the bone is the primary and most important; the absorption is 
secondary and accidental.” (p. 36.) 

(2) MrxscHer points out the seat of the various kinds of caries from internal causes 
as follows :—“ Scrofulous caries, for the most part, attacks the spongy texture, as the 
bodies of the vertebre, the carpal and tarsal bones, and the joint-ends.of the long bones ; 
beginning in the previously formed internal tubercles of which, it excites in them in. 


(2) Chirurgie Clinique de Montpellier. Paris et Montpellier, 1823, p. 454. 
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flammation and swelling, and afterwards attacks the soft parts, which at the commence-. 
ment of the disease, were almost, or entirely free from it. The scrofulous differs espe- 
cially from rheumatic caries, which is also situated in the joint ends, but arises from 
inflammation of the soft parts, the ligaments and synovial membrane, and thence some- 
times seizes on the articular surface itself. The arthritic no less prefers the region 
of the joints, but attacks the external surface of the bone, having been mostly preceded 
by the formation of exostoses. In general, arthritic concretions are observed in its im- 
mediate neighbourhood. The syphilitic caries seems to be, next to the scrofulous, most 
frequent, but contrariwise, almost only resides in the compact substance of the bone ; 
and then the scorbutic. These are especially distinguished, in that for the most part, 
the former is accompanied with the formation of exostoses, and that these exostoses are 
the seat of ulceration; whilst in the latter, but very rarely do exostoses appear.” 


(p. 216.)] 


864. The prognosis depends on the constitution, age, and circumstances 
of the patient, on the causes which have produced the caries, and on its 
seat. The prognosis is most unsatisfactory in very great general and es- 
pecially in scrofulous ailment, and if the caries exist in the neighbourhood 
of a joint. If the hectic fever have exhausted the powers of the patient, 
the removal of the limb is often the only remedy. But in many Cases, 
especially in young persons who have reached the age of puberty, nature 
effects the cure by her own powers, and in the following manner :—the 
air being kept from the diseased bone by the contraction of the fungous 
edges of the aperture of the ulcer, it either dies completely and is thrown 
off with suppuration as a granular powder, or in flakes, or in its whole 
thickness (Lixfoliatio sensibilis) ; or it is removed by absorption, (Exzfo- 
ratio insensibilis,) whilst at the same time granulations arise from the 
bone, the suppuration improves and diminishes, and the external ulcer 
gradually closes. 

865. As regards the treatment of caries, its causes must be first coun- 
teracted ; the suitable mode of cure must be directed against serofula, 
syphilis, rickets, gout, and so on, and close attention must be paid to the 
state of the patient’s powers, which are to be supported by proper remedies, 
and especially by good nourishing diet, and by the enjoyment of good air. 

866. The local treatment of the ulcers requires great cleanliness in 
dressing ; the carious part must be defended from the approach of the air, 
and the free escape of the zchor must be provided for. ‘To this end, if the 
situation of the ulcer in the soft parts do not permit the ready escape of 
the ichor, enlargement of the ulcerated opening is frequently needed. 
In other respects the local treatment agrees entirely with that generally 
applied to ulcers. The openings of the sores are to be covered super- 
ficially with lint, all stuffing and introduction of tents are to be avoided, 
moist warm applications of chamomile or other aromatic vegetables are to 
be used, rubbing in of volatile salves or spirituous fluids on the neigh- 
qouring parts, and the use of general or local aromatic baths. In inflamma- 
tory affections, leeches should be applied around ; gray mercurial ointment 
rubbed in, and softening applications made. By this treatment it is ex- 
pected that the vitality of the diseased bone may be changed, and that 
it should exfoliate imperceptibly or perceptibly ; and in the latter case, pro- 
vision must be made for the removal of the separated portion of bone. 
This mode of treatment is preferable to the use of injections of warm 
water, of slightly astringent decoctions, or aromatic vegetables, as chamo- 
miles, oak, chestnut, or Peruvian bark, or green walnut shells; of dilute 
phosphoric acid, of a weak solution of sublimate, of lime water, kreosote, 
and so on ; or if the secretion of the ichor be copious and stinking, some 
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slight aromatic remedy must be strewed in powder on the ulcers. But if 
the treatment mentioned be inefficient, the ulcers not being kept up by a 
general diseased cause, and the position of the carious bone permitting, 
the cure may be attempted by the removal of the carious part and the 
simple treatment of an exposed sound bone, by cutting into the caries of 
a rib, of the breast and collar bones, the skull and face bones, the bones 
of the meta-carpus and -tarsus, of the articular surfaces, if the caries be 
not very extensive. If the latter be the case with the bones of the limbs, 
and especially in the joints, and destruction is to be feared from hectic 
fever, amputation or exarticulation of the limb is the only remedy. 


The numerous remedies proposed for caries, as assafetida, phosphoric acid, rubia 
tinctorum, semina phellandrii aquatici, muriate of barytes and so on, are not sus- 
tained by experience. Rust (a) recommends pills of equal parts of assafetida, phos- 
phoric acid, and rad. calam. arom., from six to ten portions, three times a day, as 
especially effective, particularly if scrofula be the cause of the disease. The use of 
acrid remedies, as tinct. euphorbit, aloes, myrrhe, the acrid etherial oils, and the like 
for the purpose of bringing about a more complete death of the diseased bone, for 
which purpose also the actual cautery has been employed, are to be entirely discarded, as 
their effect is not restricted merely to the diseased bone, but may also extend to the 
underlying healthy bone: only in caries fungosa, has the actual cautery often appeared 
to me advantageous. FrickE (6) considers the complete exposure of the diseased bone 
as the best mode of producing its quick exfoliation. 

[“ The absorption may be prevented,” says Mayo, “by subduing the inflammation; 
or may, having begun, be arrested, and the crop of unwholesome granulations converted 
into a healthy restorative growth, if the case is of such a nature as to allow of the sup- 
pression of the inflammatory or specific action.” (p. 36.) 

“The treatment must, in the inflammatory stage of caries, be antiphlogistic,” says 
LawrEncez ; “ take blood from the part locally, and adopt other antiphlogistic measures, 
and after this, counter-irritation, by the application of tartar emetic ointment, moxa, 
and so on, in the neighbourhood of the diseased bone. When we come to the ulcerative 
stage of the affection, we must employ the counter-irritant plan. So far as local 
means go, perhaps, we have no more effective methods of producing it, than by counter- 
irritation, issues, and moxe. Further, as a local means of treatment, we are recom- 
mended, when the carious affection occupies a small portion of bone within our reach, 
to denude the bone, and remove the diseased part by means of Hxy’s saw, or a stout 
pair of scissors, or pliers, or by any other mechanical means, to cut away that which is 
the seat of disease.” (p. 359.) 

“ The treatment of caries,” says SymE, “is to be conducted on the same principle as 
that of cancer, and consists in the use of means which have the effect either of destroy- 
ing the life of the morbid part, or of removing it at once from the system. There is 
this difference, however, that there being no malignant tendency to take on the same 
diseased action in the neighbouring parts, it is not necessary to remove any of them, 
except in order to gain access to the seat of the evil. Notwithstanding this favourable 
circumstance, it is found extremely difficult to eradicate the disease by depriving the 
part affected of its vitality. * * * The effect of all these applications, to wit, the con- 
centrated mineral acids, nitrates of silver and mercury, red oxide of mercury, and the 
actual cautery, (with the view of killing the morbid part,) however carefully employed, 
is very superficial, and it is extremely difficult, if not impossible, to ensure their ope- 
ration on the whole surface of the diseased part. They therefore always require to be 
frequently repeated, and generally prove quite inadequate to destroy the disease, unless 
it is very limited and accessible; and it is even not improbable that some of them, as 
the actual cautery, may occasionally make the matter worse, and extend the disease to 
the neighbouring bone, by exciting inflammation in it. For these reasons, excision 
ought to be preferred to caustics for removing the carious bone; and if the part affected 
be within reach, which can always be ascertained previous to commencing the opera- 
tion, it may, by this method, be surely and thoroughly eradicated at once. If the 
disease is superficial, and of small extent, it is easily scooped out with a gouge, the 
toughness and compactness of the sound bone distinguishing it from the morbid portion. 


st Handbuch der Chirurgie, vol. ii. p. 398. allgemeinen Krankenhauses zu Hamburg, 1832, 
b) Finfter Bericht iiber die Verwaltung des p. 237. 
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If extensive and deep-seated, it is best removed by taking away the whole of the arti- 
culating extremities. When the situation of the caries prevents it from being cut out, 
amputation ought, if possible, to be performed; if this be impracticable, the disease 
will, sooner or later, prove inevitably fatal.” (p. 172.)] 

867. If from examination with the probe it appear, that the diseased 
bone is partially or completely loose, it must be seized with the forceps, 
and drawn out, for which purpose the ulcer in the soft parts oftentimes 
must be enlarged. Commonly after the removal of the bone, the part 
upon which it was situated is covered with.granulations, which must be 
very carefully destroyed with stimulating remedies. In cases where a 
large piece of bone has been completely destroyed, but will not separate, 
its removal must be effected by taking hold with the forceps, and moving 
it backwards and forwards; or if this be insufficient, it must be assisted 
even with the trepan, or with the scraper, if the position of the diseased 
part permit. 


B.—OF NECROSIS. 

868. Its low degree of vitality, is the cause of bone easily dying, and 
necrosis, which is analogous to the gangrene of soft parts, occurs as a con- 
sequence of inflammation, suppuration, or of a considerable tearing of 
the periosteum. According as the necrosis occurs from inflammation and 
suppuration, or from destruction of the connexion of the nourishing ves- 
sels of the bone, it may be distinguished into consecutive and primary. 

869. Necrosis takes place at every age, in every condition of life and 
in both sexes, although usually in childhood and at the period of manhood ; 
it is most frequent in the compact part of tubular bones, in the shin-bone, 
thigh, lower jaw, collar-bone, upper-arm-bone, splint-bone, spoke-bone, 
and cubit; rarely in their spongy extremities. It also frequently attacks 
the flat bones. /Vecrosis is situated sometimes in the external, sometimes 
in the internal layer of the bone, or attacks it throughout its whole bulk. 

All ailments which destroy the nourishment of the bone by the perios- 
teum, or by the medullary membrane are to be considered as causes of 
necrosis. ‘They may be either external, as mechanical violence, tearing of 
the periosteum, exposure of the bone, particularly if it be long subjected 
to the influence of the air, or be treated with acrid irritating remedies, 
contusions, and so on; or énternal, in which may be included all the dys- 
crasic diseases already mentioned (par. 863) from whence inflammation 
and death of bone arise. The external causes rather produce necrosis of 
the external layers of the bone, as the internal causes do internal necrosis. 
Oftentimes both causes operate together. 


[““If the periosteum, which, by its own vessels is in most intimate connexion with the 
vessels of the bone, be destroyed to any considerable extent, the external layer of the 
bone (not its whole thickness) dies,” says MULLER (a), “ because the vessels of the outer 
layer are rendered useless by the destruction of the periosteum. If the medullary tissue 
alone be destroyed by inflammation, or artificially in an animal’s bone which has been 
sawn through, the inner layer (not the whole thickness) of the bone dies, because the 
vessels of the inner layer of the bone are in the closest connexion with the medullary 
vessels. Now the process which ensues, in internal necrosis, in the still living external 
part of the bone, and in external necrosis in the still living internal part of the bone, is 
remarkable: it becomes inflamed to the extent of exudative effusion, as in an inflamed 
fractured bone, and subsequently the effused matter, as in that case, becomes organized 
and ossified. If the bone be injured externally and there be an outer necrosis, the 
exudation takes place within the cavity of a tubular bone, and the medullary cavity is 
thereby diminished. This callus on the interior of the cavity of a tubular bone 


(a) Physiologie des Menschen, vol. i. 
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strengthens its walls, of which the outer layer is dead. If, on the other hand, the 
medulla of a sawn-through tubular bone be destroyed, in consequence of which the 
inner layer dies, the exudation takes place on the outer surface, from the external still 
living layer of the bone. Most writers have not distinguished the swelling of an in- 
flamed bone, called by Scarpa its expansion from the deposition of bone following the 
exudative condition, in the former case into the medullary cavity, and in the latter on 
the external surface between the periosteum and the bone. The exudation is a process 
continuing only for a certain time, but the swelling continues during the whole period 
of the inflammation, and first appears distinct when the bone softens and becomes very 
vascular opposite the necrosed piece. This expansion of the inflamed and softened 
bone, in the mammalia, plays the principal part in the regeneration of the necrosed 
piece of bone. At the part where the healthy external layer touches the internal 
necrotic, or where the sound internal layer touches the dead external, the still living 
inflamed bony layer is quite soft, red, and granulating, and in internal necrosis increases 
externally, whence, however, no new tube is formed around the internal necrotic layer, 
(sequester,) but a strengthening of the outer layer, or beneath the external separated 
necrotic layer, a strengthening of the internal layer ensues, both externally as well as 
towards the medullary cavity. This swelling proceeds whilst the surface of the inflamed 
and softened bone begins to suppurate, either internally opposite the internal necrosis, 
or externally opposite the external necrosis. If the whole thickness of a bone be dead, 
no bone is regenerated; the periosteum has nothing to do with it; on the contrary, 
regeneration ordinarily takes place when merely the outer or inner layer is destroyed ; 
here, however, no new bone is formed, but the dead portion of the tube in internal 
necrosis is only the inner layer of: the tubular bone, and the new tube around the dead 
is only the strengthened and swollen outer layer of the tubular bone.” (p. 403, 404.) 

Of necrosis produced by irritation, two very remarkable instances may be here 
mentioned. BromFIELD’s (a) case, in which the pea of an issue slipping frequently out 
of its bed, was confined by “a compress with a shilling in it bound very tightly; this, 
by its pressure, soon destroyed the periosteum, and not long after made its way through 
the surface of the bone into its spongy parts. ‘Though a deep bed was thus obtained 
for the pea, yet violent pain and great swelling of the knee ensued; by throwing out 
the pea and dressing the bone properly a large piece of the spongy substance came away 
and the sore healed.” (p. 10.) In the case referred to by Lawrences, “ the patient had 
received a slight injury over the ¢ibia, the sore put on the appearance of sloughing 
phagedena or gangrene, and the concentrated nitric acid was applied to it. It appears 
that the acid affected the periosteum of the bone, at the part to which it was applied, and 
inflammation and necrosis of the tibia were the consequence.” (p. 361.)] 


870. ‘The inflammation preceding necrosis has either an acute or chronic 
course, and is accompanied with more or less severe symptoms. If the 
inflammation be seated within the bone, there is first produced violent deep- 
seated pain, not increased by motion nor pressure, and frequently accom- 
panied with severe fever, and exhausting perspiration; a hard swelling 
appears, which gradually spreads, and over which the skin is neither tense 
nor red. After a longer or shorter time, according to the severity of the 
inflammation, abscesses form in different parts, which burst and discharge 
pus, without the swelling being diminished. These openings often cor- 
respond to the position of the diseased bone, often they form, especially if 
the bone be covered with much soft parts, fistulous passages, of which the 
external openings are surrounded with a wall of flesh, a line thick; some 
of them close and others again break out. 


[‘‘ When the ossific inflammation is not cured,” says JoHN Hunter, “ suppuration 
takes place, first, on the surface of bones or on the periosteum ; secondly, in the substance ; 
thirdly, (p.508,) in the medullary parts. * * * The first species.—When inflammation 
attacks the surface of a bone, the first effects are adhesive; and when suppuration takes 
place, the periosteum is separated as far as the suppuration extends, making underneath a 
cavity for the matter. As the adhesive states take place some way round the abscess, 
there is in many cases a circle of adventitious bone formed in the pertosteum round the 
abscess. * * * Often, from the separation of the periosteum, part of the bone dies, and 
must exfoliate. The second species is of greater consequence, as more of the bone 


(a) Chirurgical Observations and Cases, vol. ii. London, 1773. 
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becomes diseased. When inflammation attacks the substance of the bone, it is seldom that 
the whole diameter of the bone swells, generally only one side, where the suppuration 
is, ‘This must at first be much confined, from the solid parts around, and ulcerative 
inflammation is obliged to take place early ; and accordingly, as in common abscesses, 
the ulceration goes on towards the soft parts, and until it arrives there it is impossible 
to tell whether there is abscess in the bone or not, * * * The third species.—Inflam- 
mation in the medullary part is still more serious in its consequence than the last. The 
body of the bone thickens from the adhesive disposition, and also the ossific disposition 
takes place in some degree in the periosteum all round, so that the external parts are 
much increased in bulk: this only takes place in the bones of the extremities, where 
streng this necessary, and never in the scalp, &e. The ossifie disposition in the me- 
dullary parts takes place at all points of the abscess, and by this the other part of the 
marrow is saved. When suppuration takes place, there being no. vent obliges the 
ulcerative inflammation to take place. * * * In the two last mentioned we have often 
exfoliations, as well as in the first (species); but they are less favourable from their 
situation being different, and are called internal exfoliations.” (p. 513-15.)] 


871. The diagnosis is more certain, if the piece of bone be apparent in 
the aperture of the ulcer and be black; but if it be white and dry, the 
previous symptoms and the duration of the disease must decide whether it 
be exposure or actual death of the bone. In all eases, examination with the 
probe or with the finger, if the size of the aperture will allow its introduc- 
tion, with which the dead bone is sometimes felt to be movable, affords suffi- 
cient information. If the previous symptoms have been slight, it is probable 
that the necrosis is superficial. This may be presumed with more cer- 
tainty, if the earlier swelling have not spread to the whole extent of the 
bone, and the pain be more superficial. The size of the dead piece of bone 
is determined by the extent of the swelling, and the distance of the orifices 
of the fistulous openings from each other. If there be several dead pieces 
of bone at the same time, they are felt on examination by.the several 
apertures at different places, and a swelling answering to each of them is 
observed. The corresponding fistulous apertures also do not heal, although 
some pieces of bone have been removed ; they often, however, do not 
heal after the complete removal of the dead pieces of bone, because they 
go very deeply, and considerable suppuration occurs. Ill-conditioned, 
stinking, blackish pus is no certain sign of necrosis ; on the contrary, the 
suppuration is mostly good, and only degenerates when the general health 
is disturbed. 


Although cartes and necrosis are alike in many symptoms, as in the two diseases 
similar causes give rise to both, as the bones are laid bare by the removal of the soft 
parts, and less or greater portion of the substance of the bone is lost and suppuration is 
present, yet they are distinguished by the following circumstances :— Caries occurs 
especially in bones of a spongy texture, necrosis, on the contrary, in bones of a closer 
character ; in superficial caries the swelling has not at first so great extent as in bony 
gangrene ; the swelling in caries mostly opens itself to a greater extent, fistulous pas- 
sages often occur which become callous; in necrosis these openings have ordinarily a 
fleshy wall; in caries stinking ichor flows, but in necrosis. true pus, which is only bad 
when retained too long by improper treatment, or when the neighbourhood is much 
irritated, or when caries also exists; in caries there are vital appearances, injection of 
vessels, loosening up, suppuration and successive destruction, therefore is the touch of 
the probe painful, whilst the necrosed bone is insensible and pain is only produced by 
harsh touching, and which spreads to the sound parts ; the softening which accompanies 
or precedes caries extends further and loses itself imperceptibly, and above all, where. it 
exists the bony cells are filled with reddish fluid ; in necrosis it is developed in sound 
parts, is less extensive, and produces only one layer of granulations, which are formed 
between the healthy and dead parts; the fungosities of a carious bone are softer, grayer, 
more discoloured than those above and below a piece of the necrosed bone, and the 
latter have more of the appearance of the granulations of a suppurating wound; in 
caries the bone is rough, uneven, soft, broken up, fungous, and the probe easily pene- 
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trates it; in necrosis the bone is even and hard, and though rough, not, however, yielding 
and soft; the bony splinters thrown off are in caries small, dust-like, and destructible ; 
in superficial necrosis they are layer-like, in deep necrosis large, firm, and of the natural 
condition of bone; the periosteum or medullary membrane is in caries usually much 
changed or destroyed, whilst the one or the other or even both in necrosis preserve their 
integrity, therefore nature does little in caries ; in favourable cases the openings become 
callous, and similar changes are produced in the bony substance, or granulations arise 
from the bone which become connected with those from the soft parts but are rarely con- 
verted into bone and form only misshapen masses, whilst in necrosis a more or less com- 
plete reproduction of the destroyed bone is effected. The course of necrosis is mostly 
tedious, but often also quick and connected with active inflammation, which is rarely 
the case in caries. After opening the abscess, the pain in necrosis usually subsides, 
whilst in caries it mostly increases (a). 

The notion that in caries the organic principle (bony gelatine) has entirely disap- 
peared, and instead of it a peculiar fatty matter produced which fills the cells of the 
carious bone, whilst in necrosis the formative principle remains unchanged and its 
respective relations, that is, as they are found in health, remain, (DELPECH, BzERARD, 
Poucert and others,) is not confirmed by MourEt’s experiments (5), as, according to him, 
the fatty matter in which every writer believed, is always found in recent caries, well dis- 
tinguished from rancid fat by its smell, which may serve as its characteristic ; but all the 
bones he examined have a fibrous jelly-like substance, and contain a proportionate 
quantity of saline substances, as in healthy bone ; it is therefore impossible by the che- 
mical characters indicated to distinguish caries from necrosis. 

872. Nature endeavours to separate a piece of dead bone, usually called | 
a sequester, from a healthy bone, by the process of absorption, which 
at the line of connexion between the dead and the healthy bone, produces 
a loss of substance (1). As long as the exfoliation goes on by absorption and 
granulation, the small fleshy wall surrounding the fistulous opening remains, 
according to Dzonpi’s observations, unchanged ; but it shrivels as soon 
as that process is completed, and the separated piece is thrown off externally, 
at the same time the previously very small round hole becomes irregularly 
enlarged. After this separation of the sequester, its expulsion is possible, 
and usually happens without hindrance, excepting such as the soft parts 
offer, if the dead piece belong to the external surface of a flat or tubular 
bone. Compensation for the lost piece of bone is effected by nature in 
various ways. If the necrosis extend only to the external layer of the 
bone, whilst the internal remains alive, which happens only in slight 
injuries from mechanical influence, abscess and the like, the piece of bone, 
if the periosteum and soft parts remain uninjured, is enclosed in bone newly 
formed by the periosteum and isseparated within by the granulations formed 
from the living layer. The piece of bone exhibits a rough surface, pro- 
duced by absorption. If the periosteum and the soft parts be destroyed 
on the affected parts of the bone, and it is bared of soft parts, or entirely 
separated from them by blood, suppuration, and the like, the granulations 
arising from the compact bony mass can only effect imperfect compensa- 
tion, so that a depression or deficiency remains at the place of loss. Here 
the piece of dead bone keeps its smooth surface and its whole thickness. 
In every severe inflammatory irritation of the surface of the bone, there 
occurs a corresponding plastic activity in the medullary canal, and new bone 
is produced, which, opposite the point of greatest irritation, fills up the 
medullary cavity. In internal necrosis, if the layer of bone concealed 
within the medullary canal die, the compensating substance is formed from 
the periosteum, and becomes one with the external layer of the cortical 
substance, which remains healthy, excepting that the latter swells and 


(a) RicutEr, above cited, vol viii. pt. i. p. 128.—Dictionnaire de Médecine et Chirurgie Prat., Article, 
Osiéite. (b) Révue Médicale, 1835. 
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softens, and thus assists in repairing the loss. If the whole thickness of 
the bone die, new bone is formed by the periosteum around the old, and 
the latter is diminished by absorption, in consequence of the increased 
vascular action and sympathy with the periosteum, and thereby its bulk 
is lessened, in proportion as the formation of the new bone from the peri- 
osteum proceeds. If a portion of a tubular bone with the investing 
periosteum be destroyed and separated, the compensation results less from 
the opposite ends of the bone than from the soft parts. The granulations 
filling up the interspace gradually thicken to a cartilage-like mass, in 
which subsequently ossification follows. In the capsule which surrounds 
the sequester, openings (cloace) are produced, the origin of which is 
not yet sufficiently made out, of various form, size and number, which com- 
municate with the fistulous passages in the soft parts. 


The reproduction of bone does not depend on the periosteum, but only on the softened 
and outstretched tissue, which naturally close set, forms the thick texture of the bony 
walls, 

[(1) “ Necrosis and exfoliation are not,” justly observes LAWRENcE, “synonymous 
expressions. When a portion of bone has perished, has become mortified or gangre- 
nous, it is separated by a natural process from the healthy portion of the bone; and 
that separation, under certain circumstances, is called exfolvation; so that exfoliation is 
consequent on the necrosis ; that is, the necrosed or mortified or dead portion of bone 
exfoliates or separates. Exfoliation is, therefore, a subsequent process, consequent on 
the previous death or necrosis of the bone.” (p. 360.) 

The term exfoliation commonly applied to the separating sloughs of bone, in conse- 
quence of their occasional leaf-like form, is not improperly objected to by WEINHOLD, 
who observes, that “as much more frequently the sloughs assume other and ver 
different forms, it is evident that this designation is not quite fitting, but that it would be 
better to call it separation, by which would be more correctly expressed what was in- 
tended to be said.” (p. 22.) 

At least as early as 1786-7 (a) Joun Hunter observed :—“ We have many opinions 
of this process (exfoliation) from different authors, but all are very imperfect. The 
bone that separates cannot come away by rotting, for it is only dead, and not in the least 
putrefied. * * * When a piece of bone becomes absolutely dead it is then to the animal 
machine as any other extraneous body, and adheres only by the attraction of cohesion 
to the machine. The first business of the machine, therefore, is to get rid of this cohe- 
sion and discharge it. For effecting this separation there are several natural and suc- 
cessive operations. The first effect of the stimulus is on the surface of the living bone, which 
becomes inflamed ; whether new vessels are formed, or the old ones become larger, is un- 
determined ; but by injecting the surface of the part it appears evidently much more vascu- 
lar than the other parts. The surrounding parts also inflame, as the periosteum and cellular 
membrane often take on ossific inflammation. This produces another process; first, 
absorption of the earthy matter, and all the surface between the living and dead parts of 
the bone become as soft as if steeped in acid, while the dead part remains as hard as 
ever. To complete the separation the absorbents continue their office and absorb the 
living parts also, and the first process is in a small degree attended with the second. 
The operation of separation does not take place equally ; it begins at the circumference, 
and continues on to the centre, and before the centre has begun the absorption of the 
earth the circumference has begun the second. This progressive process in the suppu- 
ration causes the exfoliation to be tedious, so that the centre is the last place that 
separates. In pretty broad exfoliations, long before the centre has gone through the 
operation, the living parts perform their office in producing granulations from the sur- 
face, and continue, in proportion to the waste, to fill up the space.” Shortly after, in 
speaking of the spicula which remains on the exfoliating ring of a trephine-hole in the 
skull, HUNTER also observes :—* It appears from this last supposed case that it is my 
opinion that the absorption is of the surface of the living bone, but I by no means wish 
to be understood that no absorption of the dead piece can take place; for, on the con- 
trary, I believe that nature sometimes finds it necessary to the completion of her pro- 


(a) The date of the copy of notes from which PaumeEr has published his edition of Huntrr’s Lectures 
on the Principles of Surgery. 
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cess; it generally takes place when the separation is slow and the granulating process 
is quick. This absorption of the dead bone takes place in the fangs of the shedding 
teeth.” (p. 525-27.) This extract proves that Joan Hunter had taught the true nature of 
the exfoliating process at least six or seven years before the publication of WEIDMANN’S 
work on Necrosis. And it is very remarkable how nearly the expression of WEID- 
MANN’S opinion on this subject corresponds with HuntTer’s. ‘The actual cause,” says 
he, “of that separation consists in the removal of those adjacent and cohering particles 
between the living and dead part, in such way, however, that the greater portion is re- 
moved from the living and some from the dead part.” (p. 25.) 

“The first appearance of separation,” says HunTeR, “is an alteration in the part 
round the exfoliating piece. This alteration is first a sponginess; next, its becoming 
fuller of little holes ; then asmall grove is produced, a kind of worm-eaten canal about 
the thickness of a shilling, becoming gradually deeper and deeper, and the depth is 
irregular, according to the extent of the original cause. The small holes appear at first 
in the surrounding parts, and these appear more vascular the more so the nearer the 
diseased bone. Sometimes parts become dead without any change of colour, dying 
almost suddenly, perhaps by exposure or a blow, and the surrounding parts become 
spongy ; the dead portion then looks the soundest, but when killed by previous diseases 
it is black. After exfoliation the living surface still continues soft until bone is formed. 
If it be a cylindrical bone it has the appearance of a fetus’s bone deprived of its 
epiphysis; it is hollow, but fills like a growing bone, in every respect, by bony matter 
deposited.” (p. 527.) 

The subject of exfoliation has been well gone into by Miescuer, and it is inter- 
esting to observe how completely his experiments and observations confirm HuNTER’S 
statements. 

«For the first few days,” says Mrescuer, “ it is not possible to determine how far the 
necrosis extends; although the colour appears changed on the external surface, yet it 
so gradually subsides into the healthy colour of the bone, that it is impossible certainly 
to define the boundary between them. Gradually, however, there appears a certain 
thinning of the bony tissue, the medullary canalicules seem here and there enlarged, so 
that a sort of diploé, as it were, is produced, the cells of which are filled with a kind of 
soft reddish substance. The walls of the cells become daily thinner,and thinner, till at 
length they entirely disappear, so that the living and dead bone are no longer connected 
by bony substance; the necrotic part now alone adheres by a few very delicate fibres to 
the soft substance I have mentioned, and is movable, but at length these fibres either 
subside of their own accord, or are easily separated; which done, the exfoliation is com- 
pleted, and the bone appears covered with a layer of that soft substance, or with granu- 
lations. These changes do not take place at the same time in the necrotic piece, but 
first at its external edge forming the so-called groove, and thence by little and little pass 
on towards the centre. Hence it appears that in the part where the dead and living 
bone touch, absorption of the bony substance is taking place, proceeding as it would seem 
from the medullary canalicules and thence gradually breaking up the cohesion between 
the dead and living bone, till at last it is completely destroyed. The gaps, moreover, 
as they are gradually formed, we perceive to be filled with soft substance, which, when 
the separation is perfected, covers the bone sometimes with a thicker, sometimes with a 
thinner layer, secretes pus, and rises into granulations. Many have considered this to be 
softened bone; but this doctrine agrees neither with the production nor structure of that 
substance, for following it out from its beginning, we find, as already noticed by that very 
able and diligent observer Trova, first, a reddish matter, little tenacious, almost gelati- 
nous; subsequently when it has become somewhat firmer, we perceive, by the aid of the 
microscope, a structure similar to granulations, such as are on soft parts; not, indeed, 
like the cartilage of bones, which ought to be found, if this matter be taken for softened 
bony tissue, that is, deprived of its earthy parts. Therefore is it believed to be recently 
formed, precisely as every kind of granulation; which opinion, its very nature, after- 
wards, especially favours.* * * What has been here said in regard to superficial necrosis 
and the external powers, applies to every kind of necrosis ; which from whatever cause 
arising, whether it attack the external or internal surface of the bone, or its whole 
mass or only part, always presents in its exfoliation the same phenomena, and always 
when separated, leaves the surface of the bone covered with granulations and secreting 
pus. (pp. 200, 201.) 

Upon the disputed question whether in the separation of a necrotic piece of bone there 
be any absorption of the dead portion, or whether the absorption be confined only to the 
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- living bone, Mrescuer declares himself a supporter of the latter opinion. “I have 
already observed,” says he, “ that at the same time the groove began to form around 
the necrosis, the thin edge of the bent plate was somewhat bent down by the just grow- 
ing granulations and that it wasted away in minute scales. I was able to follow this out, 
as it were, step by step, by observation in necroses produced by baring the surface of 
bones in rabbits, cats, and in the calf, in which, throughout the whole proceeding, the 
wound remained dry; the little scales, separated in the crust covering the lips of the 
external wound, could be most distinctly demonstrated; which crust having been cau- 
tiously removed, the very thin edge of the dead plate appeared as it were corroded, and 
a lancet being introduced beneath it, very readily fell into minute particles. Small 
particles, therefore, having separated, it seems, like scales, the necrotic plate gradually 
diminished to sometimes more than half its size; nor was it doubtful, that in the cases 
mentioned by Ruyscu,’ LA Peyrontg, and RovHauvtt, the dead piece of bone thus 
by degrees entirely disappeared. This exfoliation in particles might be more diffi- 
cult to demonstrate in those cases in which the wound is constantly moist with pus and 
poultices, and the thin plate is as yet perhaps dead; but, when the other phenomena do 
not at all differ, and absorption by a solid lifeless body seems opposed to the very laws 
of physiology, and when there is no fluid, by the solvent power of which it can happen 
that the dissolved dead bone should be absorbed,—we cannot, even in these cases, though 
more doubtful, but think that the eafoliation by particles, or insensible exfoliation is per- 
formed. In addition to this, the acute TENON says, that in the experiments he per- 
formed on dogs, he always observed, that the granulations which sprung up from the 
bared surface of the bone, as soon as they made their appearance, were covered with a 
minute crust, which might justly be considered as bony scales separated and thrown off 
by the granulations. Every support is, therefore, torn away from the opinion of 
those who, in the separation of necrosis by absorption, consider that something is taken 
away even from the dead bone; and we can now certainly contend, that the necrosis 
ts separated by absorption occurring in the living parts alone; which is of no little 
ee for rightly understanding the reparation of bones destroyed by necrosis.” 

p. 207-8. 

I pies agree with Mrescuer that absorption takes place only in the living parts 
during the process of separating a sequester. HunTER’s Opinion is certainly correct, 
“ that nature sometimes finds it necessary to the completion of her process,” that there 
should be some absorption of the dead bone and that “ it generally takes place when 
the separation is slow, and the granulating process is quick.” I think that absorption 
of both dead and living part of the bone occurs most commonly in all external exfolia- 
tions ; but of its almost invariable occurrence in exfoliations of the bones of the head 
there can be no dispute; for not merely is the under surface of the exfoliated piece 
hollowed in correspondence with the granulations beneath, but it rarely happens that 
there are not two or three regular holes eaten completely through both tables of the 
bone, with fungous growths from the dura mater protruding in the latter case, or the 
granulations alone in the former.—g. F. 8. 

The following is the account given by Trosa of the incipient production of new bone 
seven days after the shell of the shank-bone of a pigeon had been killed by sawing the 
bone through and breaking up its medullary structure with a probe. “ Having killed 
the pigeon on the seventh day, I was astonished, on removing the muscles, to observe 
the very great thickness of the shank-bone, which in comparison with the opposite 
healthy bone was enormously thickened. On examination I found fresh bone! newly 
produced around the shank-bone. On separating the periosteum, which _was every 
where a little swollen, except at the lower end, where it was swelled up with a dense 
or semi-cartilaginous jelly, blood-vessels were evidently perceived entering into the 
substance of the new bone. When I divided this bone lengthways into two parts, the 
new bone, now divided, dropped, almost of its own accord, into two equal portions, from 
both sides of the old shank-bone. Surprised at the speedy separation of the new from 
the old bone, I endeavoured to ascertain the cause. Therefore carefully viewing the 
internal surface, I perceived a certain softer substance, and by bringing the point of my 
knife to the side of the bone, the membrane seemed to me to be lifted up. Struck with the 
novelty, I gave my attention to it; I inverted a true, entire, very juicy and thickish mem- 
brane. Whilst this was separated from the bone, which was very easily done, an almost 
infinite number of very delicate membranous threads were seen to draw out, which 
proceeding from the little apertures spread over the inner surface of the bone, were 
inserted into the membrane itself. Its ground colour was white, and transparent when 
raised against the light, but it was tinged and almost covered with very numerous red 
streaks, or, if you please, with an almost infinite number of spots collected together, but 
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much less numerous at the lower end of the bone, which was also white. It well resisted 
pulling, nor did it dissolve, nor lose the characters of membrane when strongly rubbed 
with the fingers; but it was not to be considered as strong as periosteum ; for as yet it 
had less cohesion. The substance of the new bone seemed spongy, and tinged every 
where with the red colour of the blood, except the lower end, which, as already said, 
was rather whitish and softer. When this substance was cut out and its thickness 
pressed with the fingers, a few drops of blood and lymph, like a scanty dew, exuded. 
(p. 21-24.) Its internal surface was furnished with an infinity of little holes, as well as 
the external; nor was the hole in the middle and outer side of the shank-bone for the 
passage of the vessels deficient. There were also some very large holes, which pene- 
trating from the external to the internal surface of the bone, were covered without by 
the external periosteum, and within with the internal membrane; they contained a 
dusky whitish and dry crust; whence it was very clear that they originated in a defect 
of the ossification. I'shall name them foramina, or grandia foramina.” (pp. 27,8.) WEIN- 
HOLD says, that these holes, “ as they give passage to the escaping pus and the loose 
pieces of bone, would be better called cloace.” (p. 35.) _“ Beginning from the sixth 
hour and going on to the seventh day,” says Trosa, “ I did not perceive in the new 
bone, these spaces and grandia foramina, except when the legs were swollen, and then 
they were constant. In the twice that I proceeded to the seventh day, I did not make 
out whence were these spaces and foramina. At first I thought they were the insertions 
of muscles; but their irregular situation and uncertain number, one, two, and even to 
eight, and more careful examination, proved to me that such was not the case. Their 
absence in legs which had not swelled, and the periosteum raised from the bone in vesi- 
cles, assured me that no jelly could be collected in the spaces, and that the foramina in 
the bone must be produced by want of substance or of ossification. But it might be 
conjectured that the dry crust in them originated in the juice which the broken vessels 
poured out, drying on the surface of the torn periosteum, and perhaps from some layer 
of it which was dead.” (pp. 58, 9.) WrINHOLD says he has “seen a small portion of 
dead diploé of the os innominatum contained in a bony cavity without any cloaca. If 
there be many cavities in the same bone containing sequestres, each has at least its own 
cloaca. * * * Their form is round or oval, or somewhat like; their size is commonly 
sufficient to admit a quill; there are however some larger, though rarely so. Inwardly 
their edges are converging, and as it were contracted like a funnel, but outwardly their 
lips spread downwards, and the intermediate passage is sometimes long, sometimes short, 
and sometimes scarcely existing.” (p. 35.) 

Upon the disputed point, whether the newly formed bone inclosing the sequester, 
in internal necrosis be produced by the swelling of the outer layer of the bone, or from 
the investing periosteum. MULiER observes :—“It is not in itself concervable, that a 
membrane like the periosteum, which is merely the vehicle for the vessels entering into 
the bone, and also its covering, should form an organized mass of bone. (p. 405.) It is 
a most entire misconception, to suppose that one organic part can be the nourishing 
organ of another organized part, for instance, that bony substance should be produced 
by pertosteum, and that bone should be nourished by that membrane. * * * Bone 
is nourished by vessels from the periosteum and medullary membrane; it therefore dies 
if either of these be destroyed to some extent, the external layer on the destruction of 
the periosteum, and the internal on that of the medullay membrane. But it does not 
follow that these membranes deposit the lime in bone. The periosteum is the vehicle of 
the vessels penetrating the bone, which therefore dies when they are torn through at 
that part. The nourishment and growth of bone depends on the sympathy of the bony 
particles between the capillary vessels and the blood. (p. 361.) But it can be distinctly 
shown by experiments on beasts, (which for this purpose are better than birds,) that the 
formation of the new tube is partly effected by the exudation, during the exudative 
stage, upon the surface of the bone, which is to be viewed as exudation from the in- 
flamed bone, and not from the periosteum, but that the greater part of the bony mass is 
alone formed (in internal necrosis) by the spongy swelling of the external layer which 
continues during the whole period of suppuration.” (p. 405.) 

Lawris of Glasgow (a) in treating on the subject of necrosis, asks :—“‘ What part 
does the dead bone play in this process? does it act as a stimulant to the deposit of ossific 
matter? does it serve as a mould for the new bone? if it were removed, would the pro- 
cess be arrested ? To all of these questions I would reply in the negative. I do not think 
that the presence of dead bone is more required to assist in any of the processes involved 
in the above queries than the presence of a slough of the soft parts in the generation of 
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new flexible tissues. When the entire thickness of a cylindrical bone dies, the first 
step towards regeneration consists in an attempt to get rid of the dead part, by the ab- 
sorbents forming a groove around the dead portion, gradually cutting it through and 
isolating it from the living. The next step, to a certain extent contemporaneous with 
the first, is the deposit of new osseous matter all around this groove, springing from the 
bone; the last, is the surrounding of the old bone with new, which begins to form before 
the old has separated, and continues after the connexion of the two has been quite dis- 
solved. Currir’s case (one he relates) appears to me to entitle us to answer the second 
and third queries in the negative ; the old bone was removed long before the new was 
deposited ; the process so far from being therefore arrested, was greatly accelerated, and 
the form of the new bone was much more symmetrical than if it had been deposited 
slowly around the old asa mould. It may be asked, if this view of the matter be correct, 
why is it not thrown off as is a slough of the cellular tissue? I believe that the impedi- 
ments to its escape are mechanical and not physiological (physical ?); the soft parts 
which cover it, the irregular line in which it dies, and the vitality of the cancellous 
structure next to the epiphysis extending for some distance within the dead outer case, 
render its escape impossible long after its presence has become a source of retarding, it 
may be, of fatal iritation.” (p. 684.) 

“So soon as any bony part, in which there has been previous sensible or insensible ex- 
foliation, is covered with granulations, the process,” says MrescHER, “is the same as 
with another suppurating wound : the same pus, the same granulations. These having 
attained the height of the granulations of the surrounding soft parts, coalesce with them 
and as it were become one ; after which the scar is covered in the ordinary way. That part 
of the granulations immediately next the bone, is converted into bony substance ; but the 
exterior layer is not so changed, but like the granulations of soft parts has a cellular 

structure, and thus as it were forms a new periosteum.” (p. 208.) 

_ Joun Hunrerobserves :—“ There can only be two species of exfoliation, viz. external 
and internal, but they are often mixed, and then admit of a third kind, which I call the 
inclosed exfoliation. The external arises from internal causes, and is in many parts a 
simple operation, meeting with no obstructions, as in the head, ribs, &e.; but in the 
extremities it is often complicated, and becomes inclosed, and then appears as an in- 
ternal exfoliation. Internal Exfoliation.—These less frequently arise from accidents 
than the former; but may arise from the two last suppurations of bones (of which, the 
one is where only one side of the bone suppurates, and the other where the suppuration 
is in the medullary cavity.) The part which is to be exfoliated loses its life, and ulcera- 
tion goes on in the internal surface of the surrounding living bone to make room for 
the exfoliation. In internal exfoliations a part of the centre of the bone becomes dead, 
while the enlargement of the cavity lessens the substance of the surrounding part, and 
consequently weakens that part. But nature wishes to furnish a substitute; for the 
stimulus of weakness being felt, the surrounding parts become affected, and undergo 
the ossific inflammation by which the bone is thickened ; and this continues in propor- 
tion, and as long as the internal part is unremoved or not cast off. Mized Cases of Ex- 
foliation.—The first is when an external one appears to be internal; the second is an 
exfoliation of the whole thickness of the bone in one part; the third, of the whole 
bone. These I call inclosed or incased exfoliations, generally occurring in the lower 
extremities. These three being very different, at first are not very easily conceived. 
First species of inclosed. Sometimes when the surface of a bone becomes dead, before 
the separation of the piece of bone takes place, the ossific inflammation comes on, and 
entirely covers the exfoliating piece, leaving only a little hole for the discharge of 
matter. This takes place, first, when the periosteum is inflamed, and the granulations 
from the edges of the exfoliated pieces also ossify ; but the process for freeing the por- 
tion of bone has been already described. The second species is when a piece of any 
given length becomes dead throughout; the appearance of internal exfoliation is here 
still stronger than in the last case. Exfoliation or separation begins on the living 
surfaces of contact, at the two ends of the dead bone or piece, and ossific inflamma- 
tion comes on in the surrounding parts, so that it becomes incased. This rarely hap- 
pens; but when it does, the separation of the exfoliated piece is very tedious, as the 
stimulus is given to all surrounding parts. The third species is where the ossifie dis- 
position takes place in the soft parts, from end to end, and the whole becomes inclosed 
in a case of bone. The difficulty lies in conceiving how it becomes inclosed at the ends 
where the joints are constituted; but probably it is from these ends being alive, and ex- 
uding coagulable lymph from their surfaces, or else from lymph being exuded from the 
surrounding ligaments, and that becoming a basis, so as to keep the joint complete.” 


(pp: 529, 30.)] 
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Upon the reproduction of bone, the following notices are to be especially com- 
pared :— 


Trogsa, M., De novorum ossium, in integris aut maximis ob morbos deperditionibus 
regeneratione experimenta, &c. 12mo. Lut. Par., 1775. 

BLUMENBACH ; in RicaTeEr’s Chirurgischer Bibliothek,vol. iv. p. 107. 

Kouuer, Experimenta circa regenerationem ossium. Gottinge, 1786. 

WEIDMANN, Above cited. 

Boyer, Traité des Maladies Chirurgicales, &c., vol. iii. S8vo. Paris, 1822-26. 

MEDING, Dissert. de regeneratione ossium per experimenta illustrata ; cum tab. eneis. 
Lipsiz, 1823. 


Kortum, Dissert. proponens experimenta et observationes circa regenerationem 
ossium; cum tab. en. Berol., 1824. 


RicutTer, Above cited. 
Scarpa, De anatome et pathologia ossium. Ticini, 1827. 
Mrescuer, Above cited. 


873. Necrosis is always a serious disease, of which the duration is in- 
definite. The prognosis is, however, various, according to its cause and 
its seat. Its cure may be hoped for by the natural powers alone, or by 
simultaneous artificial assistance, if the necrosis be superficial, of no 
great extent, in no bone of important function, not in the neighbourhood 
of important parts, produced by external causes, and when the patient’s 
general health is good. On the contrary, the cure is difficult, and the 
prognosis is doubtful, if the necrosis be of great extent, connected with 
other affections of the same, or of other bones, if the diseased bone be of 
great importance, if the necrosis be internal or exist in several places ; 
further, if it be produced by internal causes, especially those dyscrasic 
diseases, against which we have not any decidedly efficient remedy, and if 
the patient be old and very weak. Necrosis rarely extends into joints, but 
then always require amputation (1). The circumstances which especially 
produce sequestres are different ; the granulations arising from the interior 
of the capsule enclose the sequester, which is gradually but completely 
removed by absorption ; or it acts upon the walls of its cavity like a foreign 
body, and keeps up in it and in the neighbouring soft parts a copious sup- 
puration, which debilitates the patient; or the sequester lies in a very 
spacious cavity, the walls of which have already become callous, and 
produces no neighbouring irritation, but only a scanty pouring out of a 
thin purulent fluid (2). 

[(1) Of necrosis indirectly affecting joints, and in which from the symptoms it was 
presumed that the joint was diseased, and the limb consequently removed, I have known 
two instances, both of which are in the museum at St. Thomas’s Hospital. In the one, 
a boy of ten or twelve years old, the necrosed piece, about the size of a marble, was 
contained in the epiphysal head of the shin-bone; in the other the dead bone was nearly 
similarly placed, and the cloaca from it, had opened into the knee-joint. 

(2) Other, and very dangerous consequences may attend necrosis, as the very remark- 
able case mentioned by PorTER (a), which he calls “ Aneurism in a case of necrosis,” but 
which was doubtless no other, than a wound of the popliteal artery, by the accidental 
movement of the point of a sequester. The patient had, fourteen or fifteen years pre- 
viously, violent pain in the left knee, which, as well as the lower part of the thigh, 
shortly after swelled to a great size, but without redness. A year after, a small swell- 
ing appeared four or five inches above the inside of the knee, which he himself opened 
and voided some matter, and the aperture remained fistulous. In August 1832 he had 
an alarming hemorrhage from this fistulous opening, but no recurrence of it till the 
night of Jan. 1, 1833, when he bled with great violence, the blood at intervals spirting 


(a) Surgical Report of Cases treated in the Meath Hospital; in Dublin Journal of Medical and Chemi- 
eal Science, vol. v. p. 190. 1834, 
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forth to a considerable distance, at others trickling down the limb, but in neither case 
restrainable. He lost great quantities of blood, and fainted seven or eight times. When 
admitted on the following day his face was quite blanched and very anxious; he was 
extremely exhausted; pulse small, thrilling, and 150. On pressing the small livid 
fistulous opening in the thigh, thin serous blood slowly discharged, and the finger 
seemed to sink into a deep cavity; pulsation was quite distinct in the swelling; the 
lower part of the thigh-bone was enlarged, and the popliteal space filled up, but the 
artery was felt pulsating below. Amputation was proposed, but he would not consent. 
The thigh continued swelling above the bandage, became gangrenous nearly up to the 
buttock, and he died on the evening of the 6th of January. On examination the pop- 
liteal space was found filled with thick grumous clots; on the artery, just below its 
entrance into the space, was an opening. The lower part of the thigh-bone was consi- 
derably enlarged, rough, and a large portion of its posterior or popliteal aspect de- 
stroyed, so as to admit the fingers into a large cavity within. In the upper part of this 
cavity was discovered the sharp point of a sequester, movable, and accurately corre- 
sponding to the aperture in the artery, which it evidently seemed to have occasioned. | 

874. In the treatment of necrosis, nature must be assisted in throwing 
off the sequester, which is then to be removed. If at the first there be 
severe pain, inflammation and fever, it must be attempted to lessen them 
by general and local blood-letting, according to the strength of the 
patient, by softening poultices and the like. If syphilis, gout, or other 
dyscrasic dieases be connected with necrosis, the contraindicated remedies 
must be made use of. Where the general condition of the patient is good, 
and the necrosis originating from external causes, the separation of the 
sequester usually occurs soon, provided nature have not been disturbed by 
improper treatment. If the patient be well, his powers must be supported 
by good nourishing diet and strengthening remedies, The local treatment 
must be quite mild; moist, warm, slightly aromatic applications should be 
used, as in cartes, and the fistulous openings covered with charpie, soaked in 
mild ointments. ) 

All irritating treatment to promote the throwing off of the sequester, as the enlarge- 
ment of the fistulous apertures, the application of sharp spirituous remedies, the actual 
cautery, the repeated boring of the dead piece of bone, are hurtful, inasmuch as by 
their effect on the living part they increase the destruction, but on the dead bone have no 
effect at all (a). 

875. When the sequester has separated, which is known, on exami- 
nation, by its mobility, it is not unfrequently thrown out by nature, or 
gradually removed by absorption. But if, on account of its peculiar 
position, on account of the surrounding soft parts, or of the bony capsule 
enclosing it, this be not possible, the sequester must be removed by art. 
For which purpose, oftentimes a simple incision of the soft parts of 
sufficient size is alone needed; if the sequester be enclosed in a bony 
capsule, after exposing it by a longitudinal incision, the apertures must be 
enlarged with a bistoury, if the bone be soft enough ; boring the capsule 
with the trepan, or the removal of a portion with chissel and hammer, or 
with Hry’s saw, may be required. The sequester is then to be seized 
with the forceps, or with the fingers, and gently drawn out, especial care 
being taken that none of it be left behind, and that the inner wall of the 
bony capsule be not injured. If the sequester be so large that a con- 
siderable opening is required for its removal, it is often better to break it 
to pieces with the forceps, so as to be able to remove it by a small opening. 
After its removal, the wound is to be lightly filled with charpie, every- 
thing removed which can disturb the development of the granulations, and 
care taken for the sufficient outlet of the pus. 


(a) WEIDMANN, P., above cited. 
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876. If the necrosis have been of long continuance, if the outflow from 
the fistulous openings be slight, if the sequester cannot be felt, if already 
several pieces of bone have been separated, the diagnosis is doubtful, 
whether there still exists a sequester, or whether it be not already 
removed by absorption. Jn this case the laying bare or boring through 
the bone is useless, and it is advisable to watch the state of things for some 
time, with simple treatment, in order to decide with certainty upon the 
diagnosis. 

877. Amputation is only indicated in necrosis, when the cavity in which 
the sequester lies communicates with a neighbouring joint when there 
are several seguestres, of which each has its proper cavity, when the 
sequester lies so deep that its removal is not possible, and when the 
patient’s powers are so sunk that throwing off the sequester cannot 
be expected, or its removal cannot be undertaken without the probable 
danger of exhausting the patient. 


A.—OF CARIES OF THE SKULL-BONES. 


878. Caries may occur in all parts of the skull, though it is most 
commonly observed in the mastoid process and in the occipital bone. It 
occurs either on the external or internal table of the skull; in the former 
case it arises either from external violence, exposure of bone, and so 
on; or as consequence of a tophus, or of an exostosis which has run into 
suppuration. ‘The caries may be also distinguished by examination. In 
the second case severe symptoms are sometimes produced by the collection 
of pus between the dura mater and the skull. The patient complains of 
a constant pain, always confined to the same spot, though externally 
nothing is apparent. Frequently giddiness, convulsions and coma; in 
short, all the symptoms of pressure on the brain come on. At last there 
appears externally, at the part where the patient has complained of pain, 
a slightly painful, and from the first, fluctuating swelling. If this break 
of itself or be opened, an aperture is found in the skull, of which the edge 
is thin and irregular, because the destruction of the internal extends 
further than that of the external table of the skull, out of which by the 
motions of the brain, a more considerable quantity of pus is driven up 
than from the external extent of the ulceration would be thought possible. 
The dura mater is covered with discoloured granulations, often depressed, 
and separated to a greater or less extent from the skull, often even ulcer- 
ated. If the caries be in the mastoid process, hearing is almost always 
destroyed ; in consequence of the communication of the cells of this 
process with the ear-drum, the pus sinks into it, and produces suppuration 
and destruction of the drum-membrane. 


[The consequences of caries or necrosis in the mastoid process are very often fatal, and 
therefore the disease should be most carefully attended to. Most commonly it seems to 
begin with common ear-ache ; abscess of the drum ensues ; its lining is destroyed, and 
the bone either ulcerates and is gradually destroyed, towards the cavity of the skull, 
or dies outright and attempts are made to throw it off. I do not know any mode of dis- 
tinguishing between simple chronic suppuration of the ear-drum which is occasionally 
accompanied with pain. and the suppuration accompanying caries or exfoliation ; nor 
is there any distinction between the latter two, from either of which, however, the irri- 
tation set up on the dura mater may produce inflammation, ulceration and suppuration 
of that membrane, which consequently attack the brain, and either ulcerates its surface _ 
or produce, by remote sympathy, abscéss in its substance, of which I have seen instances ; 
and in the last case I had of this kind, the abscess was as large as a pigeon’s egg, but the 
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young woman had no symptoms of compression till about three or four days before she 
died, though at intervals, for some time before, she had suffered agonizing headache in 
paroxysms of several hours. 

When the vault of the skull is attacked with necrosis, not unfrequently very large 
portions of bone die, as does also the scalp covering it, excepting at the circumference 
of the dead bone, which the skin still overlaps and seems as it were folded in. When 
both tables of the bone die, which, as far as I have had opportunity of observing is 
most common, though not to equal extent, as in general the external table is more largely 
destroyed than the internal, suppuration begins between the bone and the dura mater, 
and if near a suture, the pus makes way between its teeth and is seen welling up 
at every pulsation of the brain. By degrees the granulations formed on the surface of 
the dura mater eat away holes of various size through the dead bone, and funguses appear, 
which, however, rarely exceed externally the size of the aperture. But on removing 
the dead bone, very large funguses are found on the dura mater, and in the course of a 
few hours, when freed from the pressure, rise above the surface of the scalp, sometimes 
to the size of half'asplitegg. These funguses are generally very foul, sloughy, blackish, 
green-coloured and horribly offensive; and when of large size the patient generally 
sinks with symptoms of inflamedbrain. Instances do, however, happen in which enormous 
portions of the vault of the skull do separate, and the patient recover; I have at this 
time under my carea woman, who in the course of the last eight or nine years has lost 
by exfoliation, the greater part of both parietal bones, and some portions of the temporal 
and occipital. All one side of her face supplied by the facial nerve, ( portio dura,) has 
been paralysed for many years, though it cannot be ascertained how this is connected with 
the necrosis during the course of which it has arisen. Other portions of the skull have 
from time to time exfoliated, but after the principal exfoliations, the deficient parts of the 
skull have filled, as usual, with tough fibrous membrane, and she has been able for four 
or five years to follow her ordinary occupation as one of the hospital servants. If the 
external table only have been destroyed, the bony granulations beneath as frequently 
make holes through it as those from the dura mater do through both tables. 

Caries occurs also in the bones of the face as well as of the skull, and more espe- 
cially of the nose-bones, where it is very frequently consequent on lupoid ulceration of 
the soft parts. I have also at present under my care a boy in whom the upper jaw-bone 
has been destroying slowly for the last four years from this same cause, and who has lost 
the greater part of the front of the alveolar arch and of the bony plate, nor has any 
remedy arrested the diseased process but for a very short time, after which it has burst 
out again with greater activity. 

The disease which results from mercury is necrosis, rather than caries, whether hap- 
pening either on the skull or face ; and even in syphilis except when the bone is affected 
secondly by the extension of the ulcerative process from a sore in the soft parts, ne- 
crosis is more frequent than caries. SyME (a) relates the case of a woman who at 
the age of twenty years had a sore on her nose, for which she took large quantities of 
mercury. The sore rapidly extended, the hones became affected, and a rapid exfolia- 
tion commenced, which soon deprived her of all the face except the lower jaw and part 
of the ossa malarum. Five years after her eyes were divested of their coverings, the 
pharynx completely exposed to view, the tongue lay exposed from root to apex sur- 
rounded by the foul and vacillating teeth of the lower jaw, and the whole surface had a 
most unhealthy ulcerated appearance. In the course of the following four years the 
whole ulcerated surface had healed, and the eyes were covered with a thick skin. She 
was very weak and for a long period had existed on little else than laudanum, of 
which she took half an ounce daily. She died shortly after, and on examination it was 
ascertained that the remaining bone was everywhere perfectly sound. (p. 238.)—J. F.8.] 


879. What relates to the causes of caries of the skull-bones has been 
already said on the general subject ; it is, however, most frequently conse- 
quent on syphilis. The prognosis is determined according to the variety 
of the causes as well as the extent of the caries. If it occur on the inner 
table of the skull, or if the skull be eaten through from without to within, 
pressure on the brain or ulceration of its membranes, which often extends 
to the brain itself, is to be feared. 

880. The treatment of this caries is guided by the general rules. Only 
when both plates of the skull are destroyed, especially if the cartes have 


(a) Edinburgh Medical and Surgical Journal, vol. xxxii , 1829. 
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been developed on the internal, trepanning is often necessary in order to 
relieve the collection of pus beneath the skull, or even to remove the 
whole diseased part of the bone. In caries of the mastoid process espe- 
cial care must be taken for the proper escape of the pus, so that it should 
not collect in the drum. If the dura mater itself be ulcerated or covered 
with unhealthy granulations, it must be bound up with slightly stimu- 
lating remedies, with decoction of bark and lime water, with digestive 
ointments and the like, and the vital activity assisted by aromatic appli- 
cations. 


ee eee 


B.—OF CARIES OF THE TEETH. 
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881. ‘The teeth belong to the bony system, and therefore analogous dis- 
eased appearances are observed in them. Caries occurs in all the teeth, 
though more frequently in the molar than in the incisive teeth. Most 
commonly it begins in the crown, but not unfrequently also at the root of 
the tooth. | 

882. Caries is developed at the crown of the tooth, either from without 
enwards, or from within outwards. Inthe former, the enamel of the tooth 
is observed to lose its natural white colour and polish at one or more parts, 
either on the sides, or upon the top of the crown; clefts and hollows are 
seen which have a brown or blackish appearance, and gradually enlarge. 
The affected tooth gives out a nasty smell, and if the destruction penetrate 
to the inner substance so that the nerve be exposed to the contact of the 
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air and food, pain of varying severity and duration occurs, frequently also 
inflammation of the gums and the like. In the second case, no change is, 
in the beginning, observable on the crown of the tooth, but pain first 
occurs, is more or less severe and of indefinite continuance, though 
always soon returning, as often as it is suddenly excited by cold air, cold 
drinks, and the like. At last, on examining the tooth, a brownish or 
blackish spot, more or less deep, is observed in the enamel, which era- 
dually enlarges, becomes darker, and destroys the enamel, when the in- 
ternal substance of the tooth is found to be decayed, so that the enamel 
is often merely a thin shell which is easily broken. 

When the crown is destroyed by caries, it spreads also to the root of the 
tooth, which is likewise destroyed, and then commonly the gums and 
alveolar process suffer. The gum surrounding the diseased root, puffs 
up and inflames, (Parulis,) and not unfrequently an abscess is formed. 
Oftentimes the membrane lining the tooth-socket also inflames, pus wells 
up between the gum and the tooth-fang, frequently very severe pain occurs 
which spreads over the entire half of the face, and is accompanied with 
swelling of the cheek. 

[Occasionally it happens, that without any caries of the tooth, irritation is set up 
in its socket, and when the jaws are firmly closed the pressure of the tooth into the 
particular socket causes severe pain. In a very few hours the lining of the socket be- 
gins to swell and inflame, lifts the tooth much above its proper level, and consequently 
renders the closing of the jaws still more painful, and chewing the food almost agonizing. 
This continues for hours, and sometimes for two or three days, when suppuration com- 
mences, the pain and swelling subside, and the tooth again descends to its natural 
place. This unpleasant process is of very frequent recurrence, gradually separates the 
gum from the fang till the two are quite apart, and the tooth seems held merely by the 
vascular and nervous connexion of the ends of its fangs, when its looseness and the con- 
stant source of irritation it becomes, leads to the tooth being pulled out. Under these 
circumstances I have unfortunately had personal experience, that the fang is encrusted 
with a granular deposit seemingly bony. Leeching the neighbouring gum is all that 
can be done; but when the process has been once set up, it recurs again and again, till 
the connexions of the tooth and gum are entirely destroyed, although the tooth itself 
remains entirely free from caries.—J. F. S.] 

883. Caries at the root of the tooth is often announced, for a long 
while, by very equivocal symptoms. Pain occurs in the tooth, but rarely 
of long continuance, inflammation and swelling of the gums about the 
diseased tooth, which frequently becomes very severe, abscesses in the 
gums, outside the mouth, upon the cheek, at the part corresponding to 
the root of the affected tooth ( Tooth-fistula.) The crown is, under these 
circumstances, often still completely healthy, and the diagnosis can only 
be properly determined by particular observation of the symptoms men- 
tioned and by the circumstance of the tooth smarting when touched with a 
metal probe. 

884, Besides these symptoms caused by carious teeth, there occur not un- 
frequently, caries of the alveolar processes, diseased changes of the High- 
morean cavern, if the tooth be in the upper jaw (1), as well as swellings 
and excrescences upon the gums, (/pulis,) which are of different kinds, 
sometimes soft and spongy, sometimes firm and hard, sometimes slightly 
or not at all, but at others severely painful; sometimes they have a broad, 
sometimes a pedicled base, and various size, but always red, and they are 
situated more commonly on the under than on the upper jaw (2). 


[(1) Occasionally the inflammation extends from the sockets of the upper molar teeth 
into the Highmorean cavern, the lining of which becomes inflamed and suppurates. 
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This is accompanied with much deep-seated aching pain, and dusky redness, with 
tenderness of the cheek. When these symptoms are present, the condition of the cavern 
may be suspected; and the mouth must be examined, to ascertain whether there be any 
stumps of teeth in the neighbourhood exciting the irritation. If there be any such, 
they should be removed, and a probe, or iron wire, or a small trocar must be thrust up 
the tooth-socket, to open a way into the cavern, by which the pus may escape. This 
aperture will require for its establishment, the insertion of a little wooden plug, which 
should be removed three or four times a day, so that the pus may flow out. It is also 
a good plan to syringe the cavern with warm water through this hole, especially if the 
discharge be offensive; and if there be reason to suppose any ulceration of its lining 
membrane exist, injections of weak solutions of nitric acid may be used with advantage. 

(2) “ The tumour of the gum, epulis, is often,” observes Liston (a), “ asimple growth of 
the consistence of the structure from which it proceeds, and not likely to be reproduced, 
if the exciting cause is removed, and the entire disease extirpated; the cause is decay 
of some part of one or more teeth, of the crown, neck or fang, or it may arise from their 
being crowded and displaced. The lower jaw is the most common situation of epulis ; it 
appears in the front of the mouth, occasionally at the root of the molares, and the upper 
jaw is by no means exempt from it. Some of the large tumours in my collection, removed 
along with this bone, appear originally to have commenced in the alveolar ridge. The 
size and extent of epulis is various ; it may be confined to the gum betwixt two teeth, or it 
may have been neglected long, have taken in several, and may be attended with altera- 
tion in structure of the alveolar processes and their covering. The disease is generally 
connected with affections of the permanent teeth, but it is met with as a disease of in- 
fancy. * * * * The tumour is of slow growth; it remains generally of the same firm 
consistence, aud its attachments are broad and firm; its surface, even when large, is 
covered by membrane, is unbroken, it becomes lobulated, unless it projects from the 
mouth, and is exposed to injury ; the teeth are loosened, and present in various parts 
of the tumour; around their base some excitement may be kept up, and even some 
ulceration and discharge. The tumour is not of a malignant nature in general, and even 
in its advanced stages is not inclined to contaminate the parts in its neighbourhood ; if 
thoroughly removed, it does not return. A soft tumour of the gum, rapid in its pro- 
gress, broken on its surface, and furnishing fetid and bloody discharge, is sometimes, it 
is said, met with; there is no danger of mistaking the one kind for the other, the 
remediable for the malignant; fortunately the latter is rare.” (pp. 255, 56.) 

I have occasionally, though not often, seen epulis of both kinds mentioned by 
Liston ; that which seems merely a luxuriant growth of one particular part of the 
gum, is most frequent, but that directly connected with the teeth is more rare. Of the 
latter kind [ operated some time since, on a boy of twelve years old; the tumour was 
about the size of a bean, on the outside of the left branch of the lower jaw, when first 
observed, but in the course of two years it spread slowly, as far back as the last molar, 
and forward to the outer incisive tooth ; it had risen to the edge of the gum, but had 
not descended quite so low as the base of the jaw; in front, its lower edge had either 
absorbed and imbedded itself in the jaw, or bony matter had sprung up around it, as it 
had there a distinct though irregular edge, but behind the ridge was less marked ; its 
size was that of half a walnut; it was elastic, fluctuating, and seemed enclosed in a 
tough cyst, thinnest above; the membrane of the mouth moved freely over it. At the 
operation, the cyst was found to have a cartilaginous feel, and the shell of the jaw-bone 
evidently involved in it. When opened by a crucial cut, about a drachm of glary fluid 
was discharged, and at the bottom of the cavity, against the side of the jaw, was the 
second permanent bicuspid tooth, like the so-called lady (the grinding teeth) in the 
lobster’s stomach. The tooth was drawn, the whole sac removed with scissors close to 
the surface of the jaw, and the remaining capsule sliced off. The case did well at the 
time, but eighteen months after he came again with a return of the swelling in the same 
place, but of a firmer texture. Having lost sight of him since, I do not know what has 
ensued.—J. F. S.] 


885. The causes of caries of the teeth are either external or internal. 
To the former belong the improper use of acrid acid substances, negligent 
cleansing of the mouth, alternate use of cold and hot food, tobacco chew- 
ing, and mechanical injury of the teeth, by which the enamel is destroyed, 
and its internal substance is exposed to the air. In most cases, however, | 


(a) Practical Surgery. 
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caries of the teeth depends on an internal cause, namely, on that kind of 
cartes which is developed in the interior of the tooth. This opinion is 
especially grounded on the circumstance, that rottenness of the teeth fre- 
quently appears in every member of the same family, that the correspond- 
ing teeth on both sides are attacked together, and the caries is accom- 
panied with general disease, as rickets, scurvy, mercurial cachexy, bad 
constitution, weak chest, and the like. The spreading of the caries to 
the neighbouring teeth seems rather grounded on the collection of part of 
the food, which putrefies, or on the general causes, as in a peculiar parti- 
cipation, from the first, of the affected teeth. 

CoFFINI:RE imagines that in persons with weak chests, the cure of the tooth-ache 
should not be effected by drawing the tooth, as by retaining the diseased tooth a good 
derivation may be kept up (a). 

886. As to the treatment of carious teeth nothing can be done to 
prevent the further spread of the caries than removing the causes and 
improving the constitution, which in many instances is indeed impossible, 
as often no actual cause can be discovered. 

887. For the purpose of restricting the further destruction of carious 
teeth many remedies have been proposed, which either destroy the carious 
part, or protect it from the contact of the air or food. To these belong 
spirituous aromatic tinctures, ztherial oils, kreosote, and even the actual 
cautery. In superficial caries, the carious part may be removed, by filing or 
scraping, for the purpose of preventing its effect upon the neighbouring 
teeth. As to the former remedies, they diminish the sensibility by their irrita - 
tion of the nerve of the tooth, therefore the pain is lessened, and even the 
offensive smell of the tooth improved, but the progress of the caries is not in 
the least arrested. Tiling the carious tooth, only for the time, suspends the 
evil; usually it soon reappears, and makes quicker progress than before, 
especially in old persons. Filling up the carious tooth with thin lead, 
tinfoil, or with tooth-cement, and the like, (stopping,) after the sensibility 
has been put an end to by acrid remedies, keeps the air and the food from 
the carious part, but the caries is not thereby removed. The cavity of 
the tooth always increases, and the metal at last falls out. 

In order to avoid drawing the teeth, and whilst keeping them in, to get rid of the 
pain, the destruction of the nerve with hot platina thread or with hot iron, as well as, 
if the crown be tolerably healthy, the trepanning of the tooth in the direction of its 
root, by which the nerve is destroyed and then the tooth stopped, as also the introduc- 
tion of a drop of concentrated sulphuric acid has been employed (Ryan. ) 

[CuHELIUs’s observations as to the falling out of the stopping are very correct, and it 
is frequently on this account necessary to repeat this operation, however skilfully per- 
formed. Before stopping, however, it must be ascertained whether the carious cavity 
be tender on touching with a probe, for if it be, the pressure of the stopping, whatever it 
may be, cannot be borne, and often excites such violent pain, that the tooth at once requires 
removal. I much prefer filling the hollow, once or twice a day, with a bit of cotton 
steeped in camphorated spirit, as it gradually diminishes the sensibility of the nerve, 
and sometimes entirely destroys it, so that it either renders the stopping bearable or 
sometimes even unneeded. All severe escharotics should be avoided, for they often 
increase the mischief, and compel the removal of the tooth.—J. F. 8.] 

888. It is most proper to recommend especial care of their teeth to per- 
sons affected with carious teeth, consisting in frequently rinsing the mouth, 
with water not cold, especially after every meal, and in removing with a 
quill toothpick everything between and in the teeth. For cleaning the 
teeth, which should be done every morning, a fine powder of linden wood 


(a) OnvEr, Dictionnaire de Medecine, vol. x. p. 174. 
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charcoal and bark, witha not too stiff tooth-brush is best ; the mouth 

should also be frequently rinsed with sage water, and some tincture of 

myrrh or catechu, partly to improve the smell and partly to harden the 
ums. 

889. If the tooth be painful, the treatment must be, in reference to the 
causes which produce the pain. The toothache is often of the rheumatic 
kind, in which it is not merely confined to the affected tooth, but the pain 
extends, more or less, over all the teeth of the same row, and over half the 
face. Warmth is here serviceable, covering the affected side of the face 
with flannel, a blister behind the ear, and if inflammatory irritation be 
also present, leeches applied to the affected side. ‘The toothache often 
arises from bits of food remaining in the hollow of the tooth, which 
must therefore always be examined and freed from such impurities. If, 
however, the pain continue, its diminution must be attempted by remedies, 
which either subdue the excited irritability, as rinsing the mouth with 
warm water with the addition of tincture of opium, the application of cot- 
ton soaked in the same tincture, an opium pill in the hollow tooth, and 
the like; or, to destroy the sensibility, acrid remedies, the etherial oils, 
kreosote on wool in the tooth, have been used, to which also belong most 
of the empyreumatic remedies recommended against the toothache. 

[Tooth-ache commonly so called is much more frequently arising from inflammation 

of the lining of the socket than from affection of the tooth itself. It is therefore highly 
necessary to discriminate between the two, as otherwise a good and useful tooth may be 
drawn which might be saved, simply by repeatedly leeching the gum ; and even when the 
gum is affected secondarily after caries, the tooth may even then be often preserved by 
this practice, and the exposed nerve becoming gradually destroyed, the tooth-ache after 
a time subsides, and the pain of drawing the tooth is spared.—J. F. 8. 
* Among the various remedies proposed, BEDINGFIELD (a) advises, as an improvement 
on smoking tobacco, often used for the tooth-ache, the application of the fumes of hen- 
bane seed, in the following way :—“ Put from one to two drachms of the seed upon a 
red-hot iron, or some lighted cinders, and immediately cover them over with a basin. As 
soon as you suppose the seed to be consumed and the vessel impregnated with the fumes, 
place it upon its bottom and fill it with boiling water. The person affected with the 
tooth-ache is then to inhale the vapour for twenty minutes or half an hour, a blanket or 
some other covering being previously thrown over the head and shoulders, to prevent its 
escape.” (p. 492.) | 

890. If the pain cannot be in any way removed, or if the diseased tooth 
produce any ailment of the jaws, lips, or maxillary cavities, and so on, it 
must be drawn. ‘This is also necessary if a tooth of the first set prevent 
the development of the second. 

If with carious crown the root be sound, the crown may be removed with a pair of 
sharp nippers or with a fine saw, and the exposed medullary cavity cauterized, which 
however, is usually only employed in the introduction of a tooth. 

891. The proceeding in drawing a tooth varies according as the forceps, 
the key, the pelican, the punch, or the pyramidal lever be employed. The 
preference of one or other depends on the condition of the tooth to be - 
drawn, and the individual dexterity of the operator with one or other in- 
strument. In general, the drawing of a tooth with forceps, is the least 
painful; it is, however, only applicable to the front, or to loose back 
teeth. The key is best, for drawing the hind teeth, as it permits the use of 
greater force, without injury to the other teeth, and has not any rest upon 
the neighbouring teeth ; the gums are, however, thereby frequently crushed, 
and the tooth not rarely broken. The pelican acts more safely ; it is. 


(@) Edinburgh Medical and Surgical Journal, vol. xii. 1816. 
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applicable to all the hind teeth and their stumps, the gums are not crushed, 
and the tooth not easily broken ; but the neighbouring teeth must afford 
it support and are liable to be thereby depressed ; the tooth can also be 
drawn with it only outwards. The punch and the pyramidal lever are 
only in the removal of stumps. 


892. In drawing the front teeth of the lower jaw, the operator must 
place himself before the patient, who sits upon a sloping chair ; he de- 
presses the lip with the fore-finger of the left hand, puts the thumb on the 
next tooth, and the other fingers beneath the jaw, and with the curved 
Jorceps seizes the neck of the tooth as low as possible, makes a little 
movement inwards and outwards, and then gives the forceps a pull up- 
~ wards, by which the tooth is drawn. In drawing the front teeth of the 
upper jaw, the operator stands behind the patient, who sits on a low stool, 
separates the lip with the thumb of the left hand, seizes the tooth with the 
straight forceps, moves it a little in and out, and draws it with a pull 
directly downwards. 


893. The hind teeth are drawn, either with the key or with the pelican. 
In the former case, the operator envelops the bolster of the key with soft 
linen, after he has fitted it witha claw, of corresponding size to the diameter 
of the tooth, and places himself before the patient sitting on a common 
chair. He then fixes the claw of the key with the right hand, if the dis- 
eased tooth be in the left side of the jaw, but on the opposite side with 
the left hand, extends the forefinger on the stem of the key, fixes the 
point of the claw, by means of the guiding forefinger of the unoccupied 
hand, as deeply as possible, on the inside of the tooth, and keeps it fixed with 
that finger. He then turns the handle in a half circle downwards on the teeth 
of the lower, and upwards on the teeth of the upper Jaw, by which the tooth 
is either at once drawn, or remains still connected with the gum, from 
which it may be completely separated with the fingers or forceps. If on 
account of the inner side of the tooth being destroyed, it must be drawn 
inwards, the point of the claw should be fixed externally, and the turn 
made with the handle of the key inwards. 

In using the pelican, after having chosen a claw proportionate with the 

. thickness of the tooth, and the distance of the point of support from 
the diseased tooth, and having covered the crown of the instrument with 
soft linen, the operator places himself behind the patient sitting on a low 
stool, fixes the pelican with the right hand in drawing a right side tooth, 
and the contrary, with the left hand, puts the point of the claw as deeply 
as possible, on the inside of the tooth, fixes the crown against the two neigh- 
bouring teeth in front, and the thumb of the unoccupied hand against the 
inside, and with the other fingers of the same hand grasps the jaw out- 
wardly and beneath. ‘The handle of the pelican is then moved from 
behind, forwards and laterally, by which its crown is pressed against the 
teeth, serving as the pressure point, and the tooth is somewhat raised. 
If there be no adjoining teeth to support the pelican, a piece of cork must 
serve the purpose. 


894. In the use of the punch, which is advisable only in teeth not very 
firmly fixed, the operator stands in front of the patient sitting on the 
sloping chair, if the teeth be of the lower jaw, but behind the patient, who 
is to sit low, if the teeth are of the upper jaw; he fixes the claw of the in- 
strument against the root of the tooth, and the forefinger of the left hand 
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against its inside, and then lifts the tooth inwards and upwards in the lower, 
and the contrary in the upper jaw. 

895. The stumps and roots of teeth may be removed by one or other of 
these means. If they be loose, they are especially fitted for the forceps, or 
punch ; those which are firmly fixed for the key, or if there be still neigh- 
bouring teeth left, for the pelican. Only when by these methods the stump 
cannot be removed, must the lever be used. The head of the patient is to 
be supported, the point of the lever fixed sufficiently deep, between the 
edge of the alveolar process and the root of the tooth, a lever-like motion 
is to be made to either side, where there is least opposition, and the 
root lifted out. In very firmly fixed roots, two levers may be applied in 
the same way, on the two sides. : : 

896. The awkward circumstances which may occur from drawing 
teeth are, breaking off the crown of the tooth, breaking the alveolar pro- 
cesses, bruising, tearing, or complete stripping off the gums, loosening the 
neighbouring sound teeth, partial dislocation of the teeth, fracture of 
the jaw, slipping of the claw from the diseased to a sound tooth and its 
extraction, severe bleeding, inflammation and suppuration of the gums, and 
caries of the alveolar processes. 

Tf the crown of the tooth break off, the removal of its stump is to be 
attempted as already mentioned. In splintering the alveolar process, the 
loose pieces must be removed, and those which are fixed pressed into place. 
Bruising of the gums must be treated with slightly astringent gargles. If 
part of the gum remain only slightly connected, it must be cut off with 
scissors. Teeth which have become loose must be fastened to those adjoin- 
ing with threads, and hard food should be avoided. If a tooth be partially 
dislocated, the pain is often thereby completely got rid of, and it remains 
firm in the socket, although caries go on; but the dislocated tooth may 
operate in its socket as a foreign body and cause pain, the gum and the 
lining of the socket may become affected, and thereby the removal of the 
tooth be rendered necessary. Fracture of the lower jaw requires its 
proper treatment. A sound tooth which has been pulled out may be put 
in again, and fixed by threads to its neighbours. 

A slight bleeding occurs after the drawing of every tooth; this is to be 
permitted for a little while, because thereby is the inflammation of the 
gum best prevented; ~yashing of the mouth with water and vinegar, and 
compression of the tooth-socket are usually sufficient to stop it. Frequently 
the bleeding is very severe, because perhaps the artery going to the tooth 
is torn, where it is in the bone and cannot retract, or on account of scor- 
butic diathesis. In this case firm compression must be employed, the 
socket filled with lint soaked in a solution of alum, in THEDEN’s arque- 
busade, and the like, or with oak agaric strewed with styptic powder, 
or with a ball of wax; small compresses are to be put upon these, and 
the patient made to bite the jaws firmly together. In doubtful cases, the 
application of the actual cautery has been recommended. In the scorbutic 
diathesis the simultaneous internal use of acids is not to be neglected (1). 

The inflammatory swelling of the gums requires a soothing treatment, 
bathing with warm milk, figs boiled in milk,and so on. In general it runs 
on readily to suppuration, and if the abscess do not soon burst of itself, it 
must be opened with a lancet. The aperture usually closes under the 
continued use of soothing gargles. Parulis requires the same treatment 
if caused by a decayed tooth, and if that be the reason of the aperture 
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not closing, the tooth must be drawn, If there be caries of the alveolar 
process, it must be treated according to the general rules. 


[(1) The bleeding which ensues occasionally in consequence of drawing a tooth of a 
person who has hemorrhagic diathesis, is a matter of very serious consequence, and has 
sometimes destroyed life. I have seen several severe, though not fatal cases, of this kind, 
and as it seemed to me, that the blood came from the very bottom of one or other of the fang- 
sockets, when the tooth had more than one, I presume that the bleeding vessel was the 
proper artery of the tooth, and that the difficulty in arresting the hemorrhage depended 
on the difficulty of getting at the vessel itself; for unless it can be immediately acted 
upon, whatever be the local application, it is sure to fail. Various remedies have been 
proposed; I have tried most of them without success, but I have never failed with the 
actual cautery, when I have properly applied it, that is, when its point has been sufficiently 
small to descend into the very bottom of the fang-socket. When I first had recourse to 
this practice I failed from not thrusting the hot wire (which makes the best cautery for 
this purpose, and should not be more than a line thick) down to the very bottom of the 
socket ; but having corrected this error, I have never failed since, in at least half-a-dozen 
cases; and, therefore, believe that its inefficiency in the hands of others has arisen from 
the same cause which at first foiled me. There is nothing very frightful in the employ- 
ment of this remedy, nor does it produce more than momentary and slight pain, and I 
think it is, therefore, best to resort to it at once without wasting time, and allowing the 
patient to lose blood to such extent as to disturb the constitutional powers, and excite 
any latent phthisical tendency, of which I have known an instance. 

BLAGDEN mentions (@) the case of a person, who, whilst a boy, after the extraction ofa 
tooth, bled from the socket for twenty-one days. Whenever he cut himself, or received a 
slight wound, there was always great difficulty in stopping the bleeding. At twenty-six 
years of age he hada trifling wound on the forehead, which bled profusely, and could not 
- bestopped by pressure or styptics, or even by tying both ends of the artery, but was finally 
checked with caustic potash, which caused a large slough. In the next year he was 
much troubled with caries of the second upper molar tooth, which, remembering what 
had previously happened, he bore with for some time, but at last the pain became so 
severe that he had the tooth drawn June 30, 1816, and at its bottom was an abscess ; 
free bleeding immediately ensued, and this continuing on the next evening, BLAGDEN 
being called to him, applied lunar caustic to the bottom of the socket without effect ; 
then introduced a sponge tent soaked in solution of sulphate of copper, which checked 
the bleeding for a few hours, but it recurred, and continued profuse, notwithstanding 
that the socket was carefully plugged. On the morning of July 4th, Brop1e applied 
the actual cautery, and stopped the bleeding for six hours, but in the evening it broke 
out afresh, as violent as before, notwithstanding the socket was again carefully plugged, 
and the cautery twice applied; in doing the latter, a large quantity of matter apparently 
from the maxillary sinus, escaped. The bleeding still continued, and next day the 
patient being very low and depressed, although he had never fainted, it was determined 
to tie the common carotid artery, which was done by Bropie at 10 a.m., but “ the 
hemorrhage still continued. The wound made in the operation bled very little at first, 
but in the course of a few minutes after the operation it began to bleed profusely. No 
single vessel could be observed bleeding, but there was a general oozing from its sur- 
face. Ice was applied to the wound, and while this was continued the bleeding from 
it was suppressed, but it returned immediately on the ice being removed. Ice was also 
applied to the left side of the face, and there was reason to believe that it stopped the 
bleeding for a few hours; however, the hemorrhage afterwards returned, and the 
patient died at 5 a.m. on the 7th July, a week from the time of the removal of the 
tooth.” (p. 224-27.) 

The following case was under my own care :— ‘ 

C. K., aged 20 years, a leather-dyer, of delicate frame and not very temperate habits, 
was admitted into George’s Ward : 

June 17, 1837. Twelve years since had leeches on his left arm, which bled for several 
days. Three years ago had leeches on his hip, which continued bleeding for three or 
four days. Eighteen months since had the first right upper bicuspid tooth drawn, which 
did not cease to bleed for four days. On the 12¢h of this present month, at 8 p.m., he 
had the second left upper molar tooth pulled out, which was immediately followed by 
considerable bleeding, and which continued during that night and the following day 
and night, he only attempting to stop it by frequently washing his mouth with cold 
water. On the morning of the 14th he went to his medical attendant, who applied 


(a) Medical and Chirurgical Transactions, vol. viii. 1817. 
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nitrate of silver to ‘the fang-socket; the bleeding ceased for a couple of hours, but 
recurring, he introduced some nitric acid, which, however, only checked it for a short 
time, and the patient was content with washing his mouth with cold water till 1 p.m. of 
yesterday afternoon, when he came to the hospital, and the dresser plugged the socket 
with sponge dipped in tincture of myrrh and alum; after which the bleeding ceased 
for eight hours, but then came on again, and continued through the night till 11 o'clock 
this morning, when he came again to the hospital, and the dresser applied a hot wire 
to the socket, which checked but did not stop the bleeding entirely. It soon, however, 
burst out afresh, and at 7 p.m. he returned to the hospital, and having been admitted, 
the dresser applied muriatic acid, but without effect. I saw him soon after, and having 
cleared away the clot, found two bleeding points, one by the alveolar partition of the 
third molar tooth, and the other deeper in the socket. To these I applied the actual 
cautery at a black heat, and the bleeding ceased, but soon recurred ; and when I saw him 
again four hours after, I found a clot about the socket as big as a nut, with a free arterial 
stream flowing from beneath it; this I removed, plugged the socket with cotton steeped 
in tinct. benz. comp., and directed pressure should be kept up so long as there was any 
bleeding. After four hours it seemed to have stopped, but in half an hour burst out 
again, and continued through the night. At 8 a.m. June 18, a pencil of lunar caustic 
was introduced, and the surface of the socket being freely cauterized, the bleeding was 
checked fora short time, but the oozing soon recurred, and when I saw him three hours 
after, a fresh clot had formed and the bleeding continued as before. I tried to make 
pressure upon a pad of cotton thrust into the socket, with a bell-spring carried over the 
crown of the head, but could not effect it. I then made a paste of tannin and cotton 
mixed with spirits of wine, thrust it into the socket with a probe, and pressed it down 
with the finger till it had become converted into a concrete, by which the bleeding was 
completely stopped, and so continued for six hours, when it broke out afresh and con- 
tinued streaming till 8 P.m., at which time I saw him again, found the plug thrust out 
completely and the socket filled with clot. This I removed entirely, and after squeezing 
for a few minutes the soft parts about the socket, which were swollen, with my finger 
and the lint, which gave him great pain, but stopped the bleeding, I left the socket 
alone, and applied linen dipped in spirits of wine as an evaporating lotion on the cheek. 
His bowels not having been relieved for the last two or three days, three grains of cal- 
omel, with some infusion of senna and sulphate of magnesia, was ordered forthwith. No 
bleeding for five hours, after which it came on again, but pressure being made for a 
little time, it ceased for an hour, and then returning, continued through the night till I 
saw him at1l a.m of the 19th June, when I removed a clot as big as a walnut, and 
plugged the socket with cotton steeped in kreosote, and ordered one grain of acetate of 
lead three times a day. There was no bleeding for twelve hours, but it then returned 
and continued through the night till next morning, when I saw him, and having cleared 
out all the clot and made a little pressure, it ceased. As he complained of pain in his 
belly, the lead was omitted after he had taken four doses. In the evening the bleeding 
returned, but was stopped during the whole night by plugging with cotton and kreosote. 
On the morning of the 21st June the bleeding returned, a fresh clot formed and the 
oozing from beneath it as before. On the 18th he had not appeared to have suffered 
much, his countenance was not particulary pallid, and his pulse, though rather quick- 
ened, was firm and free from hemorrhagic jerk ; but now he is pallid, complains of faint- 
ness, the pulse is quick and has the jerk which has not been previously noticed. On 
consultation with my colleague GREEN, it was determined to apply the actual cautery 
again; and having made a careful examination, I was only able to discover one fang- 
socket, through which however the probe readily passed into the maxillary cavern. I then 
passed a conical iron at a black heat to the very bottom of the socket, which caused 
great pain, as I expected, from the already irritable and inflamed state of the parts 
after so much handling; and I also seared the sides of the cavity and the gum, from 
which there was some oozing. The bleeding then ceased. He was ordered to take every 
eight hours two grains of acetate of lead, with half a grain of opium, There was no 
recurrence of the bleeding after this; the lead was continued for two days and then left 
off, and in the course of a week he was quite well and left the house. 

On the 4th March, 1841, he had the second left lower molar tooth drawn at the hos- 
pital, from which, excepting a very few hours, bleeding continued till his readmission, 

March 8th. The socket was then filled with putty by the Surgeon in attendance, and 
over it a pad of lint, by which it was stopped for about twelve hours, when it burst forth 
again, and continued through the night. On the following morning two irons of differ- 
ent size were introduced into the cavity at a red heat, but the bleeding was not checked 
till the socket had been plugged with lint steeped in tincture of myrrh. After twelve 
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hours the bleeding returned, continued through the night, and till the afternoon of the 
10th March, when a small iron at black heat was introduced, and lint soaked in solution 
of alum applied to the part; after sixteen hours the bleeding returned, and on the 
morning of the 11th he had a little bleeding from the left nostril. The solution of alum 
was continued, and now was ordered pulv. gallarum, alum. sulph. aa gr.v. Atis., but 
without benefit, and at 3 a.m. March 12th, a small iron at black heat. was introduced ; 
but the bleeding did not cease till the socket was plugged with lint soaked in alum. At 
9 A.M. the bleeding returned ; a bladder of ice was then applied to the throat and cheek, and 
he was ordered plumb. acet. gr.j. op. gr.g secundd qudaque hord per sex vices, tunc tertid 
vel quartd quiaque hora per sex vices sequentes, et postea sexta qudque hora. There was not 
any recurrence of the bleeding till the evening of the 14th March, when he again bled 
freely, and the lead and opium were again ordered every two hours, but on the following 
day, only every four hours. March 16th, he was directed to take a grain of muriate of 
morphia, which was continued for afew days. On the 18¢h the bleeding was again free, 
but finally stopped on the 21s¢; and he left the house well on the 29th. 

How long the lead was continued in the second part of this case, the notes I have 
quoted, which were not my own, do not distinctly state, and I think it doubtful whether 
the cure was to be ascribed to it or simply to the loss of blood, by which in a case related 
by Davenport (a), the bleeding had certainly been put a stop to after thirty hours’ con- 
tinuance, and depressing the patient very considerably. I cannot help, however, thinking 
that in the second part of this case the actual cautery was never effectually applied ; for 
as I have said before, Ihave never failed when using it, neither has my colleague GREEN, 
who also employs it. 

From the above cases it will be perceived how various have been the remedies made 
use of to stop these violent bleedings after drawing a tooth, but many other plans have 
been advised and strongly urged as most efficient. Some persons reinsert the extracted 
tooth in the socket as the best plug which can be used. Cortez (6) recommends the 
introduction of a wax model into the socket, which he has found effectual in three or 
four instances. PETER CUI.LEN (c) prefers a very fine soft phial-cork gently squeezed 
into the socket, and upon the point of the cork, a bit of lint with some styptic may be 
put. Kenprick (d) advises a pledget of cotton dipped in the strongest alcohol as very 
efficacious. And among the cases of hemorrhage effectually treated with the internal 
use of ergot of rye, one of bleeding after drawing a molar tooth is given by Dr. Ryan (e). 

An interesting circumstance in reference to these cases is, that not unfrequently other 
individuals of the family to which the patient belongs, are subject to this bleeding dis- 
position. It was so in my own patient’s family, and with that of KENNEDy’s patient, and 
I have known it in many other instances. 

It is scarcely needful to observe, that if the practitioner be aware of the patient or his 
family being subject to this disposition to bleed, he should be extremely cautious in un- 
dertaking the removal of a tooth, or indeed of any operation ; and if compelled to resort 
to it, should at once be prepared to attempt arresting its bleeding at the onset, and not 
permit its continuance for hours, much less for days, before employing any efficient 
remedy.—J. F. S.] ; 

897. Tooth-fistulas (par. 883) require the speedy drawing of the de- 
cayed tooth, and the use of astringent gargles. If the fistula do not then 
close, it is probable that there is still another decayed tooth, which must 
be drawn; or caries of the alveolar process may exist, which must be 
_ treated in the usual way. 

Carcinomatous excrescences on the gums (par. 884) are mostly conse- 
quences of a decayed tooth or of a carious part of the alveolar process. 
They must be removed from their base with the knife, and the great 
bleeding which generally ensues must be stopped with astringent remedies 
and pressure, or with the actual cautery, which last is also serviceable in 
preventing the recurrence of the excrescence. If after the removal of 
epulis a decayed tooth or caries of the alveolar edge be discovered, the 
former must be drawn, and the latter treated according to the general rule. 

Cancerous sores and schirrus will be considered with degeneration of the organic 
tissues. 


(a) Medical Gazette, vol.ii. 1842. New Series, (ce) Medical Gazette, vol. v. p. 564. 1830. 
p. 58. (d) Ibid., p. 788. 
(6) Ibid., vol. iv. p. 490. 1829. (e) Ibid., vol. xiii. p. 368. 1833. 
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II.—OF FISTULAS. 
(Fistula, Lat.; Fisteln, Germ.; Fistules, Fr.) 
898. Unnatural, old apertures, by which fluids are emptied from any 
cavity or duct externally, or into another cavity, are called Fistulas. 
By this definition fistulas are distinguished from fistulous sores. 


[“ The term ‘fistula’ gives a very inadequate notion of the disease,” observes JOHN 
Hunter, “the fistulous canal being only the sign of the disease,—the means of con- 
veying a fluid or extraneous matter to the surface. A fistula is the consequence of the 
powers of a part not being able to remove the original cause, so that the original cause 
and some of its effects remain.” (p. 577.)] 

899. The causes of fistulas, are either injuries, by external violence, of 
the cavities in which the fluids are collected, or of the ducts by which 
they are discharged, if they be not cured by quick union, or stopping 
up of the ducts, by which the fluids collected in large quantities produce 
tearing, inflammation, suppuration, and mortification, causing extravasa- 
tion of the fluid, and the cellular tissue, and an unnatural opening for its 
escape; or inflammation and ulceration on or in the walls of the cavities 
and ducts, by which the latter are destroyed. Fistulas, if not consequent 
on injury, usually commence with abscess, which, on bursting, discharges 
pus of different kinds, by one or several apertures, communicating either 
directly with the cavities, or running in various turns and windings. 
If the fistulous passage be very short, it diminishes in size, as the inflam- 
mation lessens, the external opening contracts, and its edges scar, but 
without closing. If the fistulous canal be longer, the external opening 
contracts, is surrounded by a little fungous wall, which presents in its 
middle a narrow and often scarcely observable opening. By the conti- 
nuance of the inflammation, to a certain degree, in the whole canal, and 
in the neighbouring parts, the whole internal lining of the canal is gra- 
dually converted into a mucous tissue, distinguished only from true 
mucous membrane, by the absence of mucous glands, and of the epider- 
moidal covering, and itself prevents the healing of the canal. But, for 
the most part, in long continued fistulas, the neighbouring parts become 
hardened, and form, more or less, grayish white, thick hard masses, 
(callosities,) between which the fistulas run. The same changes also 
occur in fistulous passages (par. 65.) ; 

[The causes of fistula,” says HunTER, “are various, but may be divided into two 
classes :—first, the obstruction of the passage of some natural secretion, as fistula of the 
parotid gland; or of the canal for the passage of extraneous matter, as the intestines 
being strangulated, so as to mortify, or being wounded; but all obliterations of the 
ducts, where the fluids make a new passage, will not be termed jistule; secondly, the 
formation of pus or extraneous matter in a part requiring a passage, as in fistula in ano, 
fistula in the joints, and fistula from diseased bone.” [It will be observed that this 
second class of fistulas has not been enumerated by CuEtius, although, however, he 
subsequently treats of them.—s. F. s.] “ We shall consider the causes of fistulas,—1s?, 
The obliteration of ducts, or canals, is the first cause. This arises from obstruction of 
the natural passages, in consequence of which a new one is formed for the passage of 
the natural secretion. These obliterations often arise from a thickening of the sides of 
the ducts, as in the urethra, nasal duct, &c., from inflammation; sometimes from the 
venereal disease, or scrofula; and sometimes from accident, as in the parotid duct. These 
obliterations are often very troublesome, obstructing the evacuation of the natural secretions, 
which is very teasing to the part, and when complete is very serious in its consequences. 
In most there is a new passage when complete, which is made by inflammation and ul- 
ceration; these new passages are called fistulous; the discharge is the natural secretion, 
mixed with the pus from the inflamed vessels of the sides of the passage. If this new 
passage answers all the purposes of the original one, it cannot well be called fistulous ; 
when from a mortified or wounded intestine, it is called an artificial anus; when in the 
perineum, it is for the passage of the urine. There are often accumulations of secreted 
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juices besides the above, arising from the same causes and producing the same conse- 
quences, yet not called fistulous.” (pp. 577, 78.) 2nd. The second species of fistula or 
that from disease, arises from the disproportion in the disposition to heal of different parts, 
viz., the internal and the external; the skin healing, while the deep seated parts or seat 
of the disease, have no disposition for it. It may arise from two causes: Ist, from any 
extraneous substance in the inner parts; 2ndly, from a diseased state of the original part 
when the disease formed. The first happens in large deep-seated abscesses, which are 
prevented healing at the bottom by the pressure of the matter. The second has two 
causes; the first, from the part being naturally indolent, as tendons; the second, from a 
disease in parts naturally ready to heal, but the disease being deep seated, the skin is more 
ready to heal than the bottom of the fistula, and thus obstructs the necessary free dis- 
charge.” (p. 579.)] 

900. The prognosis in fistula depends on the possibility of conducting 
the fluid through the natural ducts; farther, on the condition of the fis- 
tulous openings, whether they be accompanied with or without loss of sub- 
stance, whether they communicate immediately, or by a more or less 
long canal with the cavity, or with the duct, and whether their walls be 
converted into a mucous tissue, or callosities. In fistulas of long standing 
that part of the duct in front of the fistulous opening, and through which 
fluid no longer escapes, loses its natural area, shrivels up, and the cure is 
only possible by making an artificial aperture in the cavity, into which 
the fluid should be conveyed by the natural duct, as for instance, in Sali- 
vary Fistula. 

901. The indications for the cure of fistulas are, therefore,—1. The 
restoration of the natural ducts and the conduct of the fluids from the 
fistulas. This is usually sufficient, and the fistula closes of itself, if the 
mucous lining, or the callosities, have not formed. In this case the canal 
of the fistula must be either divided, or a sufficient degree of inflamma- 
tion and adhesion produced by stimulating remedies and suitable com- 
pression. The callosities usually subside, if the flow through the fistula 
be prevented by the use of soothing applications. 2. The establishment 
of an artificial duct, if the restoration of the natural passage be not pos- 
sible, which effected, the fistula closes, either of itself or under the above- 
mentioned treatment. If the fistula be an immediate opening to a duct, 
without narrowing of the latter, cauterization about the fistulous opening is 
the best remedy to produce gradual lessening and ultimate closing of the 
fistula. The paring the edges of the fistula, and their union, has rarely 
had satisfactory results. 'This treatment by cauterization (with caustic 
remedies, or with the actual cautery) is founded on the central contrac- 
tion occurring in burns (a). If with such fistula there be considerable 
loss of substance, the opening can often be only closed by implanting or 
drawing forward skin from the neighbourhood. 


“The cure of fistule,” observes Joun HUNTER, “ consists in first removing the 
immediate cause; for frequently they get well by, simply removing the obstruction. 
* * * The cause of our first division of fistula, arising from confined matter, is some- 
times easily removed, but not always, by opening the suppurated part in the most 
depending situation, when, if the parts are readily disposed to heal, a cure takes place. 
The second, from a diseased state, must have the disease removed or extirpated if 
possible; but this is often impracticable. A perfect exposure is the next object; but 
the case will not often admit of it, and then becoming incurable, it sometimes produces 
hectic, as in lumbar abscesses and abscesses of the liver which open externally, but 
cannot be exposed. The constitution in such cases is to be most attended to, and every 
thing done to lessen the irritation ; but in most cases life is miserable, and we only pro- 
tract it a little longer by our best efforts.” (p. 581.)] 

(a) Roser, Ueber eine besondere Art von Fisteln, welche durch Cauterisation im Umfange der Fistel- 
offnung he heilen sind; in Archiv. fir Physiologische Medicin, von Roser und WANDERLICH, 1842, 
pt. 1. p. ° 
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A.—OF SALIVARY FISTULA. 
(Fistula Salivalis, Lat.; Speichelfisteln, Germ.; Fistule Salivaire, Fr.) 


Dupuentx, Moranp, Louis, Observations sur les Fistules du Canal Salivaire de 
ST£Non; in Mém. de l’Acad. de Chir., vol. iii. p. 431. 


Desavtt, (Euvres Chirurgicales, vol. ii. p- 216. 

VizorG, Vorschlag zu einer verbesserten Behandlung der Speichelfistel ; in Samm- 
lung von Abhandlungen fiir Thierarzte, Copenhagen, 1797, vol. ii. p. 33. 

JoBERT, Observations des Fistules Salivaires, suivies de quelques réflexions sur ces 
Maladies ; in Arch. Génér. de Médecine, 1838, Sept., p. 58. 

902. Salivary Fistula is characterized by an opening surrounded with 
callous edges most commonly very narrow, in the neighbourhood of SrENo’s 
duct, or of the salivary glands, out of which the spittle flows, espe- 
cially during talking and chewing. The flow of spittle is often so great, 
that loss of appetite, disturbed digestion, and wasting result from it. 

903. Salivary fistula is produced either by accidental injury of the 
salivary glands, or their ducts, if the first union do not take place; or by 
ulceration of this tissue, or by the salivary duct being stopped up by means 
of stony concretions ; and in the latter case, a fluctuating swelling arises 
in the course of the duct, which gradually enlarges, bursts, and discharges 
the spittle. . 

904. ‘The treatment of salivary fistula varies according as it is situated 
on the duct itself, or on one of the small ducts from the gland. 

905. The salivary fistula, which can be distinguished, partly by its seat, 
and partly by a probe introduced from the mouth into StENo’s duct, is 
usually cured by continued pressure, which diminishes the secretive ac- 
tivity of the gland. A compress an inch and a half thick is to be put 
on it, and fastened with the halter bandage. At every renewal of the 
bandage, camphorated oil is to be rubbed upon the region of the gland, 
and the fistulous opening touched with lunar caustic. The mere repeated 
application of caustic, especially of nitrate of silver, is commonly sufficient 
for the cure. 

906. The treatment of fistula of the Stenonian duct, consists either in the 
restoration of the natural passage for the spittle, or in the formation of an 
artificial passage by which the spittle may flow into the mouth. 

907. The restoration of the natural salivary duct, is only possible when 
its division has not been of long standing, and the lower end is still per- 
vious, which may be ascertained, with a fine probe, from the mouth, or by 
injection into the fistulous opening. The modes of treatment proposed for 
this purpose are,—1. The union of the edges of a recent division by the 
twisted suture, in which one, two, or three stitches, according to the size 
of the division, are put in. 2. The introduction of a silken thread, by 
means of a delicate eyed probe, through the lower end of the duct into 
the fistula, and its removal when the duct is thought to be sufficiently 
widened ; after which the fistula closes, either of itself, or by the applica- 
tion of caustic (a). 8. Compression of the duct from the fistula up to the 
gland, in consequence of which cedematous swelling of the gland and the 
neighbouring parts ensues, which soon destroys the use of the divided 
parts (6). 4. The efficient touching of the fistulous opening with nitrate 
of silver, or the application of a paste of sublimate and bread crumbs 


(a) Lours and Moranp, above cited. 
(6) MassENnEvvE; in Memoires de l’Acad, de Chirurg., vol. iii. p. 452. 
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moistened with decoction of marshmallows, which should be covered with 
a compress dipped in spirits of wine, and supported with a suitable compress, 
for the purpose of preventing the escape of the spittle by the slough pro- 
duced, and also to induce its flow into the lower end of the duct. By this 
plan, as well as by compression of the duct, in most cases its closure and 
destruction is effected, which DEsAuLT and RicuTER aim at in reference 
to the salivary gland, by endeavouring to destroy its function with con- 
tinued pressure. 

ScHREGER (a) also notices a fistula which closed by compression of the duct behind 
it, with a steel neck circlet descending from the top of the head, and by touching it with 
lunar caustic. Here also belongs Visore’s proposition in cases of salivary fistula, 
where the usual modes of treatment have been inefficient, to lay bare the hinder end of 
the duct, by a cut directly down from the cheek-bone, and to bind and unite the wound 
with sticking plaster. In this way, from Vrporc’s experiments on brutes, it results, 
that after tying the Stenonian duct, the parotid gland swells, gradually subsides, and 
the destruction of the gland is effected. 

908. The production of an artificial duct is the usual mode of treating 
a salivary fistula, and is always indicated, if the division of the duct have 
been of long standing, the fistulous opening callous, and the lower end of 
the duct have become impervious. It is effected in different ways : 

1. The callous edges of the fistula having been pared with the knife, a 
tube with a small trocar is thrust through the cheek, near the hinder 
opening of the salivary duct, somewhat downwards, and in an oblique 
direction, in doing which the tongue is to be defended from injury by the 
finger introduced into the mouth, or bya piece of cork. The trocar is now 
withdrawn and a thread of silk-worm gut introduced through the tube, 
which is also then to be removed. The patient should now chew, for the 
purpose of discovering the aperture of the salivary duct by the flow of 
the spittle, and the gut in the wound is then to be thrust into this opening 
for about six lines; the patient then chews again to see whether the 
spittle flows out between the gut and the wall of the duct, on failure of 
which, a thinner gut must be introduced. The end of the gut hanging in 
the mouth is to be brought out to its corner, and fastened with sticking 
plaster on the cheek. The edges of the wound are to be brought, by 
properly applied sticking plaster, into the closest union, covered with 
lint, which should be fastened with sticking plaster, and a cloth placed 
beneath the chin and bound together on the head. ‘The bandage must not 
be renewed till the edges of the wound have united, which happens in 
from thirty to forty hours, if the operation succeed ; and some hours after, 
the gut also may be removed. | 

De Roy was, according to Borrr (6), the first who employed an artificial opening by 
means of perforating the cheek, for which purpose he used the actual cautery which he 
thrust directly from without inwards. 

Percy (c), after penetrating the cheek, introduced a leaden thread into the upper end 
of the Stenonian duct, and the other end of the thread through the artificial opening 
jn the mouth, where he bent it round, and fixed it by slight pressure of the cheek 
against the teeth. This treatment renders the suture and cauterization unnecessary. 

2. The cheek being penetrated, as in the former case, a leaden thread 
or string is introduced through the tube, the two ends of the thread bent 
round like a hook after the removal of the tube, and left for four or six 
weeks ; the external fistulous opening, after having been pared, is to be 

(a) Grundriss der chirurgischen Operationen ane des Maladies Chirurgicales, vol. xxvii. 


vol.i.p. 84. Third Edit. p. 276. 
(c) Boyer, above cited, p. 280. 
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closed with sticking plaster. or the purpose of rendering the opening 
callous, after perforating the cheek, the introduction of a sufficiently 
thick thread, first smeared with digestive salve, and subsequently with 
drying remedies, and to be moved daily till suppuration have ceased, has 
been recommended; in that case, the closing of the external fistulous 
opening first takes place, which, if small, may be effected by frequent 
touching with lunar caustic; or, if larger and very callous, by paring 
with the knife, and drawing together with sticking plaster. The aperture 
is also sometimes attempted to be kept open, by the introduction of a 
golden or leaden tube, over which the external wound heals. 

DuprHenix penetrates the cheek with the bistoury, and puts a canula into the inner half 
of the wound, for the purpose of preventing its union, and at the same time to conduct 
the spittle into the mouth, till the external wound, the edges of which are brought 
together with sutures, has healed. 

ATTI (a) introduces, into the opening made with the trocar, a leaden canula, the end 

of which in the mouth he splits into three, and bends back on the membrane lining the 
cheek ; the outer end must not reach the skin, and is kept in its place by a thread carried 
round the ear. After asufficient time the thread should be divided, the canula removed 
from the mouth by the nail of the forefinger, and the internal opening remains per- 
manent. 
‘ 3. The membrane of the cheek is to be penetrated twice, obliquely at 
the bottom of the fistula,with a trocar, and through these openings a leaden 
thread is introduced, the middle of which should lie in the bottom of the 
wound, and the ends projecting within the mouth, are to be brought 
together and cut off near the inside of the cheek. The external wound is 
to be closed by the twisted suture. The spittle flows along the leaden 
thread into the mouth, the external wound closes, and the thread drops into 
the mouth. This treatment is preferable to the others, as no repeated 
bandaging of the wound is necessary. I have proved this plan in several 
cases where other modes of treatment have been employed without 
benefit (0). 


CrosERIO (c) proposes, instead of perforating the cheek from without to within, accord- 
ing to the plan of DecuiIsE and BEcuarpD, to thrust the trocar from within outwards, 
also to make the second perforation with a trocar from without inwards, the canula of 
which has no shoulder, and therefore after the introduction of the leaden thread may 
be withdrawn through the mouth. 


4. In simple fistula, the membrane of the cheek should be pierced with 
the bistoury, and the external edges of the fistula brought together. But 
complicated fistulas must be cut out, and the outer edges of the wound 
brought together (d). 


Bonaront (e) exposes the Stenonian duct to the extent of a centimétre, isolates the 
corresponding ends of the fistula for some millimetres, perforates the cheek with a 
trocar, draws the end of the Stenonian duct, with a thread into the canula, which is left 
behind, and fastens the thread in a cleft of the canula. The union of the external wound 
is effected by suture. 

[The fistulous orifice into the parotid duct, resulting either from abscess of the 
gland or any other cause, is not so easy of union as CHELIUS would wish to infer, but on 
the contrary often very tiresome to treat. Dxrsauxr punctured the cheek with a trocar ~ 
and canula, through the fistulous opening, and introduced a seton into the mouth. The 
seton was removed daily, and gradually increased in size till a permanent passage into 


(2) Bearn ; in Dict. de Médec. et Chirurg. Prat., VeERNES 3; in Journal Général de Médecine, Nov. 


vol. viii. p. 225. , 1828, p. 270.—Does he use a golden thread in the 
(>) Deeuisx ; in Journal de Médecine, ete., par same treatment ? 


Corvisant, ete. vol, asic ; (c) Archives Générales de Médecine, Mai, 1825, 
BECLARD; in Archives Générales de Médecine, - 137. 


Octobre, 1824, p. 285 ; in RicuERanp, Histoire des (d) JoBERT, above cited. 
Progrés recens de la Chirurgie, p. 28, (e) Annales de Chirurgie, Aoiit, 1841. 
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the mouth was formed, and then the seton having been removed, the external wound 
which had been left open, was touched with caustic and healed. BrcLARD in two cases 
successfully employed a leaden style, one end of which he passed into the mouth and the 
other into the interrupted duct, and completed the operation by bringing together the 
edges of the external fistulous orifice, which had been previously pared, with a twisted 
suture. A much more simple and equally effectual plan is to pass, through the fistula in 
the cheek, into the mouth a needle and thread, the latter of which is to have a knot made 
on its end, only of sufficient size to be received when drawn from the mouth into the 
bottom of the fistulous aperture. The end in the mouth is to be tied on a little bit of 
stick close to the inside of the cheek. In the course of two or three days the knot 
ulcerates into the mouth and a new way is formed, by which the secretion of the gland 
passes, and if the case turn out well, the fistulous orifice soon contracts and heals, care 
being taken by a compress to prevent the saliva finding its way out externally. Some- 
times, however, it is very difficult to induce the external wound to unite, and the pro- 
duction of a new surface, either by paring the edges or touching with caustic, and keeping 
them in apposition is necessary.—J. F. S.] 


909. It is always necessary that the patient, when the external fistulous 
orifice is to be closed, should keep the lower jaw as quiet as possible till 
the cure is completed; and only take fluid food through a tube. A 
carious tooth is often the cause of failure of the operation for salivary 
fistula, and must therefore be removed before the operation is repeated. 

910. The swelling up of the Stenonian duct into a fluctuating tumour, 
which must be distinguished from an encysted tumour, may, if the duct 
only be stopped up, be perhaps removed by the introduction of a fine 
probe. If this be not possible, the swelling should be opened with a 
lancet from the mouth. 

If a stony concretion have formed in the salivary duct, it must be 
cut upon within the cheek, and taken out. ‘The continued flow of the 
spittle prevents the closing of this opening. 


[“The ducts both of the parotid and submaxillary glands,” says SyME(a), “are 
liable to become the seat of calcareous concretions, which are named salivary calculi. 
Their composition is phosphate of lime, agglutinated by a small quantity of animal 
matter. They have usually a yellowish-white colour, oval figure, and finely tuherculated 
surface. They vary in size from that of a millet-seed to that of an almond with the 
shell. In the parotid duct, they are very rarely met with, but in the submaxillary duct, 
not unfrequently. [I doubt their frequency even in the submaxillary duct; Astiry 
Cooper in his Lectures used to mention having removed one from the mouth of the elder . 
Cuing, and LAWRENCE in his Lectures (b) speaks of having taken out one “ which was 
about the size of a small bean.” (p. 765.) In the Museum of the Royal College of 
Surgeons of England there are only six specimens, either from the duct or substance of 
the submaxillary gland; but one from the parotid gland; and some small concretions 
from the tonsils. Besides these I do not know of any other instances, and have never seen 
one.—J. F.8.] “They occasion pain, swelling, and hardness,” continues SymE, “and 
sometimes impede the flow of the saliva or give rise to the formation of an abscess. In 
the parotid duct the symptoms thus produced are apt to be confounded with those of 
rheumatism, tooth-ache, gumboil, or suppuration of the maxillary antrum; while under 
the tongue, they may be occasionally mistaken for those of encysted tumours. In all 
cases of doubt, it is right to search the duct with a probe, and to feel for the calculus, by 
pressing on the place where it is suspected to be. So soon as a free incision is made, the 
concretion escapes, together with the fluid accumulated about it. The original situation 
of these concretions is immediately within the orifice of the ducts; but they have also 
been found imbedded in the substance of the submaxillary gland, where they excited an 
increased and unhealthy secretion, with general swelling and hardness of the gland. In 
such cases the calculus, if distinctly recognised, may be extracted by cutting down upon 
it, from the mouth.” (p. 427.) : 

Among the specimens at the College (c) there is one large submaxillary calculus an 
inch and a half long and three quarters of an inch broad, taken from a very old man, who 


(a) Lancet, vol ii. 1830. the Calculi, &c., &c., contained in the Museum of 
(b) Principles of Surgery. the Royal College of Surgeons in London. 1845. 
(c) A descriptive and illustrated Catalogue of  4to, 
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“was conceived to be dying, being nearly choked by the tumour, when in consequence 
of an effort, the calculus was thrown out and he recovered.” In another the stone is 
stated “to have occasioned a quinsy.” One specimen was removed after it “had been 
twelve years breeding,” and another “formed in twelve days.” (p. 191.)—J. F.S.] 


B.—OF BILIARY FISTULA. 
(Fistula biliosa, Lat.; Gallenfistel, Germ.; Fistule biliaire, Fr.) 


911. Bikary Fistula originates in a division of the gall-bladder, or 
ducts, after they have become adherent to the peritoneum. ‘The bile is 
poured from the fistulous opening, and although its loss be often very con- 
siderable, it is rarely that important symptoms are produced. Not unfre- 
quently the fistulous opening closes of itself, in general after the escape of a 
gall-stone ; often it breaks again, and the patient then usually finds him- 
self better. The fistula is mostly situated in the region of the liver; fre- 
quently, however, at a tolerable distance from it. 

I have observed the case of a woman in which, after severe symptoms, a fistulous 


opening formed near the navel, and out of it a considerable quantity of gall-stones, of 
the size of peas, escaped from time to time. 


912. ‘The cause of biliary fistula is usually a collection of bile in the 
gall-bladder, (Hydrops vesicule fellis,) by which is formed beneath the 
short ribs a swelling, at first defined, regular, and fluctuating, which slowly 
increases, and is accompanied with pain, that had existed previous to the 
swelling, and at first not severe. It often is diminished by pressure, or spon- 
taneously, when the gall-bladder is much distended, in which case part of 
the bile is forced into the intestine, and is followed by bilious stools, with 
colicky pain. These symptoms distinguish the filling of the gall-bladder 
from abscess of the liver. If the swelling of the gall-bladder be consi- 
derable, it adheres, by means of the inflammation set up in it, with the 
peritoneum, and forms an opening by ulceration, through which the bile 
escapes. Gall-stones are usually the cause of this collection of bile. The 
gall-bladder or the bile-ducts may also be ulcerated by abscess; in which 
case, after it has opened, pus is discharged, mixed with bile. 


[Biliary fistulas, from whatever cause, are very rare. I have never seen a single 
example of this disease; but I much doubt the possibility of distinguishing its precise 
origin. It certainly is possible that if, when the bile-duct is stopped, the gall-bladder be 
over distended, it may adhere to the wall of the belly, and that ulceration may ensue, 
by which its contents are discharged externally, and the aperture may continue fistu- 
lous. But there is in the museum of St. Thomas’s Hospital an enlarged gall-bladder, 
from stoppage of the common biliary duct, capable of holding at least three, if not four 
pints of fluid, which did not ulcerate, but was mistaken for an abscess of the liver, and 
tapped once or twice, and also another, in which the duct being stopped, the gall- 
bladder had become adherent to the duodenum, ulceration between them had taken 
place, and the bile thus finding an immediate passage into the bowel, the gall-bladder 
ceased to serve as a receptacle, and shrivelled to the size of an almond. And it is in 
this way probably that the gall-bladder more frequently empties itself than externally. 

The aperture by which abscess in the liver discharges itself, may become fistulous, 
and have the bile flowing from it, at first mixed with pus, but afterwards almost, if not 
quite pure. My friend Dr. Roots informs me he has seen one case in which, after an 
abscess of the liver, bile was discharged; and my dresser, GuEst, tells me, that he saw 
in the Manchester Infirmary a man who, two months after falling on his loins, had an 
abscess burst in the right hypochondriac region, from. which pus and bile at first 
escaped, subsequently only bile; and that he had seen this person alive, and in tolerable 
condition as to health, eighteen months after the accident, although his motions being 
ay Pst it is probable that little bile could have assisted in the process of digestion. 
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913. The cure of biliary fistula requires first, the removal of its 
usual causes, viz., gall-stones (the existence of which is shown by the 
careful introduction of a probe.) After which the fistula soon closes of 
itself. For the removal of the gall-stones, the enlargement of the fistulous 
orifice is necessary, which is best done with catgut, or with a tent, so as 
not to destroy the adhesion of the gall-bladder to the peritoneum, under 
which circumstances effusion of bile into the cavity of the belly would 
occur. The fistula must be so much enlarged, that a pair of forceps may be in- 
troduced with the left forefinger, the stone grasped therewith and with- 
drawn ; in doing this, care must be taken, in moving the forceps about, that 
no part of the gall-bladder itself be caught hold of. The opening of the 
fistula should not be closed, so long as gall-stones are believed to be still 
there ; otherwise the fistula will break out afresh. When all the stones 
are removed, the fistula usually soon closes with a simple covering band- 
age; and the scarring may be promoted by careful touching with lunar 
caustic, and suitable pressure. At the same time such remedies must be 
employed as will diminish the disposition of the bile to concrete, and will 
assist nutrition. 
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914. Fecular Fistula is an old opening communicating with the 
cavity of the intestine, which, according to its size, discharges either only 
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a part of the fecal matter, whilst the rest passes by the natural passage, 
or by which all the excrement passes, and then the disease is called an 
unnatural or artificial anus (Anus preternaturalis, artificialis.) The ex- 
ternal opening is mostly round, contracted, and surrounded with radiated 
creases of skin; its edges are red and irritable; frequently there are 
several external openings leading to one canal: for the most part, the skin 
is firmly attached to the muscles, it is rarely degenerated, raised from the 
muscles, and forming a canal; the ends of the bowel are frequently con- 
nected directly with the peritoneum ; frequently they are retracted, and the 
peritoneum forms a funnel-like elongation. 

915. The effect of the feecular fistula, and in a more advanced degree 
of the artificial anus, upon the whole organism, is very decided. By the 
escape of the chyle, which passes only through a part of the intestinal 
canal, is the nourishment lessened, though the appetite be great, and the 
patient quickly wastes, especially at first. ‘The nearer the artificial anus 
is to the stomach, the more severe are these symptoms. If it be fur- 
ther down, at the lower end of the ilewm or in the colon, more decided 
stools are passed, and the nourishment is not so much affected. By the 
continuance of the out-flow, the parts excoriate and become very painful. 
The mucous membrane of the intestine exposed to the air becomes redder, 
and less villous, but does not cease to secrete a large quantity of mucus. In 
artificial anus merely mucous fluid of a white colour, and varying consist- 
ence, which is secreted from the large intestines, passes through the rectum. 
The lower part of the intestinal canal gradually contracts together, but 
retains its permeability. Brain (a) has, however, observed an almost 
complete closing and wasting of the lower portion of the intestine. 

[AstLey Cooprr (b) mentions the case of a man “with a strangulated umbilical 
hernia, which sloughed, and occasioned an artificial anus. As he was recovering from 
the effects of the strangulation and sloughing, and was allowed to take food in any con- 
siderable quantity, it was observed that part of what solids he ate passed out at the 
artificial anus within half an hour after he had swallowed them, and that fluids passed 
out in ten minutes after they had been taken into the stomach. Although he took 
sufficient food to support a healthy person, he wasted rapidly, and died in three weeks. 


On examining his body after death, and tracing the jejunum, the lower part of that 
intestine was found entering the hernial sac, and in it the opening was situated.” 


(p. 52.)] 

916. Not unfrequently a prolapse of the intestine is produced sud- 
denly in artificial anus, as a consequence of straining, or gradually by 
ensheathing, which often attains considerable size (nine inches and more.) 
It occurs mostly only at one end of the intestine, has usually a more or 
less conical form, is contracted at the base, and its point has an opening 
through which the stools escape. ‘The protruded part has a red colour, is 
well moistened with mucus, and usually is not very sensitive; frequently a 
peristaltic motion is observed, as in the intestines, and at first it is so 
contractile that the slightest touch causes retraction; it increases with 
straining, and diminishes or entirely recedes in the horizontal posture, or 
with sufficient pressure. The constant irritation to which it is exposed, 
thickens and renders it like the external tegument; it even becomes 
blackish. The protrusion may form adhesions with the opening from 
which it projects, and may even become strangulated. If the protrusion be 
of the lower end of the intestine, there escapes from it only a white, mucus- 
like fluid ; but the stools pass out from the side of its base. If both upper 


(a) Dupuyrren, Lecons Orales, p. 211. (b) Lectures on Surgery, vol. iii. Tyrreu’s Edit. 
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and lower part of the intestine protrude at once, there are two pro- 
jections, and the stools are discharged from the middle of the upper end of 
the intestine. From this protrusion often arise very painful draggings in 
the belly, which prevent the patient keeping himself upright, and compel 
him to bend the upper part of his body almost horizontally forwards. In 
this complication of artificial anus, the symptoms are always more severe, 
digestion is highly affected, wasting makes quick progress, and leads to 
marasmus, if the local relations of the parts be not changed. 

917. Feecular fistula and artificial anws may be consequence of pene- 
trating wounds of the belly, accompanied with injury of the intestine or 
with a protrusion which runs on to gangrene, also of gangrenous ruptures, 
of abscesses, of foreign bodies in the intestinal canal, and so on, by which 
either only one part of the wall of an intestine, or an entire coil of intes- 
tine is destroyed, in which case adhesion with the peritoneum takes place, 
at the circumference of the destroyed gut, and the effusion of stools into 
the cavity of the belly is prevented. 

[TALE gives in his essay a very good tabular account of cases of artificial anus 
resulting from these various causes. | 

918. Upon the different position and state of the upper and lower por- 
tions of the intestine in artificial anws depends, whether the cure can be 
effected merely by the natural powers, or by the simultaneous assistance of 
art, or only by the intervention of an operation. 'The destroyed intestine, 
together with the corresponding part of the peritoneum,: to which it 
adheres, retracts into the belly, where it forms a funnel-like cavity, which, 
in proportion as it enlarges, directs the passage of the stools from the 
upper end of the intestine into the lower. This, however, cannot happen 
in artificial anws, which forms after penetrating wounds of the belly, after 
old umbilical and ventral ruptures, when either the injured gut heals up 
with the edges of the outer wound, or the hernial sac becomes firmly 
adherent with the aponeurosis and abdominal coverings, and the extensible 
cellular tissue, which surrounds it in other ruptures, is deficient, conse- 
quently the adherent piece of intestine cannot retract into the belly 
sufficiently to form the funnel-like cavity by which the communication of 
the two ends of the intestine is produced. ‘The cure of artificial anus in 
this way most readily occurs, when only part of the wall of the intestine is 
destroyed ; but when both ends of the gut, between which a coil has 
been destroyed, are so connected and held by the mesentery, that they lie 
more or less parallel, and form an acute angle, a projecting partition is 
thereby formed which prevents the communication between the upper and 
lower ends of the intestine. If the projection of this partition cannot be 
removed by the retraction of the pieces of the bowel, the restoration of 
the natural passage of the stools is possible by destroying this partition. 

The retraction of the piece of intestine specially depends on the movements of 
the bowel and the dragging of the mesentery, which, stretched like a cord from the 
back of the partition projecting between the openings of both portions of intestine to 
the spine, is always striving to retract the piece of adherent bowel. Thus is easily seen 
the effect which the recumbent posture and motion have upon the cure of artificial anus. 
DurvuyTREN (a) had two cases in which, by this dragging, the adhesions of the intestinal 
portions were torn through, and effusion of feeculent matter into the cavity of the belly 
caused. Examination after death of persons who have died of other diseases many 


years after the cure of artificial anus either by nature or art, shows the intestine either 
connected by a fibro-cellular band with the place of the artificial anus, or these 


(a) Lecons Orales. 
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connexions destroyed and the intestine floating freely in the cavity of the belly. In a 
case of artificial anus at the femoral ring, in a woman, which withstood the usual 
remedies, a spontaneous cure took place during pregnancy, (WEDEMEYER,) which Dvu- 
PUYTREN attributes to the gradual retraction of the intestine from the external opening 
and the lengthening of the funnel-like cavity. 

[LaLLEMAND (a) had the opportunity of examining an intestine seven years after per- 
forming DupruyTREn’s operation for artificial anus upon it; and of which the external 
scar in the skin had twice given way after violent exertion, discharging fetid pus mingled 
with gas and fecal matter, but subsequently closed. He gives the following account of 
the appearances he met with :—“ There was found in the left inguinal region an oblique 
fistulous opening leading into the canal, of the size of a crow-quill. Round this, to the 
extent of five or six lines, was a thin shining cicatrix, in which wrinkled folds of the 
surrounding integuments terminated. A portion of ileum, not differing from the usual 
appearance of the intestines, was adherent to the left inguinal region by two slender 
columns. One of these, four lines long by two in width, contained the canal of com- 
munication between the fistula and the cavity of the intestine. This canal passed 
through the inguinal ring, which was short and nearly direct. The other was an ordi- 
nary slender fibrous adhesion. There were several ulcerations of the mucous membrane 
towards the ileo-ceecal valve. As soon as the fistulous communication had passed through 
the ring, it began to enlarge and assume the funnel-shape, and was quickly lost in the 
cavity of the intestine. When the latter, which presented the usual circular figure was 
laid open, a slight prominence marked the situation which had been occupied by the 
edge: the mucous membrane was just the same here as elsewhere.” 

DurvuyTrEN (6) himself also states that on examining the bodies of many persons 
who had been subject to artificial anus, but died years after of other diseases, instead _ 
of finding the intestine fixed to the wall of the belly, he saw it free and floating in the 
cavity. “I should,” says he, “have fancied I had been mistaken, had not the patient’s 
identity been indisputable, and had I not discovered a fibrous cord stretched from the point 
of the abdominal wall corresponding with the accidental anus up to the intestine. This 
cord, some lines in diameter and some inches in length, larger at its extremities than in 
its middle, covered with peritoneum and entirely formed of cellular and fibrous tissue, 
without any cavity, was evidently the progressive elongation of the cellular tissue which 
had united the intestine to the wall of the belly, and the cause of this lengthening could 
only be the constant dragging of the intestine by the mesentery, in the different motions 
of the body during life.” (p. 208.) 

The following account of the dissection of a case of artificial anus, after morti- 
fied strangulated rupture, given by Scarpa (c), explains the formation of the funnel :— 
“TI found,” says he, “ that the great sac of the peritoneum had not only become firmly 
adherent to the portion of the intestinal tube, which had been unaffected by the gan- 
grene behind the inguinal ring, and, properly speaking, in the cavity of the abdomen, 
but likewise that this sac of the peritoneum, like a membranous funnel, (imbuto membra- 
noso,) extended from the cavity of the abdomen, through the inguinal canal, into the 
fistulous tube communicating externally by a narrow hole in the groin, * * * Having 
divided longitudinally the narrow fistulous canal, and the membranous funnel, I saw 
distinctly that the two orifices of the intestine had remained parallel, without being at 
all turned towards each other; and a ridge (promontorio) projected between them, which 
would have been sufficient of itself to prevent the direct passage of the feces from the 
superior to the inferior orifice. The alimentary matters must therefore have been 
poured from the upper end into the membranous funnel, and have passed thence, by a 
half circle, into the lower end of the intestine.” Upon the same. point DupuyTrEN 
observes :—“ In examining the opening of the skin and the bottom of the artificial 
anus, a sort of funnel is discovered, the dispositions of which have been best observed 
and described by the celebrated Scarpa. It is formed of parts, which inflammation 
and contact have reduced to the same nature, to wit, that of mucous membrane. Its 
point is at the skin, its base at the intestine ; its length, direction, form, and dimensions 
vary to infinity, and have the greatest influence on the cure of the complaint. The 
greater its extent and capacity, the greater disposition, in general, has nature to cure 
this ailment, or to second the efforts of art for that purpose. At the bottom of the 
funnel are found the most remarkable and important circumstances relating to the arti- 
ficial anus. There are the orifices of the two ends of the intestinal cana], and there 
the partition by which they are separated. Of these two orifices, the one belongs to the 

(a) Répertoire général d'Anat. et de Physiol. acknowledge making use of LawRkENcE’s transla- 
Patholog., vol. vii. p. 133. tion (from his work on Ruptures) of this portion | 


(b) Lecons Orales. of Scarpa as well as that from LaLLEMAND.— 
(c) Sull’ Ernie, Mem. iv. sect. iv.—I have to J.F.S. 
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upper part of the intestine, is always penetrated by the food and stercoral matter, is the 
most tree and widest of the two. "The other is the continuation of the lower end of 
the bowel, and as it does not receive either alimentary or stercoral matter, or only in 
very small quantities, it is usually narrow, contracted, and difficult to find. To these 
orifices succeed the extremities of the intestine, villous, and lined with mucosities 
within, smooth, covered with peritoneum, and bathed in serosity without, buried in the 
belly, sometimes crossing, sometimes twisting about each other, sometimes running 
parallel, but most commonly separating from each other at an angle more or less acute ; 
and they are lost by curving more and more in the circumvolutions of the intestinal 
canal. On examining the space between the two orifices, a projection, more or less 
distinctly angular is perceived, and more or less near the entrance of the funnel just 
mentioned. This projection, the so-called spur (¢peron) already perceived and pointed 
out by Savrarp and Moranp, results from the application and union, at an acute angle, 
of the corresponding walls of the two parts of the intestine which abut in artificial 
aus, * * * After a time this spur does not divide the bottom of the funnel into which 
the two ends of the intestine open, into two equal parts. Continually pressed on by 
the matters which the upper end brings down, this fold yields to their pressure, and is 
gradually carried towards the lower end, upon which it advances more and more, till at 
last it covers its orifice with a sort of valve, which hermetically closes its entrance, and 
renders its discovery very difficult. Towards the intestinal cavity the spur has con- 
stantly a crescentic form, of which the angles directed from the concavity towards the 
convexity of the new curve of the intestine, are confounded with it, and gradually lost 
either in the walls of the organ or on the edges of the deepest part of the wound of the 
belly. On the abdominal surface it is seen doubled, and the two equal halves of which 
it consists separate and receive the mesentery in their interval.” (p.202—5.) “Thus,” says 
LAWRENCE, “the two portions of the bowel lie near together, but are not adherent ; 
they are separated by the ridge called by Scarpa promontorio, and by the French 
éperon. If we introduce a finger into each orifice, and bring the fingers together, they 
are separated merely by the sides of the two portions of intestine. When it is de- 
scribed that they are kept apart by an intervening partition, we must remember that 
there is nothing but the intervening tunics. We might pass an instrument from one 
end of the bowel into the other, and thus cause a direct communication between them 
by perforating their coats; but as the bowels are simply contiguous without adhering, 
we should make a double wound into the cavity of the abdomen.” (p. 383.)] 


919. The treatment of fecular fistula or artificial anus, consists at 
first merely in attention to the proper discharge of the stools, in cover- 
ing the opening with a wad of lint, and the removal of all pressure 
from it ; good nourishing food, and easy of digestion, should be given, and 
frequent clysters and gentle purgatives. If there be externally several 
fistulous passages, they must be slit up, the irritation and callosity re- 
moved by poulticing and cleanliness of the dressings, and: hard, tough, 
dry callosities, which will not disperse, are to be removed with the knife. 
If the opening contract too quickly, or the stools eannot escape sufficiently, 
the opening must be enlarged with sponge-tent or the knife, which, 
however, is less safe, as the adhesions of the intestine may be easily 
divided. A sufficiently large pad should be put into the opening to 
prevent it narrowing; and its introduction is also the only mode of pre- 
venting the protrusion of the bowel. If this occur, attempts must be 
made to return it, and if that be not at once possible, we must try to 
effect it by continued pressure with a bandage. The patient must be kept 
in bed, and avoid all exertion. In strangulated protrusion, the stricture must 
be carefully divided at the root of the protruded part. If under this treat- 
ment the excrements be gradually discharged by the natural passage, and 
so continue for some time, the opening may be allowed to close, gradually, 
except the patient feels pain in the belly, or uneasiness from collection of 
stools; it is, however, advisable to keep up a small Qpening for some 
time longer by the introduction of a bougie. If the opening close too 
quickly, or if the stools collect largely at the opening aes communica- 
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tion of both ends of the intestine, severe pain occur at the region of the 
artificial anus, painful distension of the belly, vomiting, and even bursting 
of the distended bowel, and effusion of feecal matter into the cavity of the 
belly. In this case, if the opening be not yet entirely closed, an elastic tube 
must be introduced, through it, into the upper portion of the intestine, or 
escape must be afforded to the collected excrement by a sponge-tent or by 
incision. 

[I have had but one case of artificial anus, and that in a boy of about ten years old, 
and at the navel, the middle of the scar in which projected a little beyond the surface 
and was perforated by a small hole of sufficient size only to admit a probe. Through 
this hole a very small quantity of dark-coloured feculent matter daily escaped, and its 
acridity kept the edge of the aperture constantly sore. Neither how this had originated 
(though probably from abscess in the navel) nor how long it had existed can I state, 
having mislaid my notes; but the child was in tolerable health, though not very stout. 
Various means were tried without success to induce the bole to heal, among which 
attempting to form a scab with chalk and calamine powder, and the use of a pad and 
pressure. It was, however, finally cured by tying a ligature around it as low into the 
hollow of the navel as it could be depressed. This separated without any inconvenience, 
the wound healed and the fistula was cured. 

Kine (a) considers that similar cases (of which he gives two) with that I have just 
mentioned, depend on a communication with the diverticulum ilei, and founds his 
opinion on the analogy which exists between the umbilical vesicle of the human subject 
and the yolk sac of the chick in ovo; in the latter of which “ omphalo-mesenteric vessels 
communicate between the yolk sac and mesentery; and there is also a trace of a tube, 
on the plan of a diverticulum, opening into the intestine.” (p. 467.) The correctness of 
this view was fully confirmed by examination after death of the first case he relates, of 
this umbilical fistula which had been cured by making the edges raw and pinning them 
together. On examination, “a diverticulum, about three inches long, was found adhering 
to the umbilicus; and an adventitious cord appears to have compressed the tlewm, just 
below its connexion with the diverticulum.” .(p. 472.) 

I have also seen another case of aperture, in the navel of a woman about twenty-five 
years old, from which there was a constant flow of colourless fluid, and free from smell, 
in such quantity as to wet a napkin through once or twice a day. Whence this fluid 
came I cannot determine, it could scarcely have been from an intestine; I once thought 
it might have been obtained from the bladder by passing through an uwrachus, but it had 
not any urinary character. She had been subject to it for years, but her health was not 
at all affected and she was only inconvenienced by it.—s. F. s. 

In concluding his review of Dupuyrren’s operation for artificial anus, LAWRENCE 
observes :—‘‘ Cases of artificial anus must be much more numerous in Paris than in 
London. DupuyTrreNn employed his method in between twenty and thirty instances 
within a short time. No opportunity has occurred to me of putting it into practice, 
either at St. Bartholomew’s Hospital or elsewhere for several years; and I believe that 
it has hardly been employed at all in this country.” (p. 415.)] 


920. If with this treatment the cure of the artificial anus be not possible, 
because the partition between the two openings of the intestine projects too 
much, the partition must be cut off with the intestinal scissors (enterotome) 
invented by Duruyrren. For this purpose the position of both ends of 
the gut are to be most carefully ascertained with a thick sound oiled, or 
with the finger; to do which, previous enlargement of the external wound 
with sponge-tent is often necessary. The fleshy growths, which, however, 
must be carefully distinguished from the intestinal protrusion, are to be. 
removed with caustic, ligature, or scissors. Finding the two openings of 
the intestine is often attended with much difficulty, because the partition 
is always pressed against the opening of the lower part by the stools flowing 
down from the upper, and the former is at last completely closed. The 
more readily the openings of both portions of intestine are found at the 


(a) On a Feeulent Discharge at the Umbilicus in Guy’s Hospital Reports, Second Series, vol. 1. 
from communication with the diverticulum tei ; 1843. 
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bottom of the artificial anus, the more favourable is the prognosis. If 
thick probes (female catheters) be used for examination, they must be 
connected externally together after their introduction into the upper and 
lower end of the intestine, and turned upon their axes, which movement is 
opposed by the partition. When the ends of the intestine are disco- 
vered, the arms of the intestinal scissors should be so introduced into both 
ends of the gut upon the. finger, or on the hollow sound, that when 
closed at least two and a half inches of the partition shall be taken hold 
of. ‘The same turn is to be made with the introduced arms of the scissors 
as with the sounds, to ascertain that they have entered completely. By the 
screw on the handle-of the scissors, they are to be closed only sufficiently 
to produce a little pain ; the handle of the forceps is to be wrapped in 
linen and fastened to a T bandage. Every day, or every two days, the 
forceps are to be screwed a little tighter. If little pain follow it is well, 
but if severe the forceps must be loosened. The patient must take light 
nourishment, and soothing clysters may be given. Against pain in the 
belly, oily mixtures, soothing clysters, and applications are to be used, and 
in inflammatory symptoms, the proper antiphlogistic remedies. According 
to DururyTren’s observations, however, these symptoms rarely occur. 


Duruytren’s first intestinal scissors crossed each other with a disjoinable lock; but 
SEILER has modified them by making the arms parallel (a). 

ot oe emporte-piéce, for the purpose of removing a larger piece of the par- 
tition (db). 

REYBARD (c) seizes the partition between the upper and lower end of the intestine 
with forceps, and divides it by pushing forward his enterotome. The forceps are left 
attached to produce the union of the corresponding wounds of the intestine. 

DELPEcnH’s enterotome (d) differs from that of DupuyTREN in each of its branches, 
being a little curved, and ending in an oval plate an inch in length. When introduced 
and brought together by the screw, in consequence of the curved form of the branches, 
such portion only of the intestinal partition is compressed as is enclosed between the 
two plates. The object is to destroy a smaller portion of the partition at one time, and 
to repeat the process until a sufficient opening shall be made in it. The form of the 
opening, DELPecu also holds to be preferable to the lengthened slit made by Dupuy- 
TREN’S instrument. 

DEsAvuLT was aware of the partition between the two ends of the intestine preventing 
the passage of the excrement, and endeavoured to retract and diminish the protrusion, 
partly by closing the external opening with a plug, partly by the introduction of long 
rolls of charpie into the two ends of the gut, which he gradually brought straight, 
pressed back, and diminished. With the same object ScHMALK ALDEN (e) made an opening 
into the projecting partition, which he endeavoured to preserve by introducing tents, and 
by careful notching, to increase and establish the natural passage for the excrement. 

[Our American brethren seem disconcerted at the invention of this mode of treat- 
ment being generally assigned to DupuyrrEen. After referring to DrsauLt’s prac- 
tice just mentioned, Dr. Grsson (f) observes :—“ A more expeditious and less trouble- 
some operation was proposed and successfully executed by Dr. Puystck between the 
years 1808 and 1809. * * * An operation similar to that of Dr. Puysrcx was after- 
wards performed by Dupuyrren in Paris, and to him the merit of the proposal is 
awarded by European writers without the slightest foundation.” (p. 316.) Now cer- 
tainly, though our French neighbours are occasionally not particular in claiming that to 
which they are not strictly entitled, yet inthe present instance, whatever may have been 
awarded to DuPuyTREN, he himself mentions ina note to his Memoir, SCHMALKALDEN’S 
dissertation, though without giving particulars, and also specially quotes Dr. Puysicx’s 
plan of treatment from Dorsry’s Elements of Surgery, vol. ii. p. 67. He is therefore, 
so far at least as Dr. PuysicK is concerned, entirely free from misappropriation. It 
cannot, however, be denied that Puysicx’s account is merely the recital of a case and of 
a novel operation for its relief, without entering into the consideration of the nature and 

(a) SEILER, above cited, pl. vi. f. 14. (e) Above cited. ; 

(b) Above cited. (c) Above cited. : (f) Institutes and Practice of Surgery, vol. ii, 

(d) Frorizp’s Notizen, No. 583. p. 169.—Chi- Philadelphia, 1827. 
rurgische Kupfertafeln, pl. cclxviii. 
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circumstances of artificial anus, to which first Scarpa and subsequently DupuyTREN 
have paid especial attention, and of which they have given very excellent account. 
Puysick’s operation is, however, well worthy of being better known, and it is therefore 
here given from Dr. B. H. Coarss’s report (a) :— 

“ The two ends of the intestines,” says Coates, “ were found, by careful examina- 
tion, to adhere to each other for some distance, and the form thus presented has been 
compared in this case to that of a double-barelled gun. The next method proposed by 
Dr. Puysick, was to cut a lateral opening through the sides of the intestines when they 
were adherent. But not knowing the extent of the adhesion inwards, he thought it 
necessary to adopt some preliminary measures for ensuring its existence to such a depth 
as might admit of the contemplated lateral opening, without penetrating the cavity of 
the peritoneum. By introducing his finger into the intestine through one orifice, and 
his thumb through the other, he was enabled to satisfy himself that nothing intervened 
between them but the sides of the bowels. He was thus enabled, without risk, to pass 
a needle, covered with a ligature, from one portion of the intestine into the other, through 
the sides which were in contact, about an inch within the orifices, which ligature was 
then secured with a slip knot. This operation was performed on the 28th January, 
1809. The ligature was nearly drawn sufficiently tight to ensure the contact of those 
parts of the peritoneal tunic, which were within the noose. When drawn tighter, it 
produced so much pain in the upper part of the abdomen, of a kind resembling colic, 
that it became necessary immediately to loosen it. The ligature in this situation, gradu- 
ally made its way by ulceration through the parts which it embraced, and thus loosened 
itself. It was at several periods again drawn to its original tightness. After about 
three weeks had elapsed, concluding that the required union between the two folds of 
peritoneum was sufficiently insured, Dr. Puysiex divided with a bistoury all the parts 
which now remained included within the noose of the ligature. No unfavourable 
symptom occurred in consequence. On the 28th February, the patient complained of 
an uneasy sensation in the lower part of the abdomen, and on the 1st of March he ex- 
tracted with his own fingers some portions of hardened feces from his rectum. On the 
2nd March two or three evacuations were produced in this manner. On the 3rd an 
enema, consisting of a solution of common salt, was directed to be given twice every 
day. The first of these occasioned a natural stool, about two hours after its adminis- 
tration. The same effect was produced on the 4th, 5th, and 6th, and the discharges 
from the orifices in the groin now became inconsiderable. Adhesive plasters, aided by 
compresses, were employed, not only to prevent the discharge of f@ces from the artificial 
opening, but with the additional object of procuring the adhesion of the sides. This 
last effort was unsuccessful. On the 24th June, an attempt was made to unite them by 
the twisted suture. Pins were left in for three days, and adhesion was in fact effected ; 
but owing to the induration of the adjacent parts, the wound again opened. On the 
27th July, a truss of the common construction, furnished with a very large pad, and 
surmounted by a large compress, was applied to the wound. By these means the dis- 
charge of feces from the groin was completely prevented, and the patient had regular 
evacuations per anum, except when from improper diet or cold, he became affected with 
diarrhea. At such times, a small portion of the mere fluid matter escaped by the sides 
of the compress. Not satisfied with this state of things, Dr. Paysick made several 
attempts to improve the patient’s condition. On the 2nd August, a mould of the parts 
was taken in plaster of Paris, and being covered with buckskin, was employed as a pad 
for the truss. This expedient answered extremely well, as long as the patient continued 
in the same posture in which the mould was made; but as soon as the form of the parts 
was altered by a change of position, feces escaped from the orifice. A bandage was 
then applied to the body, furnished with a thick compress, and having that part of it 
which crossed the patient’s back formed of elastié extensible wire-springs, such as are 
used in braces. This also, however, proved ineffectual. The truss, with a compress 
and a large pad stuffed in the common way, was then reapplied, and found to answer 
completely the purpose of preventing the discharge of feces, the hope of an entire 
closure of the orifice being abandoned. On the 10th of November he was discharged 
from the hospital in good health and spirits, and applied himself, with very good suc- 
cess, to acquire the profession of an engraver.” (p. 271-72.)] 

921. When the intestinal scissors have divided the partition, which 
happens usually in from seven to ten days, and the separated part 
of the bowel is found between its arms, soothing clysters must be con- 


_ (a) Account of a Case in which a newand pecu- _— Professor of Surgery in the University of Penn- 
liar operation for Artificial Anus was performed  sylvania.. Drawn up for publication in North 
in 1809 by Puitie Syne Paysicx, M.D., then American Med, and Surg. Journal, vol. ii. p. 269. 
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tinued, and closing of the fistula only attempted, when the relief of 
the bowels has been effected for some time in the natural way, even 
without injections. The closing of the fistula (often the most difficult 
part of the whole treatment) may be effected by quiet, by a moderate 
compressing apparatus with variously-formed pads and elastic belly-band, 
by touching with lunar caustic, by pressing the edges of the fistula 
together with a peculiar compresser (a) invented by DupuyTreEn, by 
sticking plaster, by suture, or by the removal of the whole circle of 
mucous membrane preventing adhesion at the mouth of the fistula, and 
even by detaching part of the external coverings above the opening, and 
laying it before it. In general a small fistulous opening remains for 
years, then only occasionally do a few drops of intestinal dirt escape, and 
afterwards it closes of itself. In those eases where artificial anus cannot 
be cured, various proposals have been made to catch the excrement. The 
most simple, and in most cases most suitable, is a belly-band, which, in- 
stead of a pad, is furnished with an ivory plate having an opening in its 
middle, and connected by means of a cylinder of elastic rosin, with a silver 
vessel, out of which the escape of the stools is prevented by a valve (6). 

DIEFFENBACH (c) at last cured an artificial anus arising from a lance wound, which 
had withstood every plan of treatment, in the following manner :—He destroyed with 
the hot iron not only the edge of the intestine adhering to the opening, but also a con- 
siderable portion of the intestine within the belly, and in every cauterization the peri- 
toneum participated. This burning was free from pain. He first burned the edges 
of the intestine ; some days after, he introduced a curved hot iron, of the thickness of 
a feather-stem, through the hole, into the cavity of the intestine and carried it round. 
The opening gradually became smaller ; granulations sprung from within, and by re- 
peated burnings with smaller hooks, which he introduced to the extent of an inch about 
the inner edge of the opening, it diminished to the size of a small fistula. This also 
closed by the repeated introduction of a heated fine silver probe. The patient was 
perfectly restored after nine months. 

922. If an unnatural anus communicate with the ee@cum, and arises 
from ulceration, neither funnel-shaped lengthening of the peritoneum, nor 
projecting partition are produced, as after gangrene of a coil of intestine ; 
and it is therefore more difficult to cure. Sutureis useless. ‘The skin has 
been detached about the opening, and brought together with some stitches, 
but equally without avail. Autoplasty has been attempted, but the laps 
have sloughed. The skin about the opening may be pared off, without 
the inner parts being touched, so that the escape of feeculent matter may 
be prevented, and that the dragging of the threads may be better borne ; 
otherwise, for the purpose of rendering the tearing and dragging less, 
semicircular cuts may be made in the skin, of which the concavities should 
be directed towards the unnatural anal opening, upon which, when the 
operation is finished, slight pressure may be made by graduated compresses. 
VELPEAU (d) also proposes the introduction of a tube of gum elastic, pro- 
vided with several holes, through which waxed threads are to be carried, 
from within outwards, through the previously pared edges of the opening. 
When the aperture has scarred, the threads are to be cut through, and 
then the tube being set free, passes by stool ; a mode of treatment similar 
to that proposed by ReyBarp for the union of wounds of intestines ( par. 
525.) Perhaps DreFrENBACH’s above-mentioned burnings may be appli- 
cable to such cases of artificial anus. 


(a) Brescuert, above cited, pl. iii. fig. 2. d 
(b) Couturier, in Fotuer@itu’s Medical and (d) Mémoire sur ]’Anus contre nature dépourvu 
Physical Journal, 1820, June. d’eperon, etsur une nouvelle mani¢re de le traiter. 
(c) CaspEr’s Wochenschrift, fiir die ges. Heilk., Paris, 1836. 
1834, p. 265. 
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D.—OF RECTAL FISTULA. 
(Fistula Ani, Lat.; Mastdarmfistel, Germ.; Fistule @ 7 Anus, Fr.)' 


Port, Treatise on Fistula in Ano; in his Works by Earxe, vol. 

DesauLt, CEuvres Chirurgicales, vol. iii. p- 380. 

Derzmann, Dissert. de fistula ani. Jen, 1812. 4to.; with plates. 

Rersincer, F., Darstellung eines Verfahrens, die Mastdarmfistel zu unterbinden. 
Augsburg, 1816. 8vo. 

Korue, Darstellung und Wiirdijung der Kurmethoden der Afterfisteln ; in Rust’s 
Magazin, vol. i. pt. ii. p. 259. 

Scurecer, Ueber die Unterbindung der Mastdarmfisteln ; in his chirurgische Ver- 
suchen. Niirnberg, 1818. vol. ii. pty 1. 

CoprELAND, THomAsS, Observations on the principal Diseases of the Rectum and Anus. 
London, 1814. 8vo. 

Bei, Cuarxes, A Treatise on the Diseases of the Urethra, Vesica Urinaria, Pros- 
tate, and Rectum. Third Edition; with Notes by Shaw. London, 1822. 8vo. 

Bropie, Sir Bensamin, Lectures on Diseases of the Rectum; in Medical Gazette, 
vol. xviii. 1836. 


923. Under the term Kectal Fistula is comprehended every fistulous 
suppurating passage in the neighbourhood of the rectum, in which either 
merely the tissue surrounding the outer walls of that gut is destroyed. 
or the fistulous passage communicates with the cavity of the rectum: 
Rectal fistulas are therefore distinguished into the perfect, (F. ani com- 
plete,) and imperfect, (F°. ani incomplete,) according as they have an ex- 
ternal and internal opening communicating with the cavity of the rectum ; 
or they have an internal or external opening alone, imperfect internal 
(external blind) and imperfect external (internal blind) rectal Jistulas. 
They also present numerous other differences; the fistulous canal may 
extend far up into the cavity, may be accompanied with many external 
openings, may extend far beneath the external skin, and be accompanied 
with callosities and hardening, with foreign bodies, with disease of the 
neighbouring parts, the bladder, wrethra, vagina, and so on, or even with 
caries of the bones of the pelvis. , 

924. The causes of rectal fistulas, are injuries of the internal coat of the 
rectum by foreign bodies which pass with the stools, producing inflam- 
mation and suppuration, suppurating bunches of hemorrhoids, by which 
the internal membrane of the rectum is destroyed. These fistulas generally 
form slowly ; the patient has for a long time itching at the anus, and a 
knobby swelling forms about it, which often merely empties itself by a 
small opening, or the fistula has little disposition to break externally, but 
rather spreads upwards, and may be connected above by a second opening 
with the rectum (a); or an abscess may form about the anus from 
hardening, from injury, from burrowing of pus from another part, which 
deprives the exterior wall of the reetwm more or less completely of its 
cellular tissue. These abscesses: are often critical, and the patient is 
thereby freed from other complaints, from affections of the chest and so 
on; often they are merely consequent on gorging of the hemorrhoidal 
vessels, from diseases of the breast and liver. 

925. The condition of the fistula is in part shown by the nature of its 
origin, the feecal or merely purulent discharge, and the passage of intes- 
tinal gas from it, especially after examination with the probe. 

926. According to the observations of SABATIER, LARREY (6), and 


(2) SCHREGER, Annalen des chirurgischen Clini- (b) Mémoires de Chirurgie Militaire, vol: iii. 
eum’s auf der Universitat zu Erlangen, 1817,p.92. p. 415. 
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RiBEs (a), the internal opening of rectal fistula is most commonly found 
immediately above the part where the internal membrane of the rectum 
joins the external skin, rarely about, but never higher than five or six lines ; 
at least such was the case in seventy-five corpses in which R1BEs examined: 
rectal fistulas. 


[AstiEy Coorer mentions a case of fistula which had a very remarkable course :—“ A 
man died of a discharge from a sinus in the groin, having also a fistula inano; and upon 
tracing the sinus in the groin, it passed under Poupart’s ligament, and taking the course 
of the vas deferens, descended into the fistula in ano.” (p. 326.)] 

927. These observations, which agree with my own experience, must 
assist the Surgeon in the examination of rectal fistulas. A thickish probe 
should be introduced horizontally and nearly parallel with the perineum, at 
least in women, because in them the opening of the rectwm is less drawn 
in, than in the male, in whom the probe must be directed rather more 
upwards. The probe should be introduced into the canal of the fistula, 
and without leaving it, carried, towards the lower end of the rectum, where 
sometimes the opening is found, and the probe may be felt penetrating 
into the gut by the forefinger therein introduced. In many cases when 
the patient protrudes the rectum, and the edges are drawn aside with the 
fingers, the internal opening of the fistula may be seen. If the examina- 
tion be not thus proceeded with, the internal opening must be sought at 
the bottom of the fistula ; the wall of the rectwm may be easily penetrated. 
If several external fistulous orifices be present, they all must be examined 
in order to determine whether they be connected with each other. ‘The 
examination must be repeatedly made whilst the patient is on his side, 
with the trunk bent forwards, upon his back with the thighs drawn up, and 
whilst standing. Catgut bougies and injections may also be employed for 
the close examination of the state of the fistula. In the examination of 
incomplete internal fistula, those parts at which the patient has always 
specially felt pain, or which are indicated by softness, hardness, or laxness, 
must be carefully examined, partly with the finger and partly with the probe, 
which should not be hook-like and curved, but straight, as the canal of the 
fistula often stretches upwards (0) (par. 924.) The part, which about the 
anus is harder and painful to the touch, shows the bottom of the external 
blind fistula. The colour of the skin is here usually changed, and on 
pressure pus flows into the rectum. ‘These symptoms, ‘however, are often 
wanting, and the patient merely feels pain. 

928. The cure of the rectal fistula which has an internal opening, is 
only to be effected by division of the sphincter muscle, and the partition 
between the fistulous passage and the gut. If the canal of the fistula 
extend far up, a relapse is more certainly prevented by beginning the di- 
vision from the external opening. Many observations support this, and 
there is the proof that the most important part of the operation for rectal 
fistula consists in the division of the sphincter muscle, whereby the col- 
lection of feecal matter in the rectum is prevented, and the union of the 
walls of the fistula possible. An imperfect external rectal fistula does not 
always require this division of the partition, because if in such case due care 
be taken for the proper escape of the pus, the stripping of the rectwm is not 
so considerable as to render doubtful the connexion of the walls of the fistula 
with the neighbouring parts. ‘The operation for rectal fistula must be 


(a) Recherches sur la situation de l’Orifice in- in Révue Médicale, Historique et Philosophique. 
terne dela Fistule 4 l’Anus et sur les parties dans Paris, 1820, livr. i. p. 174. 
Vépaisseur desquelles ces ulcéres ont leur siege; (b) ScureeeEn, above cited, p. 98. 
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considered to be contra-indicated, when it seems to bea vicariously secreting 
organ, by which other ailments are lessened or removed, (here the annoy- 
ance of the patient may be relieved by enlarging the external opening of 
the fistula, and by cleanliness, and the cure must be proceeded in at 
least not without careful preparation, according to the circumstances of 
the patient,) and if it be connected with other diseases of the pelvic bones, 
of the bladder, of the prostate gland, of the vagina and so on, or with 
phthisis, or incurable disease of the liver, which cannot be removed by the 
operation for fistula. Those rectal fistulas are to be considered incurable 
which are very old, have Many Openings, are connected with ruptures 
and callosities, where too much must be done to destroy them, and where 
the internal opening is out of reach. If the fistula have existed a long 
while, the operation must not be undertaken without the introduction of 
issues ; and also if the fistula and the neighbouring parts be much swollen 
and inflamed, the operation must be withheld till these symptoms are put 
aside. 

[The following observations of Brop1E should always be borne in mind when con- 
sidering the propriety of operating for fistula: —“ In those cases in which a Jistula in ano 
occurs in connexion with some organic disease of the lungs, or liver, I advise you never 
to undertake the cure of the fistula. No good can arise from an operation under these 
circumstances ; but if you perform it, one of two things will happen: either the sinus, 
although laid open, will never heal, or, otherwise, it will heal as usual, and the visceral 
disease will make more rapid progress afterwards, and the patient will die sooner than 
he would have done if he had never fallen into your hands.” (p. 186.) And AsTiEy 
Cooper also observes: —“ The Surgeon often brings discredit upon himself by operating 
in these cases, in the last stage of phthisis, when no operation ought to be performed, and 
when it is impossible that the disease can be cured: therefore that death which is the 
result of pulmonary disease, is falsely attributed to the Jistula in ano.” (p. 328.)] 


929. The abscesses which form in the neighbourhood of the rectum are 
either phlegmonous, defined and accompanied with throbbing pain, or they 
arise gradually in form of little not very painful knobs, or they occur 
after the protrusion of the rectum, with simultaneous collection of fecal 
matter and pus, are of great extent, and commonly produce, especially with 
persons of bad constitutions, wasting suppuration and gangrenous destruc- 
tion. In the former case leeches and soothing applications are to be em- 
ployed, and the abscess should be opened early with the lancet, to prevent 
the destruction of the cellular tissue in the neighbourhood of the gut; 
and if the canal do not communicate with the gut, it may be hoped that 
simply by the covering bandage and the use of soothing applications, or 
in old fistulas of this kind, by injections exciting inflammation, the cure 
may be effected. In hard and little painful swellings, soothing poultices and 
dissolving plasters may be used ; they should be opened when soft and the 
further treatment be such as in the former case. But if in internal blind — 
fistula the outer wall of the rectum be exposed to some extent, the division 
of the partition between the fistulous passage and the gut is requisite. 
When a large abscess has formed about the anus, if it have arisen from 
tearing of the wall of the rectum, a sufficiently large opening (but not a 
transverse cut, which would at the same time divide the wall of the gut) 
must be made, attention paid to the free escape of the pus, to the necessary 
means for supporting the powers, and afterwards when the fistulous passage 
has become more contracted, the division of the partition between the 
fistula and rectum must be proceeded with. (SABATIER) (da). 


(a) Médecine Opératoire. Nouv. Edit., 1822, vol, ii. p. 309. 
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“In speaking of large abscesses which sometimes form high up by the side of the 
rectum and above the sphincter muscle, Brop1rz makes the following excellent observa- 
tions :—“ When the existence of such an abscess is ascertained, you ought without delay 
to puncture it; otherwise not only will the patient have to undergo a great deal of 
unnecessary pain, but the abscess will extend itself in the pelvis until it attains an 
enormous size. You must ascertain the situation of the abscess, by observing to what 
part the pain is referred, and by examining the rectum with the finger. Then introduce 
a lancet through the external skin by the side of the anus, in the direction of the abscess, 
until the matter flows. Frequently the abscess is at such a depth that the lancet does 
not reach it until nearly the whole of the blade has penetrated the soft parts; and some- 
times an ordinary lancet is scarcely of sufficient length to accomplish what is wanted. 
You are then to introduce a probe-pointed bistoury through the opening thus made, 
and divide the rectum at the lower part of the abscess, carrying the incision downwards, 
so as to include the sphincter ani muscle, as you would in an ordinary case of fistula. 
These incisions make a free opening into the abscess, which is immediately emptied of 
its contents. The wound is then to be dressed in the ordinary way, and nothing more 
is wanted. It is quite unnecessary, in these cases, to lay the whole abscess open into the 
rectum ; the free division of it at the lower part is sufficient; and if the incision were to 
extend further, it might give rise to a dangerous hemorrhage from large blood-vessels 
beyond the reach of the finger. I have met with abscesses, such as I have now described, 
containing from half a pint to a pint of matter. I have had no opportunities of dissec- 
tion so as to ascertain their exact locality ; but from examinations made with the finger, 
after they have been opened, I am led to suspect that their usual situation is between 
the levator ani muscle and the pelvis, and that the division of the lower part of this 
muscle, as well as that of the whole of the sphincter ant, is necessary to the cure. 

“These large pelvic abscesses occur in some instances as the original and only malady. 
In other cases, as I explained in my last lecture, they are the result of an abscess lower 
down, or a common fistula. I have met with several cases such as I am about to 
describe. I have been consulted concerning a fistula near the lower part of the rectum, 
which I have layed open in the usual manner. But, after some time, I have found that 
the parts showed no disposition to heal, or that they healed imperfectly, and that there 
was a discharge of pus much greater than could be accounted for from the apparent 
extent of the sore surface. I have thus been led to make a further examination; and 
at the upper part of the sinus which had been previously laid open, I have discovered a 
small orifice, through which a long probe might be passed toa great depth. I have 
laid open the lower part of this upper abscess into the rectum, and could then introduce 
my finger so as to feel the broad inner surface of the pelvis on one side, and what 
seemed to be the levator ani, on the other, After this second operation, the purulent 
discharge has immediately become much reduced in quantity, and in the course of a 
short time the patient’s cure has been completed.” (p. 186.) ] 


930. The usual modes of operating on rectal fistulas are incision and 
ligature, as the early mode of treatment with the hot iron or caustic is 
now put aside, and cutting out the fistula must be confined to those cases 
in which it is connected with scirrhous or carcinomatous degeneration. 

931. For the operation on the rectal fistula by cutting a quantity of 
instruments have been invented, as the syringotome, the curved bistoury, 
the special apparatus of DruMMoND, ReETTLER and BRAMBILLA, the 
fistula-knife of Port, SAaviani, Remm, Dzownnt, and others. But the 
most simple and certain proceeding is, when, for cutting the wall of the 
fistula only a common straight bistoury, a grooved probe without a blind 
point, and a wooden gorget are used. After having emptied the rectum 
with a clyster and removed the hair in the neighbourhood of the fistula, 
the patient is to be laid in his bed, or on a couch upon the side of the 
fistula, with the thigh of the affected side stretched out straight, and the 
other bent towards the pelvis. ‘The grooved probe is to be. introduced 
through the canal of the fistula and its internal opening into the rectum, 
where it is found by the finger which has been therein introduced. The 
oiled gorget is then to be passed into the rectum, its hollow directed to- 
wards the side of the fistula,and the probe pressed against it. The probe 
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and gorget being felt to touch distinctly, are to be held with either hand, 
and both moved together. The probe is given to an assistant, who at the 
same time separates the buttocks, and the gorget being pressed against it, 
a straight bistoury is to be introduced along its groove, till it reaches the 
gorget, and in drawing out the bistoury all the parts between the probe 
and the gorget are divided, which is shown by the probe and gorget being 
drawn out through the wound without disturbing their contact after the 
incision is completed. If the canal extend higher than the internal fistu- 
lous opening, a pair of blunt scissors should, according to the advice of 
some, be introduced into the wound, upon the forefinger, and the remaining 
partition divided. This, however, is according to foreign and home ex- 
perience not indispensable ( par. 928.) If the internal fistulous opening 
be very deep, a fine flexible, silver, hollow sound may be introduced by 
the fistula into the rectum, its end brought down out of the gut with the 
forefinger, and the parts lying upon it divided with a bistoury pushed 
along the groove. 


Further observations on the seat of the internal opening in rectal fistula must decide, 
whether this be not always connected as above said, (par. 928,) and whether the division 
of the wall of the fistula from the inner opening be sufficient for the cure although the 
fistulous cana] extend higher. 

[My common practice in operating on rectal fistula, has been for years, to use a soft 
silver director which will bend. Having introduced the forefinger of one hand into 
the rectum, I pass the director through the fistulous passage, and if, as is generally the 
case, there be a hole in the gut, into the rectum; but if there be not an opening, or if it 
cannot be readily found, I bore the end of the director against the wall of the gut, upon 
the finger introduced, and thus speedily penetrate into the cavity of the rectum. Having 
thrust the end of the director well through, I bend it round with the top of my finger, 
till I have brought it through the anus externally, and then thrust it a little further, till 
its point rests upon the opposite buttock. Having both ends of the director, and both 
apertures of the fistula well in sight, I divide the sphincter and its tegument, by running 
a pointed curved bistoury along the groove of the director. I think this mode of pro- 
ceeding is best, because it shows to what extent the parts are divided; and also that 
thereby the upper part of the wall of the fistula tears, and is therefore less likely to 
unite by adhesion, then when clean cut, as quick union is not desirable. Bropre also 
recommends the practice of bringing the end of the director through the anus, and 
dividing upon it. 

If I do not bring the probe out, I prefer the old practice of cutting on the finger, 
which must be first introduced into the gut, then the fistula should be examined with a 
probe, and its direction and extent being ascertained, the probe is withdrawn, and a 
button-ended curved bistoury passed in its room, through the opening in the gut, if there 
be one, but if not, the bowel is to be rubbed between it and the finger till it make one : 
the end of the finger is then carried over the end of the knife, which being thus 
defended, the hand that holds the handle of the knife grasps the other, and the finger 
and knife are together drawn down, cutting through the sphincter as they are brought: 
out. ‘There are, however, two inconveniences as regards this operation, the Surgeon 
may cut his finger severely, or break the knife in the fistula, which I have seen when 
the patient has been unsteady.—J. F. S.] 


932. In an internal blind fistula, the director should be carried to its 
bottom, pressed against the gorget, introduced into the rectum, and the 
partition divided with the straight bistoury, as in the former case. 

933. After the completion of the operation and after the wound has 
been properly cleaned, the forefinger of the left hand should be introduced 
into the rectum, to the upper end of the wound, and then by means of a 
probe or pair of forceps well oiled, a tent of lint should be passed up 
and put lengthways between the edges of the wound, so as to prevent 
them touching; a wad of charpie is then to be put on, to be fixed with 
sticking plaster, then a compress, and the whole held together with a T 
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bandage. After the patient is put to bed in a convenient position upon 
his side, an opiate should be given, and the bandage is to be removed every 
time the bowels are relieved, (which should be every twenty-four hours, ) 
after that the rectwm has been cleared with lukewarm water; with the 
remark that in the following dressings the tent is no longer to be oiled, is 
to be thinner and thrust in less deeply as the wound is lessened by granula- 
tion. The scarring is promoted by the careful application of lunar caustic. 


The opinion of PourEau and others, that after the operation of cutting a rectal fistula 
any dressing is unnecessary and injurious, which of late has found advocates in von 
WALTHER, JAEGER, and others, I cannot accede to, inasmuch as experience has only 
shown that without dressing, the edges of the divided partition readily in part unite, 
and the fistulous passage does not close. That kind of dressing in which the wound is 
completely filled with several tents, and one thick tent is introduced into the rectum, as 
Boyer, Sanson, Textor, I myself, and others have recommended, I consider as un- 
suitable, and have given it up for the above-mentioned more simple treatment. A. 
Cooper (a) pat after the operation a dry tent in the wound, and on the following morn- 
ing applied a soothing poultice ; in two or three days the tent comes out, and a probe 
should be frequently introduced into the wound for the purpose of preventing the ad- 
hesion. Poultices are to be continued, and when granulations spring up the tent must 
be again introduced, and by this treatment much pain and severe inflammation and 
suppuration are prevented. 

934. The accidents which may occur during and after the operation by 
cutting are severe bleeding, too much or too little inflammation, copious 
suppuration, colic, diarrhea, retention of urine, and costiveness. 

A. severe bleeding, if the bleeding vessel cannot be tied, or if the 
bleeding cannot be stopped by the application of styptics, requires plug- 
ging, in which a firm wad of lint bound crossways with two strong threads 
must be introduced into the rectum, up to the bleeding vessel, and be- 
tween them, as they hang down from the gut, sufficient lint is to be 
introduced to fill the reetem, and then the threads are to be tied upon it. 
In females the vagina must also be plugged (1). 

Severe inflammation requires besides loosening or removing the ban- 
dages, cold applications, leeches, soothing applications, clysters, oily mix- 
tures, and the like; copious suppuration needs a corresponding strengthen- 
ing treatment; spasmodic colic, oily mixtures with opium, soothing clys- 
ters and warm applications ; for retention of urine, the use of the catheter, 
warm applications to the region of the bladder, soothing remedies and 
clysters, which are also equally indicated in costiveness (2). 

[(1) Instances, though rare, have occurred of death from bleeding after the division 
of a rectal fistula, and I recollect seeing such a case very soon after 1 became a student, 
in‘which the patient died within twenty-four hours of the operation. CopPELAND objects 
very properly to the practice here advised of stuffing the rectum for the purpose of stop- 
ping the bleeding. “TI have,” says he, “ so frequently seen the hemorrhage kept up as 
long as this method of plugging the intestine was persevered in, and cease spontaneously 
when every kind of application was omitted, and the parts left for a short time exposed 
to the open air, together with a cool room, and avoiding all drink that hurries on the 
circulation, that I cannot help thinking that the irritation of the compresses keeps up 
the bleeding, and that the most eligible mode of treating it, when it is impossible to 
secure the vessel with a ligature, is to take off every kind of dressing, and to suffer the 
part, as much as possible, to be exposed to the external air. * * * I am persuaded, 
from repeated experience, that by being too busy with compresses, and styptics, and as- 
tringents, and such like applications, we most frequently only hide the bleeding and 
rather prolong its continuance, than otherwise. * * * After many unsuccessful attempts to 
secure a bleeding vessel under such circumstances, I once accomplished it by intro- 
ducing a blunt gorget into the rectum ; and by keeping the gut thus dilated, I was enabled 
to see the orifice of the bleeding artery and to secure it.” (pp. 90-91.) _ 


(a) Lectures on Surgery, vol. ii. p. 333. 
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(2) Bropix observes, that “in avery few cases erysipelas appears’ to extend up 
the mucous membrane of the rectum into the other parts of the intestine; and this is a 
most formidable disease indeed. The symptoms are very peculiar, and as far as I know, 
are not described by writers. The pulse becomes very rapid and at the same time weak ; 
then it is irregular and intermitting; the abdomen is tympanitic in consequence of the 
intestines being distended with air; hiccough takes place; there is a great prostration 
of strength, and the patient often dies in the course of three or four days, sometimes 
sooner, * * * This internal erysipelas, however, is not necessarily fatal. I have known 
more than one case in which it manifestly occurred, but without the usual prostration 
of strength, and the patient recovered. When I have met with a ease of this kind, I 
could never entertain a doubt as to the medical treatment which should be employed. 
It is sufficiently indicated by the symptoms; and for the most part, the great failure of 
the vital powers demands the free exhibition of cordials and stimulants.” (p. 185-86.) | 


935. The ligature of a rectal fistula (Ligatura Fistule Ani) consists in 
tying together the whole wall, separating the rectwm from the fistula, with 
a thread which, by gradual tightening, cuts it through; in this case as the 
fistulous wall is divided, the part cut through, heals from above down- 
wards. ‘The proceeding in tying the rectal fistula varies according to its 
seat and condition. ‘The best materials for the ligature are several hem- 
pen or silken threads put together, or a silken loop-shaped thread, and the 
silver or leaden thread recommended by many persons. 


[ Luxe, of the London Hospital (a), during the course of the present year has advised 
the treatment of fistula in ano, by tying it with a thread, and says :—‘* The advantages 
of this method over that by the knife, are; first, the shorter period which usually elapses 
before the final cure; second, the less pain which is felt during the treatment ; third, 
the absence of the dread which the knife generally inspires, and the consequent in- 
ducement which it offers to the patient to submit to effective curative treatment; and 
lastly, the avoidance of all hemorrhage. 

The treatment is to be conducted in the following manner :—an eyed-probe, armed 
with dentist’s silk, is introduced through the fistula into the rectum, from whence the 
silk is withdrawn through the anus, by means of a catch-spring, introduced into the 
rectum upon the finger of the operator. The parts to be divided are then inclosed 
between the two extremities of the ligature, to which a small fistula-tourniquet is sub- 
sequently attached, by passing them through holes provided for the purpose. The 
requisite amount of tension is maintained by a screw. Care must be taken that the 
ligature be not so tight, as to cause more than slight uneasiness. After the lapse of two 
or three days, ulceration of the inclosed part commences and the tourniquet becomes 
loosened, indicating the necessity of the ligature being made tighter.” (p. 221.) 

Dr. NELKEN (6) has proposed for this operation “an instrument composed, first, of 
a rod about eleven and .a half inches in length, the upper third of which is divided 
into four equal parts, united to each other by hinges so arranged that they can be closed 
only in one direction, the last being furnished with a knot and a hole to pass the liga- 
ture, and second, of a tube, through which the former is passed when threaded. The 
finger being placed in the rectum, the apparatus thus prepared, is passed upwards into 
the fistula until the extremity reaches the finger, the tube is then withdrawn to an 
extent equal to one of the four divisions of the rod; the whole is next pushed forwards, 
the finger in the rectum causing the rod to bend downwards as it penetrates into the 
intestine ; the same manceuvre is repeated until the ligature appears at the anus, when 
the Surgeon seizes it, and terminates the operation.” (p. 403.) 

Although Luke mentions nine cases in which he had in this way successfully tied 
anal fistula, I must confess I should not feel disposed to adopt it unless the patient would 
not submit to the knife, which I am quite sure produces a cure quite as quickly and 
with less inconvenience; for after the inflammation excited by the fresh cut subsides, 
there is scarcely any pain during the two or three weeks, usually necessary for healing 
the wound.—J. F. 8. ] 


936. In complete rectal fistula, of which the internal opening is not 
very high, a flexible leaden probe should be introduced through the canal of 
the fistula into the rectum, which is then with the forefinger of the left 
hand already in the gut to be drawn out at the anus and a thread passed 


(a) Lancet, vol. i. 1845, New Series. : (b) Medical Times, vol. xi. 1845. 
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into its eye. In the same way, in complete fistula, silkworm gut may be 
introduced into the rectum, and by it the thread carried in. 

937. For tying complete or inwardly blind fistulas which extend very 
high up, DesauLT, ReIsiInGER, as well as WEIDMANN, SCHREGER, and 
DemMe have proposed particular apparatus, of which that of REISINGER is 
preferable. It consists of a blunt silver tube and a probe, providedwith a 
trocar point, which fits the tube, of a watch-spring, which in front has a 
button and behind an eye, and of a pair of forceps with a movable gorget. 

938. In acomplete rectal fistula, RerstnGER’s apparatus is to be used in 
the following manner :—'The patient being put in the same position as for 
cutting, the silver tube with its ensheathed probe is to be passed through 
the fistula into the rectum for about three lines’ length, which is ascer- 
tained by the finger already there. The forceps having been oiled are 
then introduced into the rectum without the gorget, opened, and passed 
somewhat deeper in, that the tube may project between the arms of the 
forceps and be held fast by them. An assistant then removes the probe from 
the tube and passes in the watch-spring, which is provided with the liga- 
ture, through the tube into the rectum. As the watch-spring projects 
from the tube, it must be seized with the forceps, which, being closed, are 
drawn back, so that the watch-spring is drawn out of the anus, after it the 
ligature, and then the tube is to be removed. 

In a fistula of the rectal sheath the tube must be brought through the sheath and the 
fistulous opening into the rectum, and then treated in exactly the same way. Accord- 
ing to Morr (a) a seton should be first introduced into this kind of fistula, and left 
there for some days; a thread is then to be drawn through the fistulous opening, and 
by means of an eyed needle the ends found in the sheath are to be drawn through the 
perineum and the two ends tied together, as in rectal fistula. 

939. In an inwardly blind fistula, the tube with its probe is to be 
carried by the fistulous canal to its very bottom, the blunt probe re- 
moved, and the trocar-pointed one introduced, without projecting it from 
the tube. The forceps, opened, are then passed with the gorget into the 
rectum about an inch above the tube, and both instruments inclined towards 
each other so that the tube becomes situated between the arms of the 
forceps. The assistant now thrusts the trocar-point out of the tube, by 
which the rectum is perforated and the trocar-point between the forceps’ 
arms pressed against the gorget, so that the latter may recede from the 
forceps. The tube being then kept pressed against the gorget, an assistant 
draws out the trocar, and by means of the forefinger of the hand holding 
the forceps, the gorget is withdrawn, and removed from the forceps, which 
are then closed and the tube held by them. ‘The watch-spring is then 
introduced through the tube, and proceeded with as already described. 

940. The two ends of the thread introduced, are passed into the two 
openings of a small silver tube, and tied with a simple knot and loop, so 
tight that the patient may feel a degree of pressure but no pain. Tor the 
first day he must keep quiet, but afterwards may go about his usual 
business. Every three or four days the knot should be tightened as already 
directed ; and care must be taken for the daily passage of soft motions. 
If much pain arise, the ligature must be tied more loosely, but in other 
respects the treatment is to be, as after the operation of cutting. The 
same mode of treatment is to be continued till the partition of the fistula 
is divided. In order to prevent the destruction of the ligature, at the 


(a) Gazette Médicale de Paris, 1841. No. 18 
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end of the third or fourth week, if the cure be long protracted, a new 
ligature must be tied to the old one and drawn through. Usually, after 
the partition is cut through by the thread, there remains a little cleft, 
which still suppurates for some time, and heals by the application of some 
dry lint to the suppurating part. 

941. As to the preference of cutting or tying, the latter mode is usually 
accompanied with little or no pain; the one indeed is longer, but the 
patient may go about his business, no bleeding is to be feared, and it may 
be employed when the fistula is very high. The operation on rectal 
fistula by ligature has, therefore, considerable preference and is especially 
indicated in cases, where the fistulous orifice is high up, where the 
heemorrhoidal vessels are very large, and in persons who are subject toa 
habitual diarrhea. Many Surgeons, indeed, dispute the necessity of 
dressing after cutting; but experience contradicts this opinion, and dress- 
ing is necessary throughout, if there be bleeding. On the contrary, in 
rectal fistula the preference is given to the operation by cutting, when 
the internal opening is not very high, when several neighbouring passages 
exist, a considerable exposure of the rectum is present and the external 
openings are distant from the anus. 


Mention must be made of the propositions for compressing rectal fistulas by the intro- 
duction of tubes into the rectum (a), or bya cylinder of linen stuffed with charpie (0). 


942. In the externally blind fistulas, if the bottom of the fistula can 
be ascertained by the appearances already mentioned, (par. 927,) it may 
be cut into externally, and then treated as complete fistula. 


[SPASMODIC CONTRACTION OF THE ANUS, AND ANAL FISSURES. 


This would seem to be the most convenient place to treat of this subject, which was 
first clearly described by Boyer (c), and afterwards by DupvyTrEN (d), and subse- 
quently by Bropie (e). 

Boyer does not consider the “rhagades ou fissures ” mentioned by Lemonnter as 
the fissures of which he treats, as they neither originate in the same causes, nor are 
cured by the same treatment. According to Boyer, “ Adults seem to be almost exclu- 
sively subject to this disease. I have never seen it,” says he, “ in children nor in young 
persons. The greater number of those attacked with it have been between twenty-five and 
forty years of age ; some even above it, and a single person was sixty years old. No 
class of society is exempt from it; both sexes are alike liable to it; but females perhaps 
more frequently than men. The characteristic of fissure is a fixed pain at one spot of 
the circumference of the anus. This is always worse whilst passing the stools, but it 
gradually subsides afterwards. The m. sphincter ani is so contracted that the introduc- 
tion of the finger, of a bougie, or canula is very difficult and extremely painful. The 
causes of this affection are very obscure. I have only observed that in many persons 
it has been preceded by hemorrhoidal swelling, and that in some persons piles had 
been previously cut off. The disease commences insensibly ; the voidance of the stools 
is attended with heat and smarting; some hours after the evacuation the troublesome 
pain ceases ; the patient is believed to have piles or to have chafed. Sometimes after a 
few days these symptoms subside. * * * But soon the heat and smarting returns, the 
evacuations become more painful, and the distress continues longer. The dejections are 
Sometimes mingled with blood, and the pain increases. * * * When the pain is felt the 
slightest things exasperate it; coughing, urining, leaping, are sometimes sufficient; one 
patient cannot stand upright and at rest, and another cannot remain sitting. * * * After 


(@) Bermont, Thése, Paris, 1827, p. 33.—Co- in his Traité des Maladies Chirurgicales, vol. x. 


LOMBE, Bibliothéque Médicale, 1828, vol. ii, Paris, 1825. 

(6) PrrpaGNneL, VuLPEAv, Dict. de Médecine, (d) De la Fissure & l'Anus; in Lecons Orales, 
vol. iii. p. 328, vol, iii, 1831, 

(c) De la Fissure ou Gercure de lVAnus, accom- _(e) Lectures on Diseases of the Rectum ; in Med, 


pagnée du reserrement spasmodique du Sphincter ; Gazette, vol, xvi, 1€35. vol. xviii. 1835. 
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the disease has continued some time, in addition to these localsymptoms there is wasting, 
and extreme nervous sensibility, sometimes hypochondriasis, sometimes even retention 
of urine.” (p. 126-30.) 

“Although there is not the same danger in regard to Fissures at the Anus, as in 
some other diseases in the neighbourhood of this part, yet,” says DuPpuyTREN, “ they 
are in general accompanied with such violent pains, that it is of importance to relieve 
them as soon as possible. The pains have a character in some degree peculiar ; they 
increase gradually, and continue long after passing stool; sometimes lancinating ; they 
are, however, most frequently burning; and patients abound in extreme terms to 
describe them. Usually they compare them to the sensation of a hot iron penetrating 
the rectum ; they so dread passing their motions, on account of the horrible pain which 
accompanies and follows that function, that they are often observed to strive for a long 
time against this imperious need, and even to deprive themselves of food to restrain it. 
These peculiarities are sufficient to discover the nature of the disease. * * * The disease 
consists in a lengthy and superficial ulceration, about the margin of the anus, in the 
radiating folds of the mucous membrane of this part. On separating the orifice, and 
directing the patient to strain, a narrow cleft is observed, with its bottom red, and its 
edges slightly swollen and callous. But to ascertain its extent upwards, it is often ne- 
cessary to introduce the finger into the rectum. It is more commonly seen at the sides 
or back of the anus, than at its fore part * * * It very rarely extends through the 
whole thickness of the mucous membrane. The importance of this affection depends 
principally on the painful spasm of the constrictors of the anus. The fissure is but 
accidental, as is proved by the existence of painful constriction, without any cracking, 
which, according to celebrated Surgeons, is as 1 to 4. This spasm is so great, that the 
introduction of the mildest bodies is intolerable; the tip of the finger, the pipe of a 
syringe, excites the most violent pains; and the resistance offered by the anus to every 
attempt at introduction, is a new characteristic sign of the affection. The causes of 
anal fissures are numerous; constipation, and the spasm it produces, specially dispose to 
the disease; very hard substances which scrape the mucous membrane, and distend it 
exceedingly, may give rise to it; the administration of clysters by awkward persons, 
especially when metallic tubes, pointed or rough are used, are often the immediate 
cause; they are met with in persons affected with hemorrhoids, and venereal poison 
flowing from the generative organs, which happens with many women, is a very 
common cause of this affection.” (p. 282-85.) 

BRopte (a) says that “the contraction of the sphincter at first appears to be merely 
spasmodic, without any other change of its condition ; but in proportion as muscles are 
called into greater action, so they become increased in bulk; and in conformity with 
this general rule, when spasmodic contraction of the sphincter muscle has existed for a 
long time, the muscle becomes considerably larger than it was in its natural state 
before the disease existed. This disease is not of uncommon occurrence; it is met 
with chiefly in women, especially those disposed to hysteria. It is, however, met with 
in other women, and sometimes in the malesex. The patient under these circumstances 
is forced to strain very much in passing her evacuations; and this is especially the case 
when the feces are hard, or even solid. There is pain not only when the feces are being 
passed, but for a very considerable length of time afterwards; and in some cases the 
pain will remain from the period of one alvine evacuation to that of another, so that it 
is constant, or nearly so.” (p. 26.) \ 

The fissures present various differences according to their situation, “ those below the 
m. sphincter ant, affecting almost entirely the cutaneous tissue, and not the anal mucous 
surface, produce,” says DupuyTREN, “a more or less severe pruritus, but they interfere 
little with going to stool, occasion no constriction of the sphincter, and consequently 
are little painful. They most commonly result from venereal affection. The fissures 
above the sphincter, attack the mucous membrane, and can only be discovered by the 
use of the speculum. On introducing the finger into the rectum, there is felt at the part 
where they are situated, a cord knotty and hard, pressure upon which excites severe 
pain. They excite, when the patient goes to stool, an indescribable pain, but which 
ceases immediately after the motion. The feces are covered with puriform mucous, 
and of a bloody appearance next the fissure. Usually they result from ulceration of 
internal piles, during the passage of hardened substances. Finally the fissures at the 
top of the sphincter are more serious than the former; and it is in them that the so 
painful constriction of the sphincter, and the other symptoms already mentioned, are 
observed.” (p. 284.) It is doubtless to this form that Bropix refers, when he says, “in 
connexion with the spasmodic contraction of the sphincter muscle, you will frequently 

(a) Lectures on Diseases of the Rectum ; in Med. Gazette, vol. xvi. 
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find a small ulcer of the mucous membrane of the rectum, which is always in a parti- 
cular spot at the posterior part, opposite to the point of the os coccygis. (p. 26.) But he 
also observes, that “in some instances the ulcer exists independently of the contracted 
sphincter muscle. * * * It is very difficult to heal, and very frequently it goes on 
spreading till it becomes of considerable size. It is a superficial ulcer of exquisite sen- 
sibility, and great pain is always produced by the passage of the feces over it, lasting 
for a considerable time after each evacuation. In some instances, considerable 
hemorrhage takes place from an ulcer of this kind,” (p. 27.) 

Treatment :—“'The spasmodic construction,” says DupuyTREN, “is the true ailment ; 
the lengthy ulceration, named fissure or crack, is merely a secondary symptom. If the 
constriction be removed, the complaint is cured. The application of belladonna under 
these circumstances is naturally indicated,and has been used very frequently with great 
advantage, when combined with acetate of lead in the following form: of lard 6 gros, 
of extract of belladonna and acetate of lead, of each one gros. With this a bougie of 
moderate size is to be greased, and its size gradually increased to that of the little finger. 
Its continued use for a few days often completely removes the pain.” (p. 286.) Bronte, 
however observes, that though he “ formerly used a suppository with extract of bella- 
donna with manifest advantage, yet that he is not in the habit of frequently employing 
it. Even used in the form of a suppository, the belladonna sometimes produces very 
serious symptoms, by its influence on the brain.” (p. 26.) He, therefore, only gives pur- 
gative medicine to prevent hard stools, directs the introduction of a bougie before going 
to the water-closet, and lets an opium suppository be introduced at night. 

“The fissures below and above the sphincter most commonly heal,” according to 
DupvuyTREN, “ without any operation; the former, with linen or lint spread with simple 
cerate, opiate cerate, cucumber pommade, poplar ointment, mercurial preparations, &c., 
and the latter, by soothing and narcotic lotions of decoction of marsh-mallow, poppy 
heads, nightshade, henbane, stramonium, and other remedies, thrown up into the rectum. 
* * * But in very painful fissures accompanied with spasmodic contraction of the anus, 
and situated at the very top of the sphincter muscle, the most prompt and certain method 
is that introduced by Professor BoyEr, which requires only a common and a button- 
ended bistoury,” (p. 290,) and which is thus described :—“I place the patient,” says 
Boyer, “upon his side, as in the operation for anal fistula; I then introduce the fore- 
finger of my left hand, smeared with cerate, into the rectum, and upon it slip up a 
bistoury laid flat, of which the very narrow blade is square, and with a rounded tip. 
The cutting edge is directed right or left, according to the situation of the fissure, and 
I divide, at a single stroke, the intestinal membrane, the sphincter, cellular tissue, and 
tegument. I thus form atriangular wound, of which the top corresponds to the gut 
and the bottom to the skin; it is sometimes necessary to lengthen the wound, and I 
then make a second cut. Sometimes the intestine slips from the cutting instrument, 
and the wound of the cellular tissue extends higher than that in the gut; the bistoury 
must then be again introduced into the rectum, for the purpose of lengthening the 
incision of the gut. If the constriction be very great, I make two cuts, one on the right 
and the other on the left, and when the fissure is before or behind, I do not include it in 
the wound. A large bougie is then to be introduced into the wound or into the two 
wounds, to prevent their edges uniting irregularly. A slight plugging with lint is then 
made, some pads applied, and the whole supported by a bandage.” (p. 137.) A very im- 
portant caution, in reference to operating on women, is given by Bropre. “Ina female 
subject, whether you divide the sphincter in acase of fistula, or in one of any other disease, 
I caution you, that you should never make your incision exactly in front, towards the 
vagina. 'The wound made in this direction does.not heal ina proper manner; the muscle, 
if divided at this point, is never a perfect sphincter afterwards, and the patient labours 
under an incontinence of feces, from which she never completely recovers, and which 
makes heft miserable for life. Then, it is not advisable, in either sex, that you should 
divide the sphincter directly backwards towards the os coccygis. If you do, you will find 
that the wound does not very readily close, and that it is liable to crack and be reopened 
afterwards. There is a sufficient anatomical explanation of what I have now mentioned. 
You will recollect that the sphincter ani consists of two parts or layers. The inner layer 
is circular, embracing the anus like a ring; the external layer on each side is attached 
posteriorly to the apex of the os coccygts, by elastic ligament, and anteriorly to the 
central portion of the perineum. If you cut in the direction backwards towards the os 
coccygis, you divide, it is true, the inner or circular layer of fibres, but not of the outer 
layer. The knife passes between the two lateral portions of this outward layer and 
simply splits or separates them; and the contractive power of this part of the muscle 
remains and interferes with the cicatrization of the wound.” (p. 186.) “ The operation of 
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dividing the sphincter,” he elsewhere observes (a), “is not very painful, except in those 
cases where the disease is complicated with ulcer at the back of the rectum; neither is 
there ever any hemorrhage of consequence, as the pressure of the finger or a plug of 
lint will command it. The relief is immediate, and the very next time that the patient 
has an evacuation, there is an end of all the pain and difficulty which she suffered 
before. It 1s better, however, that she should not have an evacuation immediately after 
the operation, and, therefore, I generally give her an active purgative on the preceding 
day, and some opium afterwards, to keep the bowels constipated. After two or three 
days, castor oil may be exhibited and the bowels opened. The wound requires very 
simple treatment; a little dressing of lint may be applied to it till it is cicatrized, and 
cicatrization is generally completed in about three weeks. No inconvenience whatever 
tollows the division of the sphincter muscle, except it be made, as I have mentioned, in 
the female, in the direction forwards. The patient retains her feces as well as ever, and 
yet the difficulty of voiding them is relieved.” (p. 27.)] 


E.—OF URINARY FISTULA. 
(Fistula Urinaria, Lat.; Urinfistel, Germ.; Fistule Urinatre, Fr.) 

DeEsavtt, Quvres Chirurgicales, vol. iii. p. 287. 

Howsuip, A Practical Treatise on the symptoms, causes, &c. of the most important 
Complaints that affect the secretion and excretion of the Urine. London, 1823. 8vo. 

Cuopart, Traité des Maladies des Voies Urinaires. Nouv. Edit. par Feiix Pascat, 
Paris, 1824, vol. ii. p. 269. 

BELL, CHARLES, above cited. 

Broptg, Sir Bensamiy, Clinical Lecture on Perineal Fistula; in Medical Gazette, 
vol. xvii. 1836. 

943. Under the term Urinary Fistulas, strictly, are understood, long 
and narrow ulcers opening in any part of the urinary passages; fistulous 
sores, however, in their neighbourhood are included under the same head. 
Urinary, like rectal, fistulas are therefore distinguished into complete and 
incomplete, according as they have an internal aperture communicating 
with the urinary passage, and an external opening, or the latter only. 
The incomplete urinary fistulas are either incomplete internal, or incom- 
plete external. | 

944, The external opening of urinary fistula may be situated either in 
the perineum, scrotum, penis, buttocks, thighs, loins, belly, in the vagina or 
in the rectum ; as the internal opening may be connected with the kidney, 
ureter, bladder, or urethra. The direction of fistulous passage is mostly 
curved, several passages often run into one and the same opening ; but 
rarely do several external apertures lead to as many internal. Usually the 
walls of the fistulous passages are very hard and the callosities wide-spread. 

945. The incomplete external or false urinary fistula (Fistula uri- 
naria incompleta externa, seu spuria) occurs mostly in the neighbourhood 
of the urethra, after abscess or ulcer, in which pus has collected and bur- 
rowing in different directions, has destroyed the cellular tissue surround- 
ing the wrethra or bladder, and produced a sinuous ulcer which resists 
the healing powers of nature. They may be connected with hardening, 
with caries of the pelvic bones, and the like. Besides the preceding ap- 
pearances, they are characterized by no urine escaping from them nor any 
pus from the wrethra, and by the probe used in examining them pene- 
trating neither into the wrethra nor bladder, nor touching a catheter intro- 

’» duced into the latter. | 
a“ >) 946. The incomplete internal urinary fistula (Fistula urinaria ineom- 


(a) Med. Gazette, vol. xvi. 
VOL. I. 3 B 
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pleta interna) usually occurs in the wrethra, rarely in the ureters or 
bladder, and depends on tearing by external violence, retention of urine, 
neighbouring abscesses, ulcers, rough catheterism, or an imprisoned stone. 
The diagnosis depends on the previous symptoms, on the sensation of pain 
during or after passing water, on the bloody purulent discharge from the 
urethra, but especially on a swelling, which increases during micturition, 
diminishes or disappears entirely by pressure, in consequence of which 
urine mixed with pus, flows from the wrethra, or on the appearance of an 
undefined extravasation of urine into the cellular tissue. 


In persons who have lost flesh by sweating or in any other way, there often occurs, 
without any previous contagion, a flow of mucus from the urethra, and a swelling at 
some part of its neighbourhood, which runs into suppuration, bursts, and gives escape 
to the urine, in which the flow of mucus from the bladder continues, but without any 
stricture existing. The destruction of the wrethra depends on ulceration of the mucous 
membrane or abscesses in the lacune (a). 

[This incomplete fistula I have seen though not very frequently, and have more com- 
monly observed it in front of the perineum, and involved in the scrotum, sometimes at its 
hind and at other times in its front part. It has been exceedingly well described by 
Bropie in the following terms :—“I shall next describe a case which used to perplex 
me very much when I first met with it. A patient may come to you who has, perhaps, 
had gonorrhea formerly, which has been followed by a stricture, perhaps a very slight 
one, of the urethra, or at any rate there has been a discharge from the urethra, which 
he calls an obstinate gleet, telling you at the same time that nothing will cure it. You 
examine the perineum, and you find in it a little tumour, not bigger apparently than a 
horse-bean or filbert. Youcan just feel it, at some distance below the skin, and the patient 
tells you that he has had it ever since he has been the subject of this obstinate gleet, and 
that sometimes there is a little pain in it. Now such a little hard tumour is nothing 
more nor less than a blind fistula. There is a small orifice in the urethra, anda narrow 
channel communicating with it, which leads into a cavity in the centre of this hard 
lump, and every time the patient makes water a very small portion of urine finds its 
way into this cavity. In consequence of the smallness of the central cavity and the 
great deposit of solid matter on its outside, the fluctuation of fluid in itis not perceptible. 
Such a case as this is not a very uncommon occurrence, and I have known a patient 
labour under this sort of hard lump in the perineum for many successive years, suffering 
a good deal of inconvenience from it, but not suffering excessively. I have cured 
several cases of this kind by a very simple process. All that you have to do is to make 
an opening into the cavity in the centre of the tumour. But the cavity is very small 
and how are youto findit? You may run a lancet into it; but it is very probable that 
it may pass on one side of the cavity, and therefore some management is necessary in 
performing the operation. You are to introduce the lancet a little obliquely, so that 
you may, as it were, almost cut the tumour in half. When you have done this the blood 
and the deep-seated situation of the tumour prevent you seeing whether you have made 
the opening into the central cavity or not. Introduce a piece of lint, so as to prevent 
the wound uniting by the first intention. Two or three days afterwards you take out 
the lint, and then you ascertain whether, when the patient makes water, any comes by 
the opening made with the lancet. If this be the case you may be certain that you have 
penetrated into the cavity, and then you have only to dilate the wrethra with a proper | 
instrument and the patient will get well. But if you find that the urine does not flow 
through the artificial opening, you may thus proceed :—Introduce a piece of caustic 
potash through the opening you have made down to the bottom of it, in the centre of 
the tumour, so as to make a slough there. A portion of the tumour will slough out, 
and it is most probable that the cavity in the centre will be exposed, and then a cure 
follows. You should apply the caustic potash in such a manner that it may act on the 
part on which you wish to act, defending at the same time the neighbouring textures, 
the skin especially, by washing it with vinegar.” (p. 489.)] 


947. Complete urinary Fistula (fistula urinaria completa) is the most 
common. Its internal opening arises either from the kidneys, ureters, 
bladder or urethra, and its external aperture, often very far distant from 
the internal, is found in the loins, in the groin, above the share-bone, in - 


(a) Coorrr, AsTLEY. 


FISTULA. - 739 


the perineum, and so on; or it communicates with the rectum, with the 
colon, with the vagina in women, or with the cavity of the belly, in which 
case there is always a fatal effusion of urine into it. Complete urinary 
fistulas are mostly consequent on retention of urine, tearing, injury of the 
bladder, or an incomplete internal or external fistula. These, which in 
men open into the rectum, frequently occur after the operation for the 
stone, as those connected with the vagina take place after difficult delivery, 
or after ulceration of the vagina. Cancer of the rectum and of the 
vagina may also produce urinary fistula. 

Complete urinary fistula is characterized by the escape of urine, which 
is constant, if the fistula be from the bladder, but only whilst making water, 
if from the urethra ; this escape, however, is not always present in complete 
fistula, as if the fistulous passage be very narrow, and the urethra not 
obstructed, the urine often passes by the latter alone, and in fistula of the 
bladder, if the canal be very narrow and curved, often only by straining, 
whilst emptying the bladder. It also depends on the condition of the 
fistulous canal, whether the probe introduced into it can be made to touch 
a catheter in the wrethra or bladder. If the fistula communicate with the 
vagina or rectum, the urine escapes by these canals; or the opening of the 
fistula is felt by the finger introduced into it, or merely by the sound passed 
into the bladder. If the fistula be connected with the rectum the urine 
flows through it or is mixed with stool. Less constant are these symptoms, 
viz., hardening of the course of the fistulous canal, or in the whole extent 
of the perineum, inflammation, unhealthy suppuration, proud flesh about 
the fistulous opening, loss of power, wasting, hectic fever, and the like. 

948. The prognosis in urinary fistula depends on its situation and 
extent, on the constitution of the patient, and on other diseases connected 
with it. Complete fistulas, of which the internal opening is connected 
_ with little loss of substance, heal more easily than those which have it with 
greater loss of substance ; fistulas of the wrethra, under similar circumstances, 
heal more readily than those of the bladder. When the canal of the 
urethra is considerably changed, greatly narrowed, or entirely obstructed, 
and cannot be reopened, the cure isimpossible. Urinary fistulas communi- 
cating with the vagina or rectum are extremely difficult, and frequently 
not to be healed. A bad state of the patient’s powers renders the prognosis 
very doubtful. 

949. The cure of incomplete external fistula requires the general 
treatment of fistulous sores. Suitable pressure often assists the healing ; 
often must the fistulous orifice be enlarged by a conical cut, of which the 
point is directed towards the wrethra or the bladder, the source of the pus 
laid bare, every neighbouring passage opened, and care taken for the free 
flow of the pus. If there be callosities, dispersing bran poultices and 
proper digestive remedies must be employed. If caries be connected with 
this fistula or any general affection be connected with it, the treatment 
must be modified according to general rules. 

950. Incomplete internal urinary fistula requires the introduction of a 
_€atheter, which often, if the urethra be narrow, must be preceded by the 
~ useof the bougie. The catheter must be of moderate size ; otherwise it fills 
up the wrethra too much, or the urine escapes by its side. If the fistula be 
old and the cure do not in this way take place, the incomplete must be 
changed into a complete fistula by a suitable cut, which is also necessary in. 
extensive urinary infiltration, where several incisions often must be made, 

3 BZ 


740 | URETHRAL FISTULA; 


in order to prevent the gangrenous destruction caused by the escape of 
the urine. 

Stones frequently lie in the sac of a blind fistula, in which case cutting into it and the 
the removal of the stone is necessary, and afterwards the treatment is to be as in com- 
plete fistula. Compare also what is hereafter said about urinary stones exterior to 
the urinary passages. 

951. Complete urinary fistulas communicating with the kidneys, or 
ureters, require no assistance, unless kept up by the pressure of a foreign 
body or by prevention of the flow of urine from the bladder, in which case 
perhaps the restoration of the natural area of the urethra, or the removal 
of the foreign body, may contribute to the cure. 

952. Complete urinary fistula is situated either between the scrotum 
and the glans penis, or between it and the anus in the perineum. 'The 
difference of the seat of the fistula depends on its course, and requires 
different treatment. 

953. In the first case, (Fistula urinaria pents,) the fistulous opening is 
most commonly on the under side of the penis, varying in size, so that 
either all the urine and semen, or only part of it, escapes thereby. It 
presents different conditions, according to its cause and duration; it is 
often connected with surrounding hardness and copious suppuration, 
especially if it arise from stricture; often it forms an extremely minute 
and obliquely running aperture; often the skin and the neighbouring 
mucous membrane of the urethra, skin over, and do not suppurate; often 
is a large portion of the lower wall of the wrethra destroyed, and the 
opening varying in size, surrounded with a hard scar, as in destroying 
ulcers or wounds with loss of substance. In narrow and obliquely running 
fistulas, the introduction of a probe, through the fistula, and of a catheter 
through the urethra, shows the seat of the internal opening. 

954. If the fistula be accompanied with narrowing of the urethra, this 
must be first got rid of by bougies, and then by the continual wearing an 
elastic catheter, which should be properly fastened, the urine must be 
conveyed from the fistula. At the same time, any disease, standing in 
causal relation to the fistula must be attended to, and care taken for the 
cleanliness and diminution of the irritated condition of the parts surround- 
ing the fistula, by warm hip-baths, leeches, poultices, and so on; and the 
patient’s constitutional powers must be improved by attention to diet and 
tonic remedies. ‘The cure usually takes place without further assistance, 
if the fistulous orifice be not too large, and its walls not too much 
changed. 

955. If, when the urethra have attained its proper size, the cure of the 
fistula do not take place, or if there be scarcely any diminution in the size 
of the stream of urine, the cause of the obstinacy of the fistula is its callous 
or some other condition. Then, if the fistula form a canal, it must be divided 
and filled with lint to promote the development of granulations; or the 
edges of the fistula, especially if they be callous, must be touched with 
caustics, as lunar caustic, nitric acid, (A. CoopEr,) a solution of caustic 
potash, or with tinct. canth., (DIEFFENBACH, ) because this is less destruc- 
tive than irritative. In the application of the caustics, a moderately thick 
bougie should be introduced into the urethra, the cauterization repeated 
after the separation of the slough till good granulations are produced, the 
scarring of which may be assisted with lunar caustic. After the narrow or 
oblique fistula has been dilated, DirrrenBAcH recommends the cauteri- 
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zation of the whole fistulous canal, by means of a pencil, three times within 
six or eight hours, a wax bougie being in the urethra, after which an 
elastic catheter is to be introduced and fastened ; next morning the slough 
is to be removed by introducing a fine piece of sponge into the fistula, and 
the cauterization repeated after suppuration has been set up, till good gra- 
nulations are developed. The catheter should always be changed twice a 
day. In two or three months the cure of a tolerably large fistula may be 
effected, rarely however is the healing thus produced, and although the 
external opening be closed, it may be again burst open by a large stream 
of urine or during connexion (DIEFFENBACH.) 

If the cauterization of such fistulas do well, it may not merely be confined to the cal- 
lous edges, but may be extended to the immediate neighbourhood, as Roser especially 
has done, and my own practice has assured me. 

956. For closing these urethral fistulas, the suture of various kind, has 
been used, the interrupted stitch, (A. Cooper, DreFFENBACH and others, ) 
the glover’s stitch, (ZANG,) the twisted stitch with five insect-pins, 
(DierrenBacu and others,) the quill stitch, (FRreMANN,) and the splint 
stitch, (DierrENnBACcH,) which resembles it. The result has been, how- 
ever, rarely satisfactory, because the thin edges of the skin afford in- 
sufficient points of union, and are little disposed to adhesion, which is 
also easily destroyed by the trickling urine, in spite of the catheter which 
has been introduced. The patient should be placed, as in the operation 
of cutting for the stone, and after a catheter has been introduced, the 
edges of the wound should be made raw, in small fistulas with caustic, or 
by shaving off the skin with a thin knife, and in larger openings a thin 
slice must be removed. According to the different size of the fistulas are 
a sufficient number of threads to be introduced with a fine needle, or suffi- 
cient insect-pins to be passed into the bottom of the fistula, and the union 
effected by tying together the threads, or twisting the silk around the 
pins. If much tension of the skin arise in consequence, a longitudinal 
cut must be made into the skin, half an inch from the wound and stretch- 
ing beyond it, in order to relieve the tension, and to prevent the pins 
tearing out. 

957. In fistulas not of large size, if surrounded with healthy skin and 
not immediately behind the glans, DiEFrENBACH has proposed and proved 
the running stitch as the most efficient. A catheter is to be introduced 
and the fistula frequently pencilled with tinct. canthar. On alternate 
days the blisters which have been produced are to be removed, and a short 
tolerably thick elastic bougie introduced into the urethra. A thick, 
double-waxed silken thread is now to be passed, with a curved needle, 
a quarter of an inch from the edge of the fistula, so that the threads may 
lie deep, without injuring the wrethra. As the needle cannot be at once 
thrust through the whole extent, it must be thrice passed through, and 
introduced again through the same punctures, till in the end it comes out 
through the first puncture and the threads are drawn after it. Both ends 
of the thread are now to be tied with the double knot, so that the threads 
lie deep in the cellular tissue. The bougie is then removed, and no catheter 
introduced. A slight swelling of the penis occurs; towards the seventh 
day, the threads become loose and can be somewhat drawn out; they may 
then be cut through and the part covered with sticking plaster. If a 
slight fistulous orifice remain, it may be touched with tinct. lytte, or the 
operation repeated. 
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958. In those fistulas which have much loss of substance, various expe- 
riments have been made to close them by grafting skin (Urethroplasty.) 
A. Cooper, EARLE, ALLIoT, DELPECH, Ricorp have formed the cover- 
ing flaps from the skin of the scrotum and groin twisted round; but 
CoorEer and Auuior alone have obtained any satisfactory result. ‘The 
ground of this frequent disappointment is easily perceived, and DiEFFEN- 
BACH has proposed for such cases a corresponding operation by transplant- 
ing by means of removing the skin. 

959. In fistula near the scrotum, after the catheter has been introduced 
into the bladder, the edges of the fistula are to be seized with a pair of 
hook forceps, and so drawn out that a transverse wound with two sharp 
points stretching on each side of the penis is formed. A longitudinal 
fold of the skin of the scrotum is to be then raised and cut through to the 
extent of two inches, so that a transverse wound, parallel to the former, is 
produced, and the bridge of skin which has been formed by it is de- 
tached from its base by cutting horizontally, then drawn forwards and 
fastened with five or six twisted stitches to the edge of the skin of the 
penis. Beneath the hinder edge of this bridge of skin, an elastic bougie 
two inches long is to be introduced to the aperture in the wrethra, in order 
to divert the urine pressing out by the side of the catheter. After some 
days the threads are to be removed, and the union to be sustained with 
sticking plaster. 

960. In large fistulas in the middle or fore part of the penis, the trans- 
planting of the skin may be effected in various ways. In great deficiency 
of the wrethra in the middle of the penis, with destruction of the skin, so 
that the edges of the latter cannot be drawn over the opening by lateral 
incision and setting free the bridge, the edges of the skin about the aper- 
ture must be set free, without separation, so far as may be easily done, 
then a longitudinal incision must be made on each side of the root of the 
penis, so that the wound occupies two-thirds of the extent of the penis. The 
outer skin of the prepuce is then to be drawn somewhat back, the skin of 
the first incision raised on the opposite side of the penis, behind the corona 
glandis, in a large longitudinal fold, and here also two-thirds of the skin 
of the penis cut through. The covering of the penis included between 
the two incisions and usually forming a bridge of skin two inches broad, 
is now to be separated, the edge raised with a pair of forceps, and the 
cellular tissue divided with a pair of sharp eye-scissors. ‘The skin is now 
to be drawn completely down, so that the sound skin of the back of the 
penis descends and completely covers the hole in the urethra. Any ten- 
sion of the skin is relieved by lengthening the incision. ‘To prevent the 
collection of blood between the skin and the penis, the bleeding must be 
carefully stanched, and then the retraction of the skin to its old situation 
prevented, and its union promoted by some stitches and by some narrow 
strips of well sticking adhesive plaster. From the hinder edge of the 
wound, on the under side of the penis, a piece of elastic bougie is pushed 
beneath the skin, towards the hole in the wrethra, in order to conduct exter- 
nally the urine dribbling by the catheter. Erections must be especially 
prevented, and on their occurrence the strips of plaster must be cut 
through. After four or five days, if the skin be grown together, the 
threads may be cut, but the application of the sticking plaster must be — 
continued. The bougie is only to be left off after the most complete 
healing. 
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961. According to DirrrrensBacu, if there be a hole close behind the 
prepuce, the external layer of the prepuce should be transplanted back- 
wards as an entire ring, the outer layer of the prepuce being raised up 
before the fistula and cut through, so that the wound may occupy more 
than two-thirds of the circumference of the penis. Behind the fistula a 
corresponding incision is formed by the oblique division of a longitudinal 
fold, so that the two cuts join at their extremities, and thus an oval island 
is formed, having in the middle the fistula which has been prepared by 
some strokes of the knife laid flat. ‘The edge of the wound in the prepuce 
is now raised with a pair of hook forceps, the cellular tissue connecting 
the outer and inner folds of the prepuce, divided with eye-scissors, the 
frenulum cut through, as well as the outer fold of the prepuce, where con- 
nected with the glans, and thus an opening is formed of half an inch for 
the introduction of a small bougie, for the escape of the secretion of the 
wound and the prevention of urinary effusion. The hinder edge of the 
outer layer of the prepuce is to be drawn back and united to the cor- 
responding wounded edge of the skin of the penis by seven or eight 
stitches and the connexion supported by narrow strips of plaster crossing 
in the back of the penis. In very narrow prepuce both its layers must 
be divided to the corona. 

962. In large openings immediately behind the glans, if the prepuce be 
deficient, Di—EFFENBACH recommends the removal of the callous edges, so 
as to form a transverse cleft, and then by depressing the glans the edges of 
the wound are brought together and united by two interrupted stitches, the 
one end of which is to be cut off and the other carried by a blunt needle 
through the fistula to the mouth of the urethra. The neighbourhood of 
the fistula and the whole under surface of the glans is then to be set free, 
to the extent of a line with a pair of hook forceps and a small scalpel. The 
extent of the cut must be bounded by penetrating perpendicular incisions, 
and the wound have the shape of a half oval, of which the rounded part 
is to be directed towards the orifice of the urethra, its straight part back- 
wards and its two angles reaching up to the back of the penis. ‘The skin 
is now raised in a longitudinal fold, at the hinder and under part of the 
penis, and cut through obliquely, so that the ends of the cut are directed 
upwards and forwards. This bridge of skin, so entirely separated that it 
remains connected only on the back of the penis, is drawn forwards over 
the surface of the wound and over the fistula, and connected with the 
edges of the wound of the glans by fine interrupted stitches. ‘The hinder 
surface of the wound is covered with soft lint and sticking plaster, and 
beneath the hind edge of the ring of skin, a piece of bougie is introduced in 
order to carry off the urine somewhat escaping by the side of the catheter. 
Inflammation is to be prevented by cold applications and subsequently 
lukewarm lead wash, and the threads projecting from the urethra, as well 
as the catheter, are to be drawn out when they have cut through the 
edges. In one case DiEFFENBACH had a favourable result ; in another 
the cure was frustrated by erection and discharge of the semen. 

Upon Urethroplasty compare— 

Cooper, A., above cited. 

Devprecu, Chirurgie Clinique de Montpellier, vol. ii. p. 581. 

Brianv1in, Autoplastic, p. 180. 


DIEFFENBACH, Ueber die Heilung widernatiirlichen Oeffnungen in den oorderen 
Theile der mannlichen Harnrohre; in Hamburger Zeitschrift, vol. ii. pt. i, 


ZxE1s, Handbuch der plastischen Chirurgie, p. 506. 
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In one case in which, by a deeply-eating ulcer, the urethra was completely destroyed 
to a considerable extent, CHARLES BELL undertook the formation of a new passage for 
the urine. A hollow sound was introduced through the fistulous opening, and through 
the orifice of the urethra a silver tube six inches in length, into which a metal sound 
and a pointed stilette could be passed, was passed by the wrethra to the beginning of the 
fistula. He then thrust the stilette through the body of the penis, near the original 
canal of the urethra, and endeavoured to bring its point on one side of the fistula into 
the groove of the hollow sound, following the proper canal of the urethra. This canal 
was then rendered callous by continuing the tube in it. During the course of this ope- 
ration no blood was lost, the symptoms were not severe, but there remained a small 
lateral opening at the previous seat of the fistula (a). 


963. Complete urinary fistula in the hinder part of the urethra, of 
which the inner opening corresponds to the bulb, the membranous or 
prostatic part of the urethra, (Fistula urethro-perinealis,) arises either 
from a previous incomplete fistula, ( par. 946,) or after infiltration of urine, 
most commonly depending on stricture, bruising, tearing, or wound of the 
urethra, or stone, severe inflammation and ulceration. The external 
opening is either in the perineum, in the neighbourhood of the rectum, on 
the penis, or in the groin ; often there are several openings existing at once 
on these several places, which, however, are connected only with one in- 
ternal opening. ‘These fistulas are generally accompanied with consider- 
able hardening of their neighbourhood, with hardness of the whole peri- 
neum, and even of the scrotum. The urine, whilst being passed, escapes 
through them only in part, or it flows entirely through the fistula ; in 
which case, if long continued, the fore part of the urethra contracts and 
shrivels up. If in old strictures there be a paralytic condition of the neck 
of the bladder, the urine will constantly and unwittingly flow by the fistula. 
In consequence of the continued irritability of the fistula, and its neigh- 
bourhood, of the suppuration and so on, the general health gradually 
suffers much, the patient wastes, the digestion becomes bad, and on the 
least occasion, severe though generally slight consecutive fever ensues. 


[Brop1e observes, that “a fistula in perineo occurs in some cases, as a consequence 
of gonorrhea ; in other cases as the consequence of stricture, either independently of 
gonorrhea, or long after it has subsided. These two kinds of fistule in peringo require 
each a separate notice. A man has a severe gonorrhea; the urine comes away in a 
very small stream, because the wrethra is inflamed, swollen, and contracted. At last 
he complains of pain in the perineum ; a tumour is found there, and this state of things 
is frequently attended with a complete retention of urine in the bladder; at other times, 
however, it is attended only with an increased difficulty of making water. By-and-by 
the tumour bursts, or perhaps the Surgeon feels fluctuation in it, and opens it with a 
lancet, pus is discharged, then the difficulty of making water subsides, and a day or two 
afterwards the patient finds that whenever he voids his urine, a portion of it comes by 
the opening in the perineum. In another case, the patient has, perhaps, never had 
gonorrhea ; or if he has had one, it has subsided and left a contraction or stricture of 
the urethra. On some occasion he has more than usual difficulty in making water, but 
not amounting to a complete retention of urine. Under these circumstances, he dis- 
covers a swelling in the perineum, which increases in size, and becomes painful and 
tender. The tumour bursts, or the Surgeon opens it; matter escapes also in this case, 
and afterwards a portion of the urine comes away through the opening Where this 
disease is connected with gonorrhea, there is generally only a single abscess; but when 
it is connected with a stricture of the urethra, there may be many abscesses formed in 
succession ; so that a patient having a stricture of the urethra of long standing, may have 
jistulé formed in various directions, opening into the perineum, in the middle of the 
scrotum, hay, even in the groin, or on the nates, or one of them may, perhaps, open into 
the rectum.” (p. 486.) 

As regards the immediate cause of these kinds of perineal abscess, as “in many 
cases the contents of the abscess bear. manifest indications of urine having been mixed 


(a) System der operativen Chirurgie, vol. i. p. 102. 
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with them, and that in all cases, in the course of two or three days after the abscess has 
burst, urine begins to flow through it; I think you will be inclined to believe with me, 
that an aperture must have formed by ulceration in the mucous membrane of the urethra 
in the first instance. Such ulceration would allow a little urine to dribble in to the 
cellular membrane, and the formation of an abscess would be the necessary consequence. 
This is the simplest way of explaining the formation of these fistule, and it explains 
everything about them. ‘The escape of even a single drop of urine into the cellular 
membrane would be sufficient to do all this mischief.” (p. 487.)] 


964. As these urethral fistulas are for the most part connected with 
narrowing of the urethra, the first indication consists in the proper widen- 
ing of this canal, with wax or elastic bougies, to its proper size. For the 
due carrying off the urine from the fistula, the introduction of the elastic 
catheter occasionally, through which the urine may pass, is necessary. If 
in this treatment, any disease having causal relations to the fistula be 
attended to, if care be taken for cleanliness and the diminution of the 
irritation of the parts surrounding the fistula, by poultices, warm hip- 
baths, leeches, and the like, the patient’s condition is improved; if any 
foreign body in the fistula be removed, it generally heals without further 


assistance. 

Opinions vary as regards the introduction of a catheter, in the cure of urethral fis- 
tulas. The objections made by Hunter, B. BELL (a), RicnTeEr (6), and others (ec), to 
the introduction of the catheter in the cure of urethral fistulas are, that the catheter, if 
suitable for its purpose, must completely fill the urethra, by which the edges of the 
fistula are separated, and the cure prevented; if the catheter be too small, the urine 
escapes by its side and comes in contact with the fistula. The continuance of the catheter 
in the urethra is extremely painful to many patients, and does harm by keeping up 
the irritation ; experience also shows that fistula of the wrethra, when the latter has 
attained its natural size, heals without the in-lying of the catheter. As, however, ex- 
perience declares as well for the contrary, so if the internal fistulous opening be a small 
one, the introduction of the catheter be very painful for the patient, and therefore it is 
impossible that the whole canal of the urethra can be filled by it and the ure com- 
pletely withdrawn from the fistula, the introduction of the catheter must be given up. 
On the other hand, under opposite circumstances, and if it be observed that the cure of 
the internal fistulous orifice give rise to a narrowing of the urethra, the introduction of 
an elastic catheter may and should be attempted. Only in fistula arising from ulcera- 
tion of the urethra without stricture, (par. 946,) is the use of the bougie and catheter 
doubtful, as they only increase the disposition to ulceration, and the local as well as the 
general irritation. Corresponding remedies must be employed internally to the con- 
stitutional powers. aes ; 

[ As the cause of the continuance of perinzeal fistula is the dribbling of the urine through 
it in consequence of the contraction of the urethra, in front of the aperture by which it 
escapes by that canal, “to cure the fistula, you must,” as Brop1iE observes, “ remove 
the contraction, restoring the wrethra to its natural diameter. In a case of fistula after 
gonorrhea, this is easily accomplished. A few introductions of a bougie will probably 
be sufficient to dilate the urethra, and make the fistula heal. In cases of jistula in 
perineo, connected with chronic stricture of the urethra, the treatment is just the same. 
All you have to do, is to cure the stricture, and in nineteen cases out of twenty, by the 
time that is fully dilated, the fistula is healed. It is more easy for the urine to pass 
along the natural passage, if it be of its proper diameter, than it is for it to pass through 
the oblique passage of the fistula. The fistula has generally a kind of valvular opening 
in the urethra, into which the urine does not easily flow; and when you have dilated 
the stricture in front of the fistula, the urine having a free passage in that direction, 
ceases to flow in the other.” (p. 487.)] 

965. When, although the wrethra has acquired its usual size, the heal- 
ing of the fistula does not take place, and this depends on the callous or 


other condition of the fistula, together with the pus and urine escaping by 


(a) Bett, Bensamuy, System of Surgery, vol. ii. Operationen, vol. iii. pt. ii. p.327.—Coorrr, A., 
_ 240. above cited. 
(b) RicuTerR, Anfangsgriinde, vol. vi. p. 338. (c) Dresauur, Ciuyres Chirurgicales, vol, iii. 


—Zaneo, Darstellung blutiger, heilkunstlerischer _p. 291. 
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the sides of the catheter, and collecting in it, the fistula must be opened 
with a bistoury upon a director introduced into it and connected with the 
groove of a staff passed into the bladder, so that the wound has a funnel- 
like shape, and its point corresponding with the internal opening of the 
fistula. If there be several fistulous passages, each must be divided with 
the director and bistoury. If the internal fistulous opening be very 
callous, it may be scarified, or touched with tinct. lytte. The wound 
may be either gently filled with lint, fastened with sticking-plaster, 
and aT bandage, or merely covered with a sponge soaked in warm 
water. ‘The wound fills from the bottom by granulations, the scarring of 
which may be promoted by touching with lunar caustic. 


[The continued in-lying of a gum elastic or silver catheter in the urethra, after the 
complete dilatation of the stricture has been effected, does not always lead to the healing 
perineal fistula, for however completely emptied the bladder may be kept, a little urine 
will always flow by the side of the catheter, and dribbling through the fistulous passage, 
keep it open. But another circumstance also takes place, more especially I think I 
have remarked it, when a silver catheter has been kept in, and which, as BropreE has 
well observed, depends on “ the catheter acting like a seton, inducing inflammation and 
suppuration of the mucous membrane of the bladder; and some of the pus which is 
secreted passes through the fistula and keeps it open just as much as it would keep open 
by the urine itself In some cases,” he continues, “ I have adopted the following method : 
I have made the patient draw off the water with a catheter three times a day, so that he 
should never make water except through the catheter, and thus that the urine should be 
altogether prevented from finding its way into the fistula. This is a better mode of 
treatment than the constant retention of a gum catheter in the bladder; and yet it will 
sometimes fail.” (p. 488.) 

In cases where a perineal fistula is slow in healing, Brop1rz says, he has with some 
success, “endeavoured to stimulate the bottom of the fistula, so as to make that heal, 
whilst he took measures to prevent the orifice from healing prematurely. This was 
effected in the following manner: he melted a little nitrate of silver in a spoon of platina, 
and dipped the end of a probe in it; which being repeated two or three times, the end 
of the probe became covered with a varnish of caustic. Thus prepared, he introduced the 
probe quite to the other end of the fistula; and when he had done this, just touched the 
orifice of the fistula very slightly with the caustic potash. The effect of nitrate of 
silver upon a sore surface is not so much to make a slough as to stimulate it to contract, 
granulate, and heal, whereas the effect of caustic potash is, to make a slough and prevent 
healing.” (p. 488.) 

Upon the question, if a fistula exist in the perineum, attended with some little con- 
traction of the urethra, not giving the patient much inconvenience, so that it may not 
much attract his attention, “ Are you to allow him to remain thus because the fistula is 
not very troublesome?” Bropie gives for answer, “ Certainly not; for you do not know 
to what mischief it may ultimately lead. The matter on some occasions may not 
readily escape ; it may burrow and cause sinuses in other directions, and may even do 
still greater mischief. Mr. ViNcENT and myself attended a gentleman who had suffered 
under a fistula in perineo, and which he had neglected for a great many years. At last 
he observed the callosity around it grew bigger and bigger, so that it ultimately ex- 
tended to the scrotum and penis. When we were called to see him we found him with 
a malignant disease, either carcinoma or jungus hematodes, which had clearly had its 
origin in the fistula, and had extended from that to the neighbouring organs. The 
patient ultimately died in great distress and misery.” (p. 489.)] 


966. If the narrowing of the urethra be such, that it cannot be got rid 
of in a space of time in which, by the reaction of the fistula upon the 
whole constitution, life is to be feared for, there remains nothing else than 
to introduce a staff into the wrethra, down to the seat of stricture, which 
is to be held by an assistant. A director is then passed through the fistula 
into the internal opening, and the fistulous passage divided on it to the 
stricture, and this towards the staff. But if the fistula do not lead to the 
stricture, all the soft parts in the direction of the point of the staff must 
be cut into, and the staff thrust forwards into the bladder, into which an 
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elastic catheter may then be passed. If the wrethra at the seat of stricture 
be completely closed and degenerated, a staff must be, as in the former 
case, introduced down to the stricture, and laid bare by a proper cut 
through all the covering parts, the hardened part of the urethra must be 
taken hold of with the forceps, and cut out with the knife or scissors, 
after which an elastic catheter is to be introduced through the urethra 
into the bladder, and properly fastened. The wound is either to be lightly 
filled with lint, or covered with a wet sponge. This operation is always 
difficult and dangerous ; considerable bleeding, violent inflammation, and 
wasting suppuration and the like, may be its consequences. But it is 
certainly very rarely necessary, as with proper attention and perseve- 
rance, the most considerable stricture may be overcome, and by proper 
division of the fistulous passages, the obstacles preventing the cure may 
be removed. 


[The operation of dividing the stricture, when it has become so tight that the urine 
will not pass by it, but only by the fistulous opening, is not, or ought not, to be attended 
with either difficulty or danger, but should never be undertaken without the Surgeon 
is well acquainted with the anatomy of the parts. It differs in no respect from the 
operation in the perineum performed constantly, for cases of retention of urine from 
stricture, and which if there be either no extravasation of urine or but little, rarely do 
otherwise than well, and both retention and stricture are at once relieved. When 
there is perinzal fistula, there is more difficulty in the operation than in simple stricture, 
because the neighbouring parts are always thickened, and their natural character greatly 
altered; and also after the stricture has been divided, and a large catheter introduced 
into the bladder, the sides of the fistula having acquired a mucous-membranous-like 
character, are little disposed to heal unless their surface be destroyed and new granula- 
tions encouraged. . 

The operation is best performed by introducing the catheter down to the stricture, and 
then finding its point by cutting straight through the raphe, till the catheter point is 
exposed, which is to be the guide for the subsequent part of the operation. It is very 
advisable that the external wound should be free; a large clean cut wound heals almost 
as readily as a small one, and it is preferable, not only as giving the operator more 
- room to act upon the part specially to be acted on, but also is less likely to slough, be- 
cause the tearing and pulling commonly necessary with a small wound to make room, 
which cannot even then be obtained, almost invariably produces sloughing. When the 
point of the catheter has been found, the dissection is to be prosecuted backwards in the 
track of the urethra, and from time to time the wound must be examined with a director 
or a female catheter, of which the point should be directed backwards and upwards, the 
patient being at the same time desired to force, so that the flow of urine may direct to 
the aperture in the urethra. It is also very good practice to introduce the finger into 
the rectum, so as to prevent the director or catheter being thrust into the rectum or be- 
tween the bladder and pubes, which I have known done, and produce very serious 
consequences. With patience and tenderness the under end of the urethra may be 
generally found, and the catheter from the upper part of the urethra must be pushed 
through it into the bladder, and there left. I do not approve of cutting away the 
hardened part of the urethra, as recommended by CHELIUS, as it is quite needless, for 
the inflammation and suppuration, if not even the slight sloughing which may ensue, 
will remove this without further trouble, whilst cutting away the urethra is more likely 
to do harm than good, by increasing the cavity to be filled up, and consequently affording 
more opportunity for burrowing of pus. If the fistula have been of long standing, it 
may be necessary to brush its surface over with caustic, to destroy its mucous character. 


iS Ee| 

967. In a fistula of the urethra or bladder, communicating with the 
rectum, (Fistula recto-urethralis et vesicalis,) and consequent on wound, 
as in cutting for the stone, puncturing the bladder through the rectum, 
in rough catheterism, or long continued in-lying of a catheter in the 
bladder, from foreign bodies in the rectum, or from suppuration, especially 
in old persons, and the like, the urine mostly escapes by the rectum, 
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which causes inflammation and excoriation, and an evil reaction upon the 
general constitution ; or on going to stool, some thin fecal matter, often 
only wind or apple or grape-stones, even cherry-stones, which I have 
noticed in one case, pass through the urethra. If the fistulous opening be 
neither large, nor of long standing, and the constitution of the patient not 
bad, nor himself old, it may be hoped that by the continued in-lying of an 
elastic catheter unstoppled and properly fastened, by placing the patient on 
his side with his buttocks raised, by constantly emptying and cleansing the 
rectum with clysters, by observation of great quiet and a strengthening 
regimen, the closure of the fistula may be effected. This, however, 
rarely happens, specially in old persons. If this fistula result from wound of 
the rectum in cutting for the stone, so is its division from the point of injury 
to the end of the rectum, its most proper treatment (1). DuruyrrEn (a) 
has in recto-vesical fistula effected complete cure, or at least considerable 
improvement, by applying the actual cautery and caustic remedies; in 
which he introduces his speculum ani (a metallic ring) well oiled into 
the rectum, seeks for the seat of fistula, and then introduces the cautery 
into the fistula, even to the bladder.. The lunar caustic is to be used in 
the same way. After forty-eight hours, the cauterization is to be repeated. 
In the interim, attention must be paid to the removal of the urine and 
feecal matter by cooling diet, by the careful use of soothing clysters, and 
by the introduction of an elastic catheter into the bladder. Five or six 
cauterizations are often sufficient to improve the ailment, so that the 
escape of the urine ismuch diminished. The application of caustic may be 
avoided by cutting the sphincter muscles on one or both sides (JAEGER. ) 


(1) Desavit and DupuyTren have employed this mode of treatment with good result. 
ZANG (6) considers it preferable to the division of the gut; I have not however, seen 
any cure result from it. I have seen a case in which, after the operation for the stone by 
another Surgeon, the fistula withstood this treatment with the in-lying of the catheter, 
but after a year and a-half, healed of itself. 

In a recto-urethral fistula Asttey Cooprr (c) made a cut upon a staff introduced into 
the bladder on the left side of the raphe till he felt the bulb, then thrust a double-edged 
knife into the perineum, between the prostate and rectum, so as to divide the fistulous 
opening, between it and the urethra. 

[I have once operated for recto-vesical fistula with considerable benefit to the patient, 
and I think, had he allowed the treatment to have been persisted in, that he would have 
been perfectly cured. The object of my operation was, by dividing the m. sphincter ani 
from the fistula into the perineum to produce perinzal fistula, which would be much 
more easily managed; and I had hoped that the circular fibres of the rectum above the 
divided sphincter would assume the function of a sphincter, and thus retain the stools. 
How far I succeeded the following recital will show; and I have been induced to give 
it at length, as it well shows the distressing circumstances attendant on cases of this 
kind. 

Case.—S. B., aged 32 years, a labourer, of temperate habits and healthy, but very 
excitable, and subject to occasional attacks of dyspepsia, was admitted into Isaac’s Ward 
Oct. 3, 1837. Seventeen years before he was cut for the stone by the lateral operation, 
and the rectum wounded in cutting into the staff. This did not seem to interfere much 
with his recovery, as a fortnight after the operation he was sitting up in a chair and 
able to help himself at a pump, but in doing this he found his trowsers wetted by the 
flow of urine through the rectum. When he got sufficiently well to move about, he 
could never pass his water, whilst in the upright posture, without wetting himself, as 
the urine passed more freely by the rectum than by the urethra. Since the operation he 
has never been capable of retaining his urine beyond two hours, more commonly for 
not more than one, and occasionally for a still shorter period. At times all the water 
is voided by the anus, and not more than a drop or two by the urethra. LEetween five 


(a) Ammon Parallele der franzisischen und (b) Above cited, vol. iii. pt. ii. p. 230. 
deutschen Chirurgie. Leipz., 1823, p. 111. (c) Above cited. 
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and six months after the operation he first observed feeculent matter in small quantities 
to pass from the urethra, whilst attempting to make water in the erect posture, and at 
the same time pressing on the anus to prevent the escape of the urine through it. Ordi- 
narily, when he is costive, the motions pass in small bits from the anus, and small 
pieces about the size of peas, and occasionally longer, on an average, about a tea- 
spoonful, are daily voided by the urethra ; but this rarely continues for more than a day 
or a day and a-half at a time. Ever since the operation he has been much troubled with 
wind, of which night and morning he passes considerable quantity, which, collecting in 
the bulb, produces great pain till voided by the urethra. He always passes much 
mucus by the rectum, and sometimes also from the penis. Occasionally after connexion, 
he has observed a little moisture about the anus, with the usual sensation of water pass- 
ing by it. The fistulous opening is sometimes sore, especially when the bowels are 
much relaxed, and then stools and urine mixed pass like pease soup from the urethra. 
About four times within the last eleven years there seems to have been a gathering for 
about a fortnight, during which no wind passed by the urethra, and he suffered great 
pain till the wind again escaped. This was soon followed by blood and pus, after which 
he got better, and went about as usual. He now never leaves his bed without it being 
wet, the urine having flowed unwittingly through the anus, as he supposes; and, in 
making water, he is obliged to sit on a chamber-pot, to avoid the inconvenience of the 
water streaming down upon him. Oecasionally he has heat at the lower part of the 
rectum, hardly amounting to scalding, and he thinks that in the last four years the 
quantity of stool passed by the urethra has increased. When a catheter is introduced 
through the penis, the point passes directly into the rectum by a narrow slit, about an 
inch and a-half long, immediately above the m. sphincter ani, unless by the finger pre- 
viously placed in the gut, the tip of the instrument be lifted up and prevented entering. 
On consulting with my friend GREEN, whose patient he was, it was determined that I 
should perform the following operation, on 

Nov. 18. Having bound him and placed him on the table, in the same posture as 
that for the lateral operation for stone, the forefinger was introduced by the rectum into 
the fistulous orifice above the sphincter, but its tip only could penetrate into the cavity 
of the bladder, after passing for about an inch seemingly along the opened under-surface 
of the prostate part of the urethra. A staff was then passed by the penis, and its tip 
having been tilted by the finger into the bladder, was held as in the operation for the 
stone. A curved blunt-pointed bistoury was next passed on the finger into the rectum, 
and thence into the fistulous opening till its extremity lodged in the groove of the staff, 
towards which having turned its edge I cut through the sphincter by drawing the knife 
to the perineum, and then removing the staff, the finger readily entered the bladder. 
For the purpose of obtaining a complete view of the fistulous opening, WEtss’s speculum 
vagine was passed into the rectum, and the aperture was then found to be an inch long, 
and half an inch wide, with a rounded and very thin edge; but it was requisite to 
continue the opening of the wrethra still more forward into the perineum, before the 
fistulous opening was sufficiently exposed to permit the paring of its edge. I first, 
however, separated each side of the wound in the rectum, from its connexions with the 
neighbouring parts, which on the left side, where the cut in the former operation had 
been made, was of a gristly hardness. The bleeding from these edges was free, a vessel 
or two required tying, but they continued oozing freely, and were only checked by 
repeated bathing with cold water. ‘The upper part of the fistulous aperture was then 
seized with LisrRaNc’s tentacles, drawn down, and about half an inch of it cut off, 
which was followed by free bleeding, probably from the veins at the neck of the bladder. 
The sides of the upper part of this wound were then brought together with a single 
interrupted suture, so as to shut off the communication between the bladder and rectum ; 
but the lower part was left alone, the object being to endeavour to establish a fistulous 
opening in the perineum as the most likely mode of closing that between the rectum 
and bladder, and to render this more likely, the wound in the perineum was continued 
forward till the wrethra was opened as far as its passage through the triangular ligament 
of the pubes. A female catheter was then passed by this opening into the bladder, but 
as bleeding continued after he was put to bed, it was withdrawn, and having a collar of 
sponge wrapped round, it was replaced, in hope that the swelling of the sponge would 
compress the bleeding vessels. 

About six hours after the operation, he voided by the catheter some very bloody 
urine, soon after felt sick and faint, and almost immediately had two gushes of clotted 
blood, (about half-a-pint,) accompanied with air from the rectum. He complained of 
much pain in the loins, and of being distended with wind. As I thought the swollen 
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sponge might have prevented the escape of the air as well also of the blood, and might 
perhaps be exciting the disposition to bleed, I removed it, and directed that the plug 
should be removed from the catheter hourly and the water drawn off. 

He went on tolerably well except being teased with flatulence and a tiresome cough. 
On the third day the wound began to discharge; he has been passing plenty of clear 
urine by the catheter, often accompanied with air; but on the day following some was 
noticed to pass by its side, especially whenever he coughed. On the jifth day a small 
portion of hard stool was passed, whilst he was emptying his bladder, and a considerable 
quantity of fluid motion was on the sheet. This was the first relief after the operation, 
for although he had taken a little confection of senna with the view of expelling the 
wind, it was thought advisable to keep the bowels as quiet as possible. On the seventh 
day he was going on well, still passed air with his urine, but in less quantity. An in- 
jection was given this evening to clear the lower bowel, but it had not any result. One 
ligature came away. On the following evening he had a plentiful solid motion which 
gave him much pain; his cough having become very troublesome, syrup of poppies 
and mucilage were ordered. On the ninth day the catheter was removed, and having 
been replaced with ashorter one, four ounces of urine were evacuated without any air, 
but afterwards both were again passed as usual. On the twelfth day he felt much 
forcing pain as if the bowels were loaded, though he had a good motion last night, and 
he has twice this morning passed some stool as well as air by the catheter. In the 
afternoon the bowels were freely moved, after which no more motion passed by the in- 
strument. On the seventeenth day a fresh catheter was introduced ; and on the twentieth 
he complained of much irritation in the perineum, which when examined appeared to 
depend on the shoulder of the catheter having caused a little ulceration in the cleft of 
the buttocks. As regards the parts operated on, the external wound is healing fast, but 
the fistulous opening does not seem much altered. The catheter was removed, and an 
elastic male catheter passed by the penis to encourage the healing of the perineal 
wound. This did not answer the purpose so far as the relief of the bladder was 
concerned; for the urine did not pass through it, but some by its side, through the 
urethra, the greater quantity however escaped by the rectum. On the evening of 
the twenty-second day, not a drop of urine having passed through the catheter, the 
dresser thinking it might be stopped up, and that there might be retention, withdrew it, 
and introduced a silver catheter ; but very little water having been obtained, he replaced 
the elastic catheter, through which, since the urine flowed freely, and on the twenty- 
Jourth only passed into the rectum whilst he evacuated his bowels. On the twenty- 
ninth day his bowels having become loose, the catheter began to slip into the rectum, and 
have stool pass by it. This continuing for several days, the catheter was entirely re- 
moved, after which he began to pass about a table-spoonful of urine, at each watering, by 
the penis, but the greater part escaped by the rectum. For the first two hours after 
taking drink, he was making water every two hours, but after that time much less 
frequently. After two months he began to get up; he now retains his water for an hour 
and a half or two hours, but voids it both ways. Four days after the water was held 
for a longer time, did not pass off as he walked about, but after sitting it oozed from 
the anus when he got up. He still continued slowly and steadily mending, the quantity 
passed by the urethra being equal to that from the rectum. In the thirteenth week [ 
examined the parts with a speculum ; the fistulous opening is about three-eighths of an 
inch in extent, its edges perfectly scarred and puckered. For the purpose of inducing 
contraction, lunar caustic was freely applied. During the following week more urine 
passed by the urethra, and the edges of the wound were again touched with the caustic. 
Subsequently, at intervals of about a week, the edge of the aperture was continually 
touched with the nitrate of silver, and at the end of six months, when I again examined 
the rectum, the fistulous orifice had diminished to the size of a large goose-quill, but he 
still passed water by it, though varying in quantity. Soon after he left the house much 
relieved, but not cured by the operation, and I have since lost sight of him.—J. F.8.] 


968. Vesico-vaginal Fistula (Fistula vesico-vaginalis) is almost always 
the consequence of inflammation and sloughing of the vagina in difficult 
Jabour with the head long wedged, or of instrumental delivery, in which 
the fistula may be produced in from twelve hours to fourteen days after 
the separation of the slough; more rarely it occurs from injury of the 
front wall of the vagina and of the bladder, by instruments or sharp bones 
in opening the head; from operations, as lithotomy and puncture of the 
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bladder by the vagina, from ulceration of the bladder by the continual 
pressure of a catheter, or of a rough angular stone, from ulceration of 
a mucous bag, (DirrrenBacu,) and the like. The fistulous opening there- 
fore mostly depends on loss of substance. Theginconveniences are very 
great ; the vagina, nymphe, labia, and the inside of the thighs, are con- 
siderably inflamed, excoriated, studded with pustular eruption, burn and 
smart from the urine escaping by the fistula and the vagina. Often a stony 
mass collects between the dubia and nymphe, and excites much pain; on 
account of the patient’s continual wetting and the soaking of her clothes, 
her position and so on, a very offensive smell spreads about, which cannot 
be avoided by any precaution, or by the most exceeding cleanliness, renders 
her neighbourhood, in the highest degree troublesome and unbearable, and 
banishes her to the most painful isolation. ‘The bladder gradually loses 
its capacity, and the wrethra becomes narrow. 

969. The dragnosis of the fistula is always easy, on account of the 
mode of its origin and the symptoms mentioned, and is most distinctly 
determined by examination. If the forefinger be introduced into the 
vagina, a very large opening is most commonly found in the middle of its 
front wall, from the size of a bean to two inches and more, the direction 
of which is mostly transverse, rarely vertical; but of the latter at least I 
have never seen an instance. According to the different size of this open- 
ing it may be felt merely with the finger, or seen on examination with the 
speculum vagine, or it may be penetrated by the forefinger, or by several 
fingers into the bladder. With so large an opening it is usual for the fore 
part of the bladder to protrude as a reddish bladder-like swelling into 
the vagina or between the labia. The aperture is situated for the most 
part an inch above the orifice of the urethra, but it may be higher or 
lower ; it may correspond to the urethra, in which case the urine will be 
passed voluntarily, and escape only in part by the fistula. Stones may 
escape by the fistula, and incrustations form upon the internal surface of 
the bladder, (JAEGER,) as well also as in the vagina. The canal of the 
vagina above the fistula may be natural, or, as I have often found it, nar- 
rowed by adhesions in various ways, and even entirely closed; the neck 
of the womb is often drawn awry, nearly destroyed, and the mouth of the 
womb itself grown together. 

970. The prognosis in vagino-vesical fistula is always very unfavour- 
able, inasmuch as the continual wetting of the fistulous edges with urine 
prevent it closing; this, however, must always be attempted, especially 
when the opening depends on considerable loss of substance. Although 
of late the numerous attempts to cure these fistulas have presented only 
some successful cases, yet in the very sad condition in which the patient is 
placed by this fistula, and in the inadequacy of palliative remedies by means 
of receptacles for the urine, and so on, the further perfection of this treat- 
ment is to be considered as most highly important and to be desired. 


The various urinary receptacles which have been proposed by Dzonpt, as well as the 
obturators of Barnes, ScamirT, BurcHarp, Earue, and Ducés, by means of sponge 
and elastic flasks, by cylindrical or other shaped pessaries, or by means of a piece of 
gut filled with air, are either of no effect or improve the condition of the patient very 
little. I have only once succeeded by the aid of an elastic bottle, upon which a sponge 
was fastened to retain the urine, so that in standing or walking it did not escape, and 
could be voluntarily discharged. 


971. The cure of vagino-vesical fistulas has been attempted in various 
ways :—Ist, By drawing off the urine, and compression of the fistula ; 
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2nd, by cauterization ; 3rd, by stitching ; 4th, by the uniting apparatus ; 
and 5th, by transplanting skin. 

972. For drawing off the urine, a sufficiently large elastic catheter should, 
according to Drsautt (a), be introduced into the bladder, fixed to an 
apparatus resembling a truss by means of a movable silver plate, provided 
with an aperture for the removal of the catheter; and to bring together 
the edges of the fistula, a tent of linen, or a sort of elove-finger stuffed 
with lint and smeared over with resin or wax; or a bottle of elastic 
resin, on the front of which a thin piece of sponge is sown, dipped in oil, 
and the sponge smeared with cerat. calam. (Barnes) (5); or a sponge, 
(GuTHRIE,) or an elastic oval pessary, (RoeyetTa,) or a hollow resinous 
cylinder, (Cox,) introduced into the vagina, Which it fills up, but does 
not stretch. During this treatment the patient must avoid lying on 
her back; and the cure is rarely effected before six or twelve months. 
Although by this method several successful results have been obtained (ec), 
in most cases it does not succeed, especially if the fistula be old, callous, 
and round; by the frequent removal of the plugs from the vagina the 
cure is always disturbed, and the length of time it requires, in many cases 
cannot be borne. Jakaur doubts the cures of old fistulas by this treat- 
ment, as mentioned by Drsautr. 


973, On the failure of this treatment, for the purpose of effecting the 
cure most effectually, and in the shortest time, the cauterization of the 
edges of the fistula with caustic or with the actual cautery has been practised, 
in order by the inflammatory swelling, suppuration, and granulation, to 
effect its diminution and gradual closing. DuruyTren (d) introduces his 
speculum, open above, into the vagina, with its aperture upwards, and then 
with a hot iron, or with a piece of nitrate of silver or caustic attached 
to a thin rod, touches the orifice of the fistula for a minute, after which 
lukewarm water is to be injected. Often a similar application is necessary 
in from five to eight days. The position of the fistula may be illuminated 
by a candle held before it (e). Lantuemanp (f/f) first takes an impression 
of the fistula with modelling-wax, for the purpose of fully understanding 
the extent of the opening, and its distance from the entrance of the 
vagina. Afterwards he carefully touches the edges of the fistula with 
nitrate of silver, by means of a caustic-bearer fixed on a ring, and thus | 
produces a sufficient degree of inflammation. When the slough is thrown off, 
and the edges of the fistula have become red, swollen, and suppurating, he 
introduces his connecting catheter, (sonde-airigne,) which draws off the 
urine from the bladder, and at the same time holds hooks, which are fixed 
in the hind edge of the fistula, whereby the two fistulous edges are 
brought together and kept in contact. If one application of the instru- 
ment be not sufficient, it must be repeated. The changed condition of the 
fistulous opening, and its progressive scarring, is ascertained by the re- 
peated application of the modelling-wax. Cauterization can specially 
have only a satisfactory result when the fistula is small and surrounded 


(a) Above cited. (e) SasatireR, Médecine Opératoire. Nouv. 
(b) Case of the successful treatment of Incon- Edit., vol. i. p. 49. 
tinence of Urine, consequent to sloughing or ulce- (f) Reflexion sur le Traitement des Fistules 
ration of the bladder from injury during labour; Vesico-vaginales, nouveaux moyens d’union ap- 
in Med.-Chir. Trans., vol. vi. p- 982. plicables a celles dans lesquelles la perte de sub- 
(c) Desautt, Barnes, Youna, GuTuRiEz, (Edin- stance est considérable; in Archives générales de 


burgh Medical and Surgical Journal, 1824, April,) | Medecine, April, 1825, p. 481, pl. i—Frorrep’s © 
BReETSCHLER and others, Notizen, No. 232, p. 186.—Chirurgische Kupfer- 
(d) Ammon, above cited, p. 114. tafeln, pl. clv. 
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with much hardness, and especially, according to DIEFFENBACH, if it be 
high up in the vagina, where the suture is inapplicable, and the neck of: 
the womb participating in the burning, and thereby swelling, assists the 
union. 

SANSON describes a peculiar apparatus for illuminating the vagina after the introduc- 
tion of the speculum. 

DupuyTren has also a connecting catheter, projecting wings on both sides instead of 
hooks. Nacetn’s and Lauerer’s connecting forceps. 

974. Sewing up the vesico-vaginal fistula, after having previously 
refreshed its edges according to the proposal of RoonnuysEN (a), as 
practised by Farro (6) and VoELTER (c), but not since thought of, and in 
which NAEGELE (d) proposed different modes of proceeding, SCHREGER (e) 
followed out successfully, has been frequently of late, and with various 
modifications, performed, but rarely with success. WurTzer ( J) has had 
the greatest success, (of eighteen operated on, three were radically cured 
and the rest improved,) who, by the careful and precise detail of his 
observations and trouble, accompanied with rare perseverance, has import- 
antly contributed to perfecting the operation, and, by the addition of para- 
centesis vesice, in order more completely to draw off the urine, has 
advanced considerably farther than his predecessors. The performance 
of the operation for vesico-vaginal fistula is always difficult, and may be 
even dangerous, from severe inflammation of the bladder and peritoneum. 
The difficulty of the operation is increased by the high situation of the 
fistula and by the narrowness of the vagina; so also the improbability of 
its success is in large openings with thin edges, with the whites, with the 
urine not properly drawn off, and in a bad constitutioned patient. If 
there be adhesions of the vagina these must be first divided, and any 
incrustations in the vagina or bladder removed. If the patient still men- 
struate, the operation must be undertaken two days after it has ceased. 
The intestinal canal must be cleansed by purging or clysters. According 
to WurzeR, the operation is only to be undertaken in fine weather. 

975. The patient should be placed on her belly upon a table covered with 
a mattress, so that she may kneel near its edge, with her head and chest 
bent forwards, and supported with small bolsters. The operator sits between 
the patient’s thighs, upon a seat of proper height, so that his arms should 
not soon tire. ‘To widen the vagina and render it sufficiently open, a 
blind hook should be introduced into it, and the perineum raised with it, by 
an assistant. The /abia, together with the sides of the vagina, are to be 
drawn outwards by other assistants, standing on either side, either with the 
fingers alone properly applied, or with slightly bent hooks. 

The position of the patient on her belly is much preferable to that on the back, (as in 
the operation for the stone,) which has been recommended by most persons, as the per- 
formance of the operation is rendered considerably easier, although for the patient it is 
more irksome than on the back. The widening of the vagina with a speculum in the 
way proposed, is also preferable. (WUTZER.) 

976. According to WurTzErR’s method for refreshing the edges of the 
fistula, the most conveniently situated part should be seized with a long- 


(a) Heebkonstige Anmerkingen. Amst, 1663. (¢) Annalen des chirurg. Klinikums auf der 
(b) Helvetisch-verniinftige Wehmutter. Basle, Universitat zu Erlangen. Erlangen, 1817, p.78. 
1732. (f) Ueber die Heilung der Blasenschiedenfistel ; 

(c) Neue eréffnete Hebammenschule, Stutt.1722. in Organon fir die gesammt Heilkunde, vol. ii. 

(d) Erfahrungen und Abhandlungen aus dem pt. iv.— F. Birrennsacn, Dissert. de_variis 
Gebiete der Krankheiten des weibl. Geschlectes. _fistulee vesico-vaginalis operandi methodis. Bonn., 
Mannheim, 1812, p. 369, vol. i. ii. 1841. 
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stemmed slightly curved sharp hook, and brought into a suitable position ; 
a line is then to be drawn with the point of a fine pointed scalpel around 
the fistulous opening, and from three to four lines distant everywhere 
from it. The portion of the mucous membrane of the vagina between 
the line and the fistulous opening is then to be seized with the hook 
somewhat raised, and gradually removed about the whole extent of the 
opening as thinly as possible, to the breadth of three or four lines, by 
a saw-like motion of the scalpel, and the bleeding which ensues is to be 
checked by the injection of cold water. 

By DirrrEnBacu, the patient is put in the same position as in cutting 
for the stone, a silver catheter is introduced into the bladder and held by an 
assistant, and a two-armed speculum vagine passed, in order to see the 
fistula distinctly. If the fistula be not high up, one of its edges may be 
seized after another, with a'hook, or with a pair of hooked forceps, gently 
drawn down, and removed with a proper bistoury or pair of scissors. If 
the fistula be high up, DirrrenBacu, after introducing Ricorp’s spe- 
culum, passes one pair of hooked forceps into the wall of the vagina, 
above the fistula, and a second pair of hooked forceps beneath it; the 
speculum is then removed, and the vagina gently drawn with double 
hooks, if there be considerable tension, by an assistant, to one side, till the 
edges of the fistula are apparent between the nymphe. About the edges 
little hooks are to be introduced, and both double hooks and one pair of 
forceps removed ; the other pair is held by an assistant, and the little hooks 
by another person. A small scalpel is now thrust through the mucous 
membrane of the vagina and bladder, distant a line from the fiistulous 
aperture, and a strip, a line broad, is to be removed around the opening, 
and the hooks again introduced into the bleeding edges. The edge of 
the bladder is now to be taken hold of with a fine pair of hooked forceps, 
and a portion, two lines wide, removed with the knife, so that the wounded 
surface, which was only one line wide, is now four lines. In small fis- 
tulas, where the separation of the two walls is not possible, a funnel-like 
piece should be removed. 

Hoserr (a) refreshed the edges by touching with lunar caustic. 

Peculiar instruments for refreshing the edges (NA#GELE’s bistoury with a covered 
edge, LALLEMAND’s hook-shaped knife , and so on) are unsuitable and unnecessary. 

977. For uniting the refreshed edges, the twisted, the glover’s, the inter- 
rupted and the running stitch have been proposed, and with different 
modifications employed ; the twisted and the interrupted are most con- 
venient. The latter is easier of application ; soft threads only and not hard 
metallic threads being employed, the threads are easily withdrawn; on the 
other hand the twisted suture renders the union much closer and does not 
allow the urine to percolate so easily ; therefore WurTzeEr prefers it, in a 
quiet intelligent patient, for a narrow vagina and soft fistulous edges. In 
using the twisted suture, the insect-needles should be fresh sharpened and 
pointed, just before the operation, but they must not be too fine. The | 
needle in the needle-holder should be introduced at such an angle as suits 
generally the position of the fistula; its point should not project further 
than necessary. It may be requisite, in order that the movements of the 
needle be not prevented, to grip it with the needle-holder close to the 
head. The tip of the forefinger of the left hand is to be placed near 
the edge of the fistula, and so directed that the entrance of the needle: 


(a) London Medical Journal, 1825, Dec. p. 439. 
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should be as advantageous as possible. In transverse fistula it is best to 
pierce the hinder (upper) lip of the wound first, but in longitudinal fistula 
that next the left side of the pelvis. The left forefinger then presses 
the corresponding lip of the wound against the point of the needle, till it 
pretty well holds it. The other needles are to be introduced in a similar 
way, and the distance between the several needles should be no more 
than two and at farthest three lines asunder. The tying of the threads 
is to be effected with the two forefingers, but if they cannot reach, with 
the forceps. In the application of the interrupted suture, the curved needle, 
properly fastened in the needle-holder, and supported by the left fore- 
finger is to be thrust through both lips of the wound at proper points; for 
which purpose, frequently the edges of the wound must be fixed with a 
sharp hook, as otherwise they easily give way.. As soon as the needle is 
introduced through both lips up to its eye, an assistant frees it by turning 
back the screw of the needle-holder ; the eye and the thread are then to 
be oiled, the holder withdrawn, and the point of the needle seized with the 
forceps, and about eight inches length of thread introduced. Both ends of 
the thread may be advantageously used for arranging the edges of the wound 
whilst applying the other stitches. If several threads have to be intro- 
duced, it is convenient that they should be of different colour, so that they 
may be more easily arranged. The needle threads must be first tied and 
drawn together with the fingers, or if deep, with the forceps. If the first 
tie loosen before the second is drawn together, it must be kept tight with 
forceps by an assistant. The threads must be cut off an inch from the 
knot. In introducing the needle it should be remembered, that the edges of 
the wound are to be taken hold of so far from the needle, that they may 
be penetrated without ever piercing the mucous membrane of the bladder. 
By this treatment the two wounded surfaces are applied to the height of - 
three or four lines, and their free edges at the same time turned inwards 
towards the bladder, permit the urine to come in contact with the seam 
only in the most untoward cases. In this way, according to WuTzER, the 
very difficult separation of the bladder from the wall of the vagina, which 
here and there, from the great thinness of the tissue, must be quite imprac- 
ticable, is superfluous. DirrrenBacu draws with curved needles seven 
threads from the hinder to the front end of the fistula when drawn down, 
of which only one holds the edges of the vagina and the other, those 
of the bladder. ‘The threads which have been passed are to be properly 
tied with the fingers, their ends brought out and fastened in the mons 
Veneris with sticking-plaster. 

The twisted suture is proposed by Na&GELE to be made with curved needles; Roux 
employs the common hare-lip needles; ScuREGER uses the glover’s needles and suture. 
EHRMANN (q@) first introduces on the inner side of the fistula some cross threads, then 
scarifies, and brings it together by tying the threads. K1L1An so introduces the needle 
near the front angle, three lines from the edge, that its convex surface is directed 
towards the operator, pushes it backwards in the direction of the length of the fistula, 
and again passes it out at the same place, draws it out with the forceps, and brings 
back the threads to this side. In this way the threads are introduced on the other side, 
by which the first thread may be employed for drawing down the fistula. The several 
opposite corresponding threads may then be tied. 

The conveyance of the needle with the fingers, or, where necessary, with a needle- 


holder, is preferable to the long stemmed trocar-like needle, from the eye of which the 
ligature is drawn out with a pair of forceps. (NakcELE, LALLEMAND, DEUBER, and 


(a) Répertoire Generale d’Anatomie et de Physiologie Pathologiques, vol. v. pt. ii. p. 172. Frorrep’s 
chirurg. Kupfertaf. ccxxxv. 
302 
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others.) The drawing together of the threads, by passing them through several rosary 
beads, and tying upon them, (ScarEGER,) or with the ligature tyer, is improper. 

For the cases in which, on account of the thinness of the fistulous edges above 
described, the separation of the vagina from the bladder is not possible, DrzrFENBACH 
recommends the running stitch, in which without previously refreshing the edges, a very 
thick thread is carried by a curved needle circularly around the fistula, some lines dis- 
tant from its edge, through the cellular tissue connecting the vagina with the bladder, 
in which the needle must be passed in and out three or four times through the same 
opening ; the thread is then to be firmly tied. (Compare par. 957.) 

978. For the purpose of carrying off the urine with greater certainty from 
the wound thus brought together, puncture of the bladder above the pubes 
should, according to WuTzeEr, be performed. The patient must be removed 
from the position upon her belly to that on her back, and should be allowed 
some rest. She is then to be brought to the edge of the table, the thighs 
raised towards the belly, and after the still remaining urine is drawn off 
with an elastic catheter, the curved tube of the trocar furnished with a 
fishbone-plug, and oiled, is to be introduced through the urethra into the 
bladder ; the round head of the plug is then placed against the front wall 
in the direction towards the arch of the pubes, pressed pretty firmly on the 
hind surface of the lower notch of the synehrondrosis, and there kept 
some time constantly close to the pubic symphysis, raised along it from 
below upwards, till at last it can be felt through the abdominal coverings 
immediately above the pubes, and directly in its middle. The operator 
then firmly retains the tube in his right hand, in the position just men- 
tioned, places the tip of the forefinger and thumb of his left hand on either 
side of the projection artificially made above the pubic symphysis, and 
endeavours so to assist in fixing the extremity of the tube there pressed 
up; an assistant then withdraws the plug, and in its stead introduces a 
curved stilette into the tube, so far upwards till the two handles completely 
meet to each other, and the point of the stilette at the same time pro- 
trudes through the upper opening of the tube. At this important moment 
the operator with his right hand takes hold of the handle of the tube with 
that of the stilette, and with strong pressure thrusts the stilette in a cor- 
responding direction upwards and forwards, through the front of the 
bladder and the wall of the belly. The accompanying tube he takes hold 
of at the same time, with the two fingers of the left hand conveniently 
disposed, keeps it steady, and then allows the stilette to be withdrawn by 
an assistant, who also immediately carefully removes the handle of the 
tube, by gently drawing them apart. The operator now changes both 
hands, draws the tube with his right hand out of the belly till the hinder 
extremity directed by the left hand enters the cavity of the bladder, be- 
tween the orifices of the ureters, which can be ascertained by the careful 
introduction of the oiled tip of the finger into the vagina. For the pur- 
pose of keeping the tube in this position, it must be fixed immovably by 
means of wing screws, in the cleft of a previously well-fitted belly-girdle, 
after which the patient should be carefully conveyed to a bed previously 
prepared, placed on her belly, upon suitably cut out leather cushions, and 
properly buckled in it with suitable straps. In the gap of the bolster and 
beneath the point of the tube a basin should be placed to receive the urine 
flowing from it. 

For the arrangement of the trocar and bed, see WuTzeEr, above cited, pl. iv. and v. 


979. The after-treatment must have special reference to the prevention 
of inflammation. According to DirrrenBacu, besides rest and antiphlo- 
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gistic diet, injections of cold water every half-hour, with a large syringe, 
through the catheter lying in the bladder should be made, and by an 
esophagus tube into the vagina; cold applications on the region of the 
pubes, and according to the state of the constitution, blood-letting ; if pain 
come on, leeches to the region of the bladder, and even in the vagina; 
emulsions with agua lawro-cerasi and castor oil, with mucilaginous drinks. 
About the sixth day the ligatures are to be carefully removed with forceps 
and long scissors, and injections made with lukewarm chamomile tea. If 
the union succeed and there remain only a little opening in place of the 
early cleft, or one of the needle-holes, we must endeavour to close it, 
by touching with tincture of cantharides, and the like, or by the loop 
suture. According to Wurzer, the symptoms of inflammation coming on 
moderately, may be opposed by frequently drinking cold water, and careful 
injections. In more careful examination of the patient, together with the 
application of leeches, some doses of calomel, rubbing in gray mercurial 
ointment on the insides of the thighs, and the frequent introduction of 
small pieces of ice into the vagina may be sufficient against severe inflam- 
matory symptoms. The latter remedy employed with a cautious hand, 
will be especially advantageous and diminish the still burning pain. In 
increased inflammatory symptoms, blood-letting, calomel followed with 
infusion of senna, and injections of luke-warm oil into the rectum are to 
be employed. When, however, there is no danger of threatening symp- 
toms, constipation for four or five days is rather desirable, and if there be 
disposition to diarrhea, it must be checked with opium. If the puncture 
of the bladder have not been made, or if the tube have again slipped from 
the bladder, a thin elastic catheter must be introduced through the urethra 
every hour or two, or even oftener, with frequent pressure to discharge 
the urine; WuTzeEr considers it most advantageous when the patient her- 
self can do this; but if not, the introduction of the catheter must be care- 
fully performed by an assistant ; and only when neither is possible, should 
the catheter be allowed to remain permanently. When, however, not 
merely the disposition to inflammation of the bladder is much increased, 
but also, by the continued irritation, the mucous secretion in the bladder 
is so great, that particularly after the third day, the catheter is frequently 
stopped, against which injections are not sufficient, this-instrument must 
often be changed. The sutures should be first examined three days after 
the operation ; if about this time a needle or a thread be near cutting 
through it, must be removed. After the third day, the examination must 
be made daily, that according as suppuration comes on, the several threads 
or needles may be removed. In successful cases the scar acquires the 
desired strength in four days. After the removal of the threads or need]s 
injections only of lukewarm water or of weak lead wash should be used. 
980. The cure of vesico-vaginal fistula by transplantation, was first 
attempted by JOBERT, in a case where previously two attempts with suture 
had failed. By means of Musrvux’s forceps or a hook, he drew down the 
hinder edge of the transverse fistulous opening, pared it, and then did the 
same with the front edge. He next separated an oval piece of skin from the 
mucous membrane of the right labiwm, so that the flap at the edge of the 
vaginal aperture formed, by closing the cut, a neck of four lines broad. 
With a female catheter, he introduced a loop of thread through the urethra, 
up to the fistulous orifice in the vagina, and drew the one end of the loop 
out of the vagina, and the other by the catheter, out of the urethra. The 
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* turned back flap was so folded, that its mucous surface touched itself, and 
through its double edge the end of the thread hanging out of the vagina 
was passed spirally with a needle twice, and so a plug of flesh formed with 
araw surface, By drawing the end of the thread hanging from the urethra, 
the fleshy plug was pulled between the fistulous edges and properly pressed 
up with the finger. An assistant continued to draw the urethral end of 
the loop, whilst the operator, after refreshing, drew a thread forwards which 
had been introduced into the upper edge of the fistula, for the purpose 
of bringing it into contact with the flap of flesh. An elastic catheter 
was then introduced into the bladder, the ends of the thread fastened to a 
T bandage, (or with sticking plaster on the thigh, ) and the wound covered 
with agaric. The patient was benefited, but not cured. 

In another case, in which the transplantation was made from the labium, hair subse- 
quently grew upon it, which excited inflation of the mucous membrane of the vagina, 
and obstructed coitus. 

Subsequently JoperT made the flap from the fold between the thigh and buttock ; 
after ten or eleven days the patient could pass her water without the catheter, in the 
usual manner. After four or five weeks the flap was cut through, an inch from its 
base, whereupon it became black, which however it ceased to be, after throwing off a 
small slough. After two months the successful result is no longer to be doubted. For 
similar experiments on transplantation see WUTZER, above cited. 


981. DiEFFENBACH endeavoured to close large fistulas by drawing the 
mucous membrane together. Without introducing a speculum, and after 
having returned the wall of the bladder through the fistula, and having 
introduced a sponge into the cleft, to prevent its reprotrusion, he seized one 
edge of the opening with the hook-forceps, drew it towards him, and sup- 
porting it with another hook, cut off a narrow slip from the edge, and also 
cut off the edge of the bladder, some lines distant from the edge of the 
vagina. He then, by means of his own palate-needles, carried two leaden 
threads through the edges of the vagina, without including the bladder, 
and drew them together till there was considerable tension, upon which he 
thrust the knife in upon the posterior and lateral part of the vagina, and 
drew it down ina straight line to the nympha, and then treated the oppo- 
site side in the same way, so that the breadth of the thus isolated part of 
the vagina was about a fourth of its whole width. In making this cut 
the finger was introduced into the rectum to prevent injuring it, and to 
make the cut sufficiently long and deep. The leaden thread being then 
drawn tighter till great tension was again produced; the edge was drawn 
forward with a hook, or with hook-forceps, and the cellular tissue con- 
necting the vagina to the pelvis cut through with scissors or a knife, first 
on one and then on the other side, but without coming too near to the 
bladder. By continuously drawing the leaden threads, the edges were 
loosely brought together, so that no further tearing apart was to be feared, 
and the edges of the wound were united with the interrupted suture, made 
with a curved needle, and when the hindmost stitch could not be made 
with the hand alone, it was made with a needle-holder. When the whole 
cleft was closed the leaden threads were drawn close together, and cut off 
so that only two turns remained. A catheter with large openings on 
the sides was introduced, and the after-treatment conducted as above 
described. 

In moderately large fistulas, when a small neighbouring fold of the bladder lies in 


the opening, and has already become adherent, DierrFENBACH recommends that the 
edges should be inflamed, by frequently touching with tinct. lytte, and that the mem- 
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brane of the bladder should be drawn with a fine hook into the opening. If at last it 
unite to the edge, its surface should be touched with lunar caustic, to render it more 
tough and hard. 

There is still to be mentioned Vrpat’s proposal of, in complete destruction of the 
vagina and wall of the bladder, bringing together the labia, having first pared them ; 
after which care must be taken, by frequent introduction of the catheter, and, in men- 
struation, by injection, for clearing the urine and blood from the vagina. To the same 
purpose is Horner’s proposal (a) of drawing down the uterus into the vagina, and so 
to fasten its front that it may supply the loss of the bladder or its neck. ; 


[Among the various plans of treating vesico-vaginal fistula, may be mentioned that 
of introducing a small Indian rubber bag into the bladder proposed by Dr. Kerru of 
eee (6), in consequenceof the following very remarkable case which came under 

is care. 

Case.—J. S., aged thirty years, was admitted into the Aberdeen Infirmary, com- 
plaining of constant pain in the region of the bladder, and constant distillation of 
urine from the vagina. She was delivered in 1831 by the forceps, and fourteen days 
afterwards the urine came away through an artificial opening in the vagina. This con- 
tinued for seven or eight years, when she plugged the opening with a pint-bottle cork, 
and for a time succeeded, and she enjoyed comparative comfort till the cork slipped into 
the bladder, and was followed by the usual symptoms of stone. For a time the urine 
flowed again through the fistulous opening, but as the spmptoms of stone became aggra- 
vated she regained the power of retaining her water, and this so entirely before the 
close of the year that she then passed the whole of her urine by the urethra. The irri- 
tation of the stone, however, became so intolerable that it was resolved to crush it by 
the screw lithotrite. The fistulous opening was then large enough to admit a No. 16- 
catheter, having once been large enough to admit a pint-bottle cork: When the stone 
and cork had been crushed, and the particles evacuated the urine again passed freely 
through the fistulous opening, which, however, had become sufficiently small to allow a 
button-headed cautery at a white heat to be applied to it, so as to touch at once the 
edge all around. This was repeated in six days, again in sixteen days, and lastly in 
twenty-two days, after which she continued quite cured. “Several points of interest 
attach to this case,” says Kerry; “ first, It affords convincing evidence, from the effect 
produced on the fistula by the presence of her calculus that were a foreign body of a 
smooth and unirritating character, of sufficient weight, introduced into the bladder 
in cases of vesico-vaginal fistula, the body would act as a bullet valve, and not/only keep 
the patient dry, but actually favour the contraction of the false opening. After seven 
years, in the aboye case, the opening admitted a pint-cork, with so much ease that it 
slipped through but after a foreign body was lodged in the bladder, nine months sufficed 
to reduce the opening to less than one-third of its previous size, and it could only have 
been during the latter six months of that period that the cork could have acquired 
density and weight enough to operate as a valve-plug. I would suggest a small thin 
bulb or bag of Indian-rubber filled with mercury. Should incrustation happen in the 
progress of the cure, a squeeze with a screw-lithotrite, or percussor, or a long esophagus- 
forceps would throw it off, and at last when the opening had contracted to such a size 
as to admit of its ready cure by the cautery, the thin bag could be easily burst or punc- 
tured, and then withdrawn by the urethra. Secondly, If asked why I deprived myself 
of the bullet-valve, while cauterizing in the above case? Ireply, that the constant 
straining kept up by the rough stone, arising from the inflamed state of the mucous 
membrane of the bladder, kindled and kept up by its presence, obliged me to remove 
a source of irritation, sufficient to defeat, in more ways than one, any effort of mature 
adhesion. Thirdly, It is worthy of remark that the application of the actual cautery 
inside the vagina occasions nothing deserving the name of pain, and this observation I 
have had repeatedly corroborated. The heat of the reflected rays may be felt ; but I 
have never found patients say that they really felt pain. Fourthly, It is advised by high 
authority to allow long intervals between each application of the cautery, that time may 
be afforded for the consequent contraction of the parts: the advice is judicious; but it 
applies chiefly to cases where the orifice is large, and where there is much to accom- 
plish in the way of closing in. My bullet-valve will, in future, aid the process much 
in such cases; but I beg to remark that where we have a fistulous opening of the size of 
a female catheter, for instance, and where, as in the preceding and succeeding cases, we 


(a) American Journal, 1839. No. 7. 
(b) Remarks on the Treatment of Vesico-vaginal Journal of Medical Science, vol. iv. p. 12; also in 
Fistula; in London and Edinburgh Monthly BRaITHWAITE’s Retrospect, vol. 1x. p. 164. 
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are able at once to make the edges approximate, then I would urgently advise the 
frequent use of the hot iron, so as to keep up a raw edge, as well asa complete closure, 
thereby to ensure adhesion and complete obliteration at once.” (p. 13.) 


[RECTO-VAGINAL FISTULA. 


981.* Still more serious and distressing to the patient than the vesico- 
vaginal, is the Recto-vaginal Fistula, (Fistula recto-vaginalis,) in which 
the stools incontinently passing from the rectum, through an unnatural 
passage in the vagina, convert it into a cloaca, from whence they con- 
tinually escape by the vulva. When from the discharge of stool by this 
aperture, it is suspected. that a fistula exists between the rectum and vagina, 
its situation and extent may be ascertained by the introduction of the 
finger of one hand into the rectum, and a blunt gorget into the vagina; 
but if the fistula be very high up, a sound must be introduced instead of 
the finger ; in the latter case, however, DUPARCQUE prefers the speculum 
vagine, as by it, every part, even the most minute fold of the vagina, can 
be thoroughly examined. He also observes, that “injections are not to 
be despised, as they point out in the fistula, indications which cannot be 
so exactly determined by any other means. Thus the injection, which 
does not return by the vagina in stercoral fistula, otherwise very evident, 
shows that it is neither with the rectwm, nor with the large intestines that 
there is a communication, but that it belongs to the small intestines. The 
nature of the matter escaping from the fistula, furnishes also a sign more 
or less positive of the region of the intestinal canal with which it is con- 
nected. Thus the matter is liquid and yellowish from the small intes- 
tines ; thicker and containing portions of formed motions when the fistula 
is in the large bowels, and more especially when in the rectum. * * * 
If the gas formed in the small intestines differ materially from that in the 
large, it may also afford some guide to the seat of the fistula; the patient 
should therefore be put in a bath, and the gas collected and analysed.” 
(p. 315.) “The tendency to spontaneous cure which exists in accidental 
openings, is especially remarkable in tearings of the vagina. As the 
neighbouring parts converge concentrically towards the solution, so does 
it diminish, narrow, and at last the opening entirely disappears. The 
development of the cellular granulations, which is a sort of lengthening of 
the tissue, contributes to fill up the space, and especially to form the scar. 
Thus fistulous openings, of which the size is so great as to do away with 
all hope of occlusion, are notwithstanding, more or less immediately closed, 
either spontaneously after all treatment has been given up as unavailing, 
or when it has been perhaps more injurious than beneficial.” (p. 327.) 
A remarkable instance of this kind is mentioned by DuparceguE, in which 
there was one aperture between the vagina and rectum, an inch and a half 
above the anus, through which the finger readily passed; and a second 
between the vagina and urethra, about an inch from the orifice of the 
latter, of an oblong shape, from seven to eight lines long and two wide. 
In four months from the delivery, the apertures had diminished to half the 
size they were of, at the preceding month, when first examined; and at 
the end of eight months, “nothing escaped into the vagina, and there was 
merely a slight depression indicating the scar of the wounds.” (p. 831.) 
The only treatment in this case was great cleanliness, looseness of the 
bowels, quiet, and generous living. . 

Duparcave observes, that “ the passage of the feeculent matter over 
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these accidental fistulas, does not actually prevent their healing, but 
because the parts on which they are found are not favourably disposed to 
stretch by their distension, or displacement, to the concentric closing of the 
opening. Thus the use of sounds, pessaries, and obturators, produce no 
satisfactory results; but on the contrary, by keeping the walls of the 
fistulous organs asunder, they prevent the narrowing of the opening. 
(p. 331.) The passage of the stools over the fistula, is rather advantageous 
than detrimental to the scarring. In reality, their continual contact with 
the edges of the opening, excites an inflammation which prevents their 
scarring simply of themselves ; it causes the development of cellular granu- 
lations necessary to fill up the space, and produce consecutive union. * * * 
But I repeat, the principal and most important indication consists in putting 
the perforated parts in a condition most suitable for the approximation of 
the edges of the opening.” (p. 132-83.) 

The principle here recommended was, however, carried out much more 
correctly in an operation for recto-vaginal fistula, first proposed and per- 
formed twenty-five years ago by CopELAND, and it is much to be regretted 
that he has not given to the public any account of it; for though he is 
well known as having been the original proposer, yet there have been only 
a few scattered notices of this operation in the works of other writers (a). 
He has, however, kindly informed me, that his first operation was for a 
recto-vaginal fistula consequent on delivery, and that it consisted in divi- 
sion of the whole m. sphincter ani, on one side of the anus, so as to pro- 
duce incontinence of the stools, and quite away from the fistulous opening. 
The result of this was, that the contraction of the sphincter being de- 
stroyed, the parts surrounding the fistula were no longer acted upon by it, 
and the tendency of the fistulous opening to concentric contraction being 
not opposed, it gradually drew together till it had completely closed, 
whilst the divided sphincter uniting more slowly, at last recovered the 
power of retaining the motions, and thus a perfect cure was effected. He 
further informs me, that he has operated successfully five or six times, 
cutting one or other side of the anus, as might be convenient, but never 
dividing forwards towards the vagina, nor cutting through the fistula and 
perineum, as the result would inevitably be permanent incapability of 
retaining the stools.—s. F. s.] 


Besides the writers already mentioned on Vesico-vaginal and Recto-vaginal Fistula, 
there may be also compared 


DreFFENBACH ; in Med. Vereinszeitung fiir Preussen. 1836, June. 
JoBERT; in Gazette Médicale. 1836, March. 
Krut1an, Die rein chirurgischen Operationen des Geburtshelfers. Bonn, 1835. 


Durarcaur, Histoire Complete des Ruptures et Déchirures de ’'Uterus, du Vagine 
et du Périnée. Paris, 1836. 8vo. 


Benvz, H. Cu., De Fistulé Urethre et Vesico-vaginali. Hafnis, 1836; with two 
plates. 


Zuis, Handbuch der plastichen Chirurgie. Berlin, 1818. 

JaiiceR; in Handwérterbuche der Chirurgie, vol. iii. p. 125. 

Micuon, L., Des Opérations que nécessitent les Fistules vaginales. Paris, 1841. 
Lz Roy p’ETroLEs; in Gazette des Hépitaux, 1842, September. 


(w) Mayo Herpert, Observations on Injuries and Diseases of the Rectum. London, 1833. 8vo. 
p. 23. 
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III.—SOLUTION OF CONTINUITY FROM ALTERED POSITION 
OF PARTS. 


A.—OF DISLOCATIONS. 


First Cuaprer.—OF DISLOCATIONS IN GENERAL. 


DuveErney, G. J., Traité des Maladies des Os. Paris, 1751, vol. ii. 

Port, P., Chirurgical Works, vol. i. p. 873. Edit. 1783. 

KIRKLAND, TuHos., M.D., Observations on Mr. Port’s general Remarks on Frac- 
tures. London, 1770. 8vo. Also an Appendix to the former concerning the cure of 
Compound Fractures. London, 1771. 8vo. 

AITKEN, Jouy, M.D., Essay on Fractures and Luxations. London, 1790. 8vo. 

Borrcuer, J. F., Abhandlung von den Krankheiten der Knochen. Berlin, 1796, 
vol. ii. 

Boyer, Traité des Maladies Chirurgicales, vol. iv. 

BeRnstTEIn, Ueber Verrenkungen und Beinbriiche. Jena, 1819. 8vo. 

Cooper, AsTLEY, Treatise on Dislocations and on Fractures in the Joints. London? 
1822. 4to. 

Caspart, K., Anatomisch-chirurgische Darstellung der Verrenkungen, nebst einem 
Auhange iiber die complicirten Verrenkungen. Leipzig, 1821. 8vo. 


Cunnincuam, J. M., Synoptical Chart of the various Dislocations to which the 
human frame is subjected, comprising their diagnostic symptoms and modes of reduc- 
tion. London, 1827. fol. 


Ricuter, A. L., Theoretisch-praktisches Handbuch der Lehre, von den Briichen 
und Verrenkungen der Knocken. Berlin, 1828. 8vo. ; with 40 folio plates. 
; Hacer, Die Verrenkungen und die Verkriimmungen. Wien, 1836. 


982. A Dislocation (Luxatio, Exarthrema, Lat. ; Verrenkung, Germ. ; 
Luxation, Fr.) is the slipping of a movable bone from its natural articular 
connexion ; and is distinguished from the separation of bones immovably 
connected with each other (Diastasis.) 

983. The dislocation is either complete (Luxatio completa) when the 
corresponding joint-surfaces not at all touch, or incomplete, (Luxatio in- 
completa, Subluxatio,) when they are not entirely separated from each 
other, with which last must be reckoned Wrenching or Distortion, (Dis- 
tortio, Lat.; Verstauchung, Verdrehung, Germ. ; Entorse, Fr.,) in which 
the joint-surfaces are partially separated, but their natural condition is 
again restored by the strength of the muscles and ligaments (1). Dis- 
locations are further divided into simple, (Luxationes simplices,) when 
unaccompanied by peculiar symptoms, and compound (Luxationes com- 
plicate,) which are attended with wounds, bruises, fractured bones, severe 
inflammation, suppuration and other dangerous symptoms; into recent 
(Luxationes recentes) and old (Luxationes inveterate) ; into primary, 
(Luxationes primitive,) when the displaced head of the bone remains on 
the spot whereon it had been first thrown, and secondary, (Luxationes 
consecutive,) when it is dragged up to some other position by the muscles ; 
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into congenital, (Luxationes congenite,) and acquired (Luxationes ac- 
quisite@.) 

(1) Distortion has various degrees, according as the fibrous tissue, the synovial mem- 
branes, the vessels and nerves severally, or altogether, are severely stretched or torn 
through :—Ist degree, Slight pain and gradual swelling of the soft parts; 2nd degree, 
Sudden and severe pain, swelling, and effusion of blood; and therewith, in 3rd degree 
Unnatural motion of the joint in all directions. 

984. The diagnosis of dislocations depends on the disturbed function 
of the dislocated limb, and on the appearances produced by the bone when 
removed out of its socket. The most remarkable signs are, entire or 
partial loss of motion of the limb, with altered form and position; it may 
be shortened or lengthened according as the head of the bone is displaced 
in this or that direction, or it may be distorted, which depends on the 
contraction of the muscles, that, by the dislocation of the head of the bone, 
are most commonly torn and extended, hence rotation of the limb occurs 
on the opposite side to that on which the head of the bone is dislocated ; 
the natural form of the joint is changed, the socket is empty, and the dis- 
located head forms an unnatural projection ; the limb is fixed in its position 
by the stretched muscles, and can only with the greatest pain be moved, 
and often not at all. To these symptoms are added severe inflammation, 
pain, swelling, and effusion of blood in the neighbourhood of the joint. 
The determination of the dislocation is therefore more or less difficult, 
according to the superficial or deep situation of the joint, according to the 
nature of the dislocation and the degree of the accompanying swelling. 
A more remote effect of dislocation is a kind of crackling which depends 
on the effusion of plastic lymph into the joint and into the mucous bags, 
and may easily mislead to the presumption of fracture. 

[ The limb is not always at once immovably fixed after dislocation, even when at the 
hip-joint. I had a case of dislocation into the ischiatic notch several years since, and 
when I saw the man six or eight hours after the accident, there was so considerable 
motion of the thigh, which could be bent quite up to the belly, that I doubted the nature 
of the accident. On the following morning, however, the limb could not be bent upon 
the belly, and the other symptoms of dislocation being present, I made use of the neces- 
sary means and replaced the bone. I have also seen other examples of the same kind. 

Sometimes if a patient be not seen for some hours after a dislocation, it is impossible 
to ascertain the nature of the accident, on account of the great swelling. The Surgeon 
should therefore be especially cautious to make further examination on the subsidence 
of the swelling, so that the patient may not suffer from his negligence.—J. F. S.] 

985. The occasional causes of dislocation are external violence or vio- 
lent contraction of muscles. The former either acts directly on the joint 
or on the end of the bone opposite, in which case the dislocation is effected 
more easily ; and generally the bone is obliquely situated in reference 
to its socket, at the moment when the external violence acts. Dislocation 
specially occurs the more readily, as the parts about the joint and the 
muscles are lax and the motions of the joint not confined (1). For the latter 
reason dislocation of the upper arm is more frequent than that of the thigh ; 
and dislocations of the hinge joints and of such as have broad opposing 
surfaces to their bones, in which the motion is restricted, are mostly 
incomplete. Old persons are more rarely subject to dislocation, because 
the heads of the bones are brittle and easily break ; young persons also 
are rarely subject to dislocation, because their epiphyses easily break (2) ; 
in persons of middle age dislocation is most common (3). 

[(1) Dislocations sometimes happen by mere muscular exertion, some accidental dis- 
position of the bone occurring, by which the ordinary antagonism of the muscles is 
disturbed, and the efforts of one set become too great for the other. It is in this way 
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that dislocation of the lower jaw is produced, most commonly in yawning ; the jaw is 
excessively depressed, the temporal muscle is so twisted over the pulley that it has little 
power, and then the external pterygoid muscles pull the necks of the jaw forward, and 
throw the condyles on the articular eminences. LAWRENCE (a) mentions a dislocation 
of the shoulder having occurred from muscular action, the patient “had been sitting 
up in bed to take a dose of medicine, when stretching out the arm to take hold of the 
cup, without making any exertion, or taking up any particular weight, the humerus 
became dislocated. Now although the bone came out so easily, yet it did not go back 
oe its Erber situation with facility ; for it required a pretty strong pull to return it.” 
p. 477. 

Dislocations may also result from the laxity of the ligamentous capsules of joints. 
AsTLEY Cooper mentions one of a dancing-girl capable of throwing the knee-cap from 
the articular surfaces flat upon the side of the outer condyle of the thigh-bone, in whom 
this had been produced by violent exertion when a child. (p. 11.) And another case 
in which a young lad had had, whilst on board ship, his foot placed on a small projec- 
tion on deck and his arm lashed tightly towards the ship’s yard, and so kept for an 
hour, the result of which was that he had the power of readily throwing his arm out of 
the shoulder-joint, merely by raising it to his head ; but it was reduced by very slight 
extension. (p. 13.) He also gives another case, on the authority of BRINDLEY, in which 
aman of fifty years had a dislocation of the thigh which he was capable of producing 
and reducing at pleasure. 

(2) My friend, the younger Travers, has informed me that he had in February 
1843, a case of dislocation into the ischiatic notch, in a boy of five years old, who, 
whilst at play in a paved yard, slipped down and was unable to rise. He could neither 
walk nor maintain the erect posture. All the symptoms of dislocation were present; 
the head of the bone was resting upon or next to the margin of the ischiatic opening, 
not having as yet sunk into the cavity of the notch, which TRAVERS considers, is always 
a secondary result of this accident. There was some mobility of the limb. The head 
of the bone was almost immediately reduced, by confining the pelvis with a strap upon 
a firm deal table, turning the child upon his sound (the left) side and making the usual 
extension, with slight rotation outwards and raising the knee. This is the earliest 
instance of accidental dislocation with which I am acquainted.—J. F. s. 

(3) MaLcarGne has made an interesting inquiry into the frequency of dislocation in 
the different joints, and from this it appears, that of 491 cases there were of— 

Dislocations of 
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And also that from the age of two to fifteen years, dislocation of the shoulder occurred 
only DL out of four dislocations, but after sixty years about once out of one and a 
half : 

O86. In every complete dislocation, the capsular and other ligaments, 
as also frequently the tendons and muscles surrounding the joint are torn ; 
only in great laxity of the ligaments of the joint, and large collections of 
synovia, is dislocation without tearing possible. If the head of the bone 
be soon returned to its natural position, in general there are not any 
decided symptoms ; but if it remain any length of time out, of the joint, it 
acts as a foreign body on the surrounding parts, and the socket is gradually 
filled up. If it be in contact with the cellular tissue, it so compresses and 
thickens it, that it, as it were, forms a capsule around the head of the 
bone, whilst the torn ligaments are still attached to the surrounding parts ; 
the muscles lose by pressure, their structure, their power of contraction, 
and becomes almost fibrous. If the head of the bone lie upon a bone, it 
forms a hollow in it, around the edge of which bony growths take place, 
by which the head is more or less perfectly inclosed. In such old dislo- 
cations the motions of the joint are always more or less interfered with, 
the nourishment of the joint suffers, it wastes, and the muscles become lax. 

(a) Lectures in Lancet, 1829-30, vol. ii. (6) Gazette Médicale. 
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987. The prognosis of dislocation depends on its complication, seat 
duration and cause. Simple dislocation may usually, by early assistance, 
be reduced, and in general is not dangerous ; compound dislocation is, 
however, on the contrary, frequently accompanied with very dangerous 
symptoms, and according to the degree of bruising and tearing of the soft 
parts, according to the constitution of the patient and the like, it is often 
as necessary, as in compound fracture of bones, to determine at once on 
the necessity for amputation, or the possibility of preserving the limb. Dis- 
locations in ball- and socket-joints are commonly less dangerous than in 
hinge-joints, although they are more difficult to reduce. In joints sur- 
rounded with strong muscles and ligaments, severe symptoms mostly occur. 

The earlier the reduction of a dislocation is attempted, the more easily 
is it effected (1); this, however, must often be delayed, on account of the 
already existing great inflammation and swelling, though not too long, as 
the dislocated bone is always to be considered as the principal cause of 
these symptoms (2). In dislocations depending on palsy of the muscles and 
laxity of the ligaments, the reduction is easy, but its recurrence on the 
slightest violence is to be feared. In powerful or in old persons the re- 
duction is more difficult than in young and weakly persons. From pres- 
sure of the head of the bone upon the nerves and vessels severe symptoms 
often occur ; there may be either partial or complete palsy, or stiffness of 
the joint, and anchylosts may remain as consequence of inflammation. 


[(1) My friend, Lisron, tells me, that he once reduced, without assistance, a dislo- 
cation on the back of the hip-bone, two or three minutes after it had occurred, by the 
person having been thrown from his horse, simply by putting his hand on the pelvis 
and pulling and rotating the thigh with the other. This is probably an unexampled 
case, but it proves, that the earlier the reduction is attempted the less power have the 
muscles to offer resistance. 

(2) The necessity for delay in the reduction of dislocation on account of the accom- 
panying inflammation must be extremely rare, unless violent and unwarrantable efforts 
have been previously made without success. One such instance I have known, in which 
suppuration of the shoulder-joint ensued and the patient died, without the dislocation 
being reduced. But as a general rule, dislocations should be always reduced, and with 
the employment of moderate force there is little if any attendant danger.—J. F. 8.] 


988. The cure of dislocation requires, the reduction of the dislocated 
head of the bone, the fixing it in its socket, and the removal of the symptoms. 
989. The reduction of the dislocated head of the bone into tts socket 
(Repositio, Lat. ; Einrichtung, Germ. ; Reduction, Fr.) is to be attempted 
by extension and counter-extension, and by pressure on the head of the 
bone itself, which thrusts it into its socket. 
The object of the extension and counter-extension is to counteract and 
lengthen the contracted muscles; therefore many recommend that the 
extension and counter-extension should not be made at the extremities of 
the dislocated bones, so that there should not be any circular compression of 
the muscles of the limb by which they may be excited to more violent con- 
traction. This notion, however, is rejected by Cauiisen, A. Cooper, 
and other Surgeons. In certain dislocations, for instance those of the 
elbow-joint, the extension and counter-extension can only be effected on 
the dislocated bones themselves. The extension must always be made in 
the same direction as that in which the head of the bone was displaced, 
and with gradually increasing force, so as to tire the muscles; the posi- 
tion of the limb must specially be such as renders the muscles as lax as 
possible (a). 


(a) Loprr’s Journal, vol. iii. pl. ix. f. i. 
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VOLCKER (a) effects the same by pressure of the air according to WEBER’s experi- 
ments. (Compare par. 234.) 

990. Extension and counter-extension are performed either merely with 
the hands, or by assistants with twisted cloths, properly applied upon the 
limb, above and below the dislocation, or with proper machines, among 
which the pulleys and ScunerpEr’s extending apparatus are the best. 
If the head of the bone become more movable by gradual extension, and 
approach the socket, it often slips in of its own accord, and with a distinct 
noise; or it must be drawn towards the socket with the hands, or with 
cloths, in doing which the limb is brought into a position contrary to that of 
the dislocation. It must, however, be here remembered, that the parts of 
the joint be not injured by too violent motion, when the extension is not 
sufficiently made. The perfect reduction is indicated by the natural form 
and direction of the limb, the cessation of pain, and the freedom of motion. 

[Dislocations which have existed for some time, although they may not be reduced 
by ordinary extension for an hour or two, may sometimes be reduced simply by tiring 
the opposing muscles, by attaching a trifling weight for some hours. The younger 
CLInE in this way succeeded in reducing a dislocation of the shoulder which had been 
out for several weeks and could not be replaced by the common method, by fixing the 
shoulder and suspending a brick, attached to the hand, over the end of the bed. On 
visiting the patient next day, the bone had returned to the socket. 

In making extension, caution must be employed, and no more violence used than 
absolutely necessary, nor ought the Surgeon to handle the displaced bone too roughly, 
as unfortunately is much more frequently done than should be. I have known a dislo- 
cated bone broken by coarse and unjustifiable attempts at its reduction, and cases are 
mentioned in which an artery has been torn through, all the soft parts lacerated, and 
palsy of the limb produced. And even when the extension has been very long conti- 
nued, without great violence, but in a broken constitution, I have seen abscess in the 
joint and hectic fever destroy the patient. Caution, therefore, in making and conti- 
nuing the extension is most important.—J. F. S.] 

991. The obstacles which render the reduction of the dislocation diffi- 
cult or impossible are, great inflammation and swelling, too small opening 
in the capsule, the peculiar form of the joint, and the long existence of the 
dislocation. In the former case suitable extension cannot be employed 
without occasioning dangerous symptoms; the inflammation, as in fractured 
bones, (par. 587,) must be first got rid of by general and local antiphlogistic 
treatment before proceeding to reduction. 

A too small opening in the capsular ligament, is mentioned by many 
as hindering the reduction, and it is advised that by moving the limb 
in different directions, the cleft in the ligament should be increased (d). 
A. Cooprr, however, entirely opposes this proposition, and believes only 
that some of the untorn ligaments prevent the reduction. 

The form of the joint may render the reduction difficult when the edge 
of the head of the bone is pushed behind the edge of the socket, as, for 
instance, at the hip- and shoulder-joint. 

Old dislocations always require previous blood-letting, baths, movement 
of the limb in various direction, a considerable and continued extension. 
Dislocations of ball- and socket-joints often after a month are unreducible ; 
reduction has, however, been effected by great force after four and even six 
months. In hinge joints, after twenty or thirty days, the reduction is often 
no longer possible. It is, however, to be remarked on this point, that in 
old dislocations, if a very violent extension be employed, except in very 

(a) Worin liegt der Grund der geringen Bewe- (6) Cauuisen, Systema Chirurg. hodiern, vol. ii. . 


glichkeit und der schweren Kinrichtung der lux- p- 684. 
irten Glieder; in Hamb. Zeits., vol. vi. pt. ii. 
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emaciated, flabby, and old persons, the consequences of the extension are 
more severe than the advantage of the reduction. In young muscular per- 
sons, three months may be considered as the longest space of time, at which 
the reduction of a dislocation should be attempted. If the patient be urgent 
for an attempt at reduction, he must be made aware of the circumstances 
already mentioned, and the attempt must be made with caution, so that 
the muscles and nerves be not damaged. In old dislocations, a threefold 
obstruction may render it impossible:—1, union of the head of the bone 
with the surrounding parts, so that even after death, when the muscles 
are cut through, the head of the bone cannot be returned ; 2, the socket 
may be filled up, in which case the head of the bone, even though reduced, 
cannot remain in its place; 3, if a new socket be formed in the bone 
upon which the head lies, so that without fracture it cannot be separated 
from it (A. CoorER.) (a). 


[The length of time after the accident, at which a bone may be reduced, varies con- 
siderably, and depends on the form of the joint and the patient’s muscular power. I 
am inclined to believe, however, they may sometimes be reduced at a longer period 
than two or three months, and that it is right to make the attempt, but the Surgeon 
should be pressed to the trial rather than press the patient. Of course the more simple 
the form of the joint, and the more shallow the socket, the easier is the reduction, hence 
ball- and socket-joints are more readily replaced than hinge-joints, and the shoulder 
than the hip. Professor Smrru, of New Haven, U.S., reduced one dislocation of the 
shoulder at seven months, and another at ten and a half months. There is an excel- 
lent statistical account (0) of the practice of DupuyTR=EN in the Hotel-Dieu at Paris, in 
which the twenty-three cases successfully treated by him varied from between fifteen 
and eighty-two after the accident. BrescHeEr(c) mentions a reduction of dislocated hip 
at seventy-eight days, and three of the shoulder at the eighty-second, ninetieth and 
ninety-eighth day respectively ; and in the Mémoires de l’ Académie Royale de Chirurgie 
de hears ae vy. p. 529, is related a dislocation of the hip reduced after two years. 
—J. F.S. 

992. As the muscles mostly render difficult the reduction of dislocation, 
in many cases it can only be facilitated or rendered possible by diminish- 
ing their contractile power. This is effected by those remedies which 
have a disposition to produce faintness, or even fainting, as a smart blood- 
letting, (according to the state of the patient’s constitution,) a warm bath, 
nauseating doses of tartarized,antimonial wine, tobacco clysters, drunken- 
ness, perhaps also opium (d), and by frightening (e), or diverting the 
patient’s attention. 

993. After complete reduction the head of the bone has usually no par- 
ticular disposition to slip out again; this occurs only in violent motions 
of the joint, or when the dislocation depends on great weakness of the liga- 
ments or muscles. The limb should be brought into a position, in which the 
muscles are relaxed, and such bandages applied will prevent its motions, 
and itshould be kept quiet. Cold applications are employed to prevent or 
get rid of inflammation. When the inflammatory symptoms have passed by, 
careful movement of the limb is to be made, for the prevention of stiffness 
of the joint, by the long-continued rest. 

[Sometimes after the reduction has occupied much time, the muscles are so completely 
tired out and deprived of their tone, especially in persons of lax fibre, that they will not 
retain the head of the bone in its place, and consequently the mere weight of the limb 
will reproduce the dislocation. For this reason, not merely are bandages applied 
immediately after the reduction, but the joint should be carefully examined without 


(a) Marx, Jusqu’A quelle époque est-il possible digkeit, veraltete Luxationen einzurichten; in 


d’operer la reduction des Luxations? Paris, 1829. Hamburger Zeitschrift, vol. ii. pt. iii. 
—Von Frorizp, Veraltete Luxationen vom Stand- (6) Philadelphia Journal of Medicine. 
punkte der Chirurgie und med. Polizei betrachtet. (c) Repertoire Generale. 

Weimar, 1834.--NEVERMANN, Ueber die Nothwen- (d) Cooper, A., above cited. 


(e) DupuyrREN ,; in AmMmon’s Parallele, p. 170. 
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disturbing them, for the first two or three days, to ascertain that the parts are in their 
proper place. I have known an instance in which a dislocated upper arm after having 
been reduced and carefully bandaged up, was left undisturbed for some weeks, and on 
the removal of the bandages was found to have slipped out, and could not be reduced 
again.—J. F. §.] 

994. The treatment in sprains is to be the same as for bruises. Cold 
applications are to be employed, with careful rest of the joint, general and 
local blood-letting, proportionate to the bruising and inflammation, and sub- 
sequently, for the complete dispersion of the extravasated fluids, spirituous 
and aromatic applications used. There often remains for a long while 
swelling, weakness of the joint, and, in old persons, a crackling in the 
Joint, which is removed by volatile rubbing, douche bath, and the like. 


[The two great auxiliaries in reducing dislocations, are bleeding and nauseating 
doses of tartar emetic. The bleeding should always be made in a large stream from 
one or both arms, according to his apparent strength, and whilst the patient stands 
upright, till he feels faint, which is best determined by his bursting out into a cold, 
clammy, sweat, and unless carefully noticed he drops on the floor before the Surgeon is 
aware. Immediately on the faintness occurring the extension should be made, the 
bandages and pulleys having been previously adjusted, if thought necessary; and it 
should be made steadily and not by jerks. F requently the excitement of the pain 
revives him, and it is then advisable to give him a grain of tartar emetic every ten 
minutes, so as to keep him in a state of nausea till the reduction is effected. If the 
dislocation be of long standing it is well to reduce the patient’s strength by spare diet 
and purging for two or three days previous to the operation; and on the same morning 
to give him nauseating doses of tartar emetic for some hours prior to the extension, so 
as to put him in the most favourable condition. And the French Surgeons are in the 
habit of applying poultices and other relaxing applications to a dislocated joint, for the 
purpose of rendering the parts more yielding some days before attempts at the reduction 
are made.—J. F. 8. ] 

995. Dislocations accompanied with tearing of the soft parts covering 
the joint and thrusting out of the head of the bone, belong to those rare 
but most dangerous cases, in which severe inflammations, weakening sup- 
puration, slough and nervous symptoms are to be dreaded. The danger 
is greater as the bruising and tearing of the parts of the joint are more 
severe, the older the patient, and the more out of condition his constitution. 
According to these circumstances the negessity for amputation, or the 
possibility of preserving the limb, must be determined. Amputation, how- 
ever, may subsequently become necessary from wasting suppuration, from 
sloughing, and the like. If the immediate removal of the limb be not 
indicated, the head of the bone must be returned as soon as possible, and 
with the least injury of the parts of the joint; the wound must be com- 
pletely closed with sticking plaster; the limb surrounded with com- 
presses and with Scutrrtus’s bandage, kept in proper position by the 
application of splints, and the patient must be treated strictly antiphlogis- 
tically, according to the state of his constitution. The wound often 
heals by quick union and without any particular symptoms. If suppura- 
tion ensue, the cure often takes place with an emollient treatment ; but 
generally, if it be copious, it is accompanied with severe pain and nervous 
symptoms, and must be treated according to the rules laid down for 
wounded joints (par. 559.) If gangrene come on, it requires the proper 
treatment. 

996. If the reduction of the head of the bone, protruded through the 
soft parts, be in no way possible, even after proper enlargement of the 
wound in the skin, nothing remains, but to saw off the protruding bone, by — 
which the stretching and tearing of the muscles are relieved, and the 
joint can be brought to its natural position ; after which the symptoms, 
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in general, soon and considerably diminish. When the reduction of 
a bone protruding through the soft parts is not immediately possible, it is 
still less so, when inflammation runs into suppuration ; the symptoms 
continue increasing, and amputation may be rendered necessary by gan- 
grene, and by progressive destruction, if the head of the bone have not 
been removed at the proper time. 

997. When dislocation is connected with fracture of a bone, the latter 
must be always attempted to be set, if it can be done, without extension of 
the limb. If this be not possible, the fracture must be treated first, and on 
the length of time requisite for that purpose, depends, whether after union 
has occurred, putting to rights the old dislocation can be undertaken. 

998. Congenital Dislocations, (Luaationes congenite,) noticed by H1r- 
POCRATES, AVICENNA, Park, PaLuerra, SaANDEFORT, and SCHREGER, 
at the hip-joint, where they most commonly occur, more carefully described 
by Durvuyrren, and more recently the subject of numerous observa- 
tions, have been since noticed in almost all the joints of the extremities. 
Very different opinions are held as to the causes and origins of these 
dislocations, principally however with reference to the congenital disloca- 
tion of the thigh. Most persons have considered them as defaults of 
formation, as the consequence of arrested development of the bones and 
their sockets (ScureGER, DupuyTREN, Brescuet, and others.) Some have 
considered them as consequent on distension of the capsular ligament, and 
of misproportion between the bone and its socket thereon depending 
(E. SrromrYER) (a). Others ascribe them to the position of the fetus in 
the womb, or to violence operating on them during birth (the AurHor, 
D’OurreEront, CRUVELHIER.) Von Ammon (0) grounds them on default 
of development; he does not however deny, that therewith in many cases 
is connected an original deficient condition, or a diseased formative process ; 
and in like manner, may the ailment have a purely diseased origin, in 
certain, though very rare cases, and have no connexion with the foetal 
development of the hip-joint. Guerin (c) considers it as the product of 
an active or primary retraction of the muscles, the remote cause of which 
is to be sought in the affection of some central part of the nervous system. 
On the degree and form of the muscular affection, depends the degree of 
dislocation, as does its development and course upon many secondary cir- 
cumstances, to wit, prevention of the development of the muscles following 
on their retraction, physiological contraction and vertical operation of the 
tendons. 

999. ‘The examination of the joint after death, has explained various 
changes, in the several tissues constituting the apparatus of the joint, as 
distension, tearing of the capsular, and other ligaments; diminution, flat- 
tening, distortion of the head of the bone; diminution of the socket, its 
filling up with a quantity of fat, flattening or entire disappearance ; a more 
or less deep new cavity for the dislocated head; the muscles surrounding 
the joint contracted, shortened, and variously altered in their substance ; 
considerable wasting in the affected limb. On examination soon after 
birth, tearing of the ligaments is found, but otherwise the natural form of 
the socket and head, and the joint especially, is as in acquired dislocation. 


(PALLETTA.) 


(a) Ueber Atonie der fibrésen Gebilde und deren (c) Gazette Médicale, 1841. N 0. 7. 10. Re- 
Rickbildung. Wirzb., 1840. cherches sur les Luxations Congénitales. Paris 
(6) Die angeborenen chirurgischen Krankheiten 1841. : 
des Menschen. Berlin, 1842, p. 113. 
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1000. If the result of these examinations be used for the purpose of 
clearing up the way in which these dislocations originate, it must only be 
permitted us to draw conclusions from those observations which have been 
made soon after birth, as in old dislocations of this kind, still more decided 
changes must arise from the progressive development of the body, as well 
in the empty socket, as in the dislocated head, than in old dislocations 
which have occurred at a later period of life. But in the examination of 
such congenital dislocations at an early period of life, there are only such 
conditions of the parts of the joint as can be ascribed to the position of 
the fatus in the womb, or to the violence which has operated during birth. 
An observation of CRUVELHIER’Ss (a) favours the first cause as regards 
congenital dislocation of the thigh-bone, an observation of PALLETTA«’s (6) 
the second. This is still more decided as regards congenital dislocations 
in other joints, as resulting from;several observations. The position of the 
fetus in the womb, I consider, is the principal cause of this dislocation, 
and I believe, that the dislocation is effected by it, either directly, in a 
mechanical way, or that it gives rise to the prevention of the development 
of the parts of the joint, and therefore that the latter is not to be considered 
as a primary cause, but only as a consequence. The observations of 
D’OuTREPonT on the origin of this dislocation, from violence during 
birth, correspond with mine, and I find no contradiction to my long pub- 
lished opinion, in that which Von Ammon (c) has objected to it. 

1001. The possibility of reducing congenital dislocation depends on the 
changes which the muscles have undergone in their dimensions, direction, 
structure, and texture, on the change in the ligaments and capsules, the 
head and surfaces of the joints, on the changes of the vessels and nerves, 
of the cellular tissue and skin, and on the changes of the bones in the 
neighbourhood of the dislocation. Reduction is to be effected by long 
continued and gradually increased extension by means of proper apparatus, 
and by properly fixing the head of the bone, in the socket, after it has been 
brought into it. Ifthe several shortened muscles do not lengthen, and 
project considerably, extension should be assisted by cutting them through 
beneath the skin. 


Srconp CHaprer.—OF PARTICULAR DISLOCATIONS. 


I.—_OF DISLOCATION OF THE LOWER JAW. 
(Luzatio Maxille Inferioris, Lat.; Verrenkung der unteren Kinnlade, Germ.; Luxation 
de la Machotre inférieure, Fr.) 
BrnkeEy, Dissert. de maxille inferioris luxatione. Gdttinge, 1794. 


ZERTAMINO, Ueber den wahren Mechanismus der Luxation der Unterkinnlade; in 
VON SIEBOLD’s Chiron., vol. ii. p. 349. 


Borer, Above cited, vol. iv. p. 77. 


1002. The condyles of the lower jaw can be dislocated only in one 
direction, viz., forwards; the spinous process of the sphenoid bone pre- 
vents it inwards, the front wall of the bony auditory passage backwards, 
the impossibility of inward movement of the opposite side without frac- 


(a) Exercitationes Pathologice, p, 88, (b) Anatomie Pathologique, vol. ii, fasc. i. 
(c) Above cited. : 
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ture outwards, and the horizontal surface of the temporal bone upwards. 
Most commonly both condyles are dislocated together, but frequently only 
one or other. At the moment when the dislocation occurs, the separation 
of the two jaws is very great, but gradually it diminishes to an inch or an 
inch and a half; the incisive teeth of the lower jaw project more than 
those of the upper, the lips cannot be closed, the spittle pours out in large 
quantity, the pronunciation of the tones, especially of the lip tones is pre- 
vented ; adepression is observed in front of the ear-passage ; on the inner 
side of the cheek a projection caused by the coronoid process ; the natural 
prominence of the m. masseter is flattened. If the dislocation be only on 
one side, the chin is drawn in the opposite direction; on one side only, is 
the depression before the ear-passage observed, and the lips may be more 
closed; the speech, however, is faltering. If the dislocation be not 
reduced, the jaws often remain fixed in the separation already mentioned, 
but the patient gradually acquires the capability of speaking more dis- 
tinctly, and of retaining the spittle, and swallowing with less difficulty. 
Chewing remains impossible, and the patient must be fed with fluid 
food; but in some cases the capability of chewing hard food has returned 
(BoyeEr.) 

1003. Dislocation of the jaw takes place in some persons very easily, 
but never in children, on account of the peculiar form and direction of the 
jaws. Its cause is either external violence, which thrusts the chin down- 
wards and backwards, when, at the same moment the muscles raising 
the jaw, especially m. masseter and pterygoideus internus contract; or 
violent straining in vomiting or yawning, by which the chin is violently 
drawn down, and by the simultaneous action of m. pterygoidei externi 
projected forwards. 

1004. Heduction when effected early is easy. The patient should be 
seated on a low seat and his head pressed by an assistant against his breast. 
The two thumbs, wrapped in linen, are then to be carried as far back as 
possible, between the hind teeth, and put upon their crowns, whilst the 
fingers placed beneath the chin bring it forwards and raise it at the same 
time. If the dislocation be only on one side, the reduction is to be per- 
formed only with one hand, in the way described, but is more difficult than 
when both condyles are dislocated. For the purpose of acquiring great 
power in this proceeding, the patient may be seated on the floor (LE Cat.) 
If the reduction cannot be thus effected, a piece of cork may be intro- 
duced between the hinder teeth and the lower jaw pressed forward against 
the upper. If the dislocation be only one-sided, the cork is to be applied 
only on that side. 


[The readiest mode of reducing a dislocated jaw is, to set the patient on the floor and 
fix the back of his head between your knees. Then the handles of a couple of forks, 
or two round pieces of hard wood of similar size, are to be thrust in, one at each corner 
of the mouth, between the hind teeth, as far as they can be got. You then place both 
hands beneath the chin, and drawing it directly and steadily up, the sides of the jaw 
forming a pair of levers, the contraction of the temporal muscles, which fix the condyles 
in their unnatural place, is overcome, and the reduction is easily effected. A little knack 
is requisite to raise the chin evenly, and keep the fork-handles well fixed, otherwise one 
condyle only will slip in, and the attempt to reduce the other, will often displace that 
first returned. With inattention to this circumstance, this will occur again and again 
to the annoyance of both patient and Surgeon. 

If only one condyle be dislocated, it is still best to introduce the fork-handles on‘both 
sides.—J. F. S.] 


1005. After the reduction is effected, the lower jaw should be fixed by the 
3D 2 
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halter bandage or by a cloth folded together passed beneath it and tied on 
the head. The patient must for some days refrain from talking or chew- 
ing, must only take fluid food, and for a long time use it cautiously, and 
in gaping support the chin with his hand. 

1006. The case may be considered as subluxation of the lower yaw, when 
from great laxity of the ligaments, the condyles escape over the edge of 
the inter-articular cartilages in the sockets of the temporal bones, and fix 
the jaw with the mouth somewhat open. Generally this accident is 
relieved by the natural efforts; it may, however, continue a longer time 
and yet the capability of moving the jaw and closing the mouth may be 
recovered. At the moment when this subluxation takes place the patient 
feels himself incapable of completely closing his mouth; he feels some 
pain, and the mouth on the affected side is least closed. Great depression 
of the jaw directly downwards is required to restore the natural position 
of the joint. 

In great laxity of the ligaments, a snapping and some pain is felt in the joint of 
the jaw, immediately before the ear, when the jaw suddenly returns into its socket, out 
of which, on accouut of the looseness of the ligaments, it had escaped forward upon the 
articular eminences. Young ladies are most subject to this accident ; it is best relieved 
by ammonia and steel, together with shower-bath and blistering, if the disease have 
existed some time (A. CooPEr.) 

1007. Congenital dislocation of the lower jaw was first noticed by 
GuEéRIN (a), in a foetus with deficient formation of the brain. The stretch- 
ing and shortening of the depressing muscles, and of the m. pterygoidee 
externi are remarkably opposed to the lengthening and thinning of the 
m. masseteres. SmutTu (6b) observed a congenital dislocation of the jaw on 
the left side, in an idiot from birth, and considered it as consequent on 
arrested development in the transverse root of the cheek-bone or ofgthe 
articular eminence, so that neither socket nor articular process being 
present, the zygomatic process of the temporal bone was not formed, but 
that process of the cheek-bone was lengthened, the condyles of the lower 
jaw were deficient, atrophy of the articular processes of both upper jaw and 
cheek-bones, and the forward position of the orbits were changed. The case 
differed from dislocation by accident, in the mouth opening and shutting 
without hindrance, the lower jaw being movable to a great degree, as 
naturally, the upper jaw overhanging it, the coronoid process forming no 
prominence, and the speech not interfered with. 


IIl.—OF DISLOCATION OF THE VERTEBRZ.* 
(Luzxatio Vertebrarum, Lat.; Verrenkung der Wirbelbeine, Germ. ; Luxation de la 
Colonne Vertebrale, Fr.) 

1008. The connexion of the first vertebra with the occipital bone is so 
firm, partly from the ligaments, partly from the muscles, partly from the 
condition of the joint-surfaces, that a dislocation at the junction of the first 
vertebra with the head (Luxatio capitis, nuche) cannot well be produced, 
and if it be so by extraordinarily great violence, it is absolutely fatal from 
the simultaneous injury of the spinal marrow. 

(a) Recherches sur les Luxations Congénitales, (6) Dublin Journal of Medical Science. May, 
Paris, 1841. 1842. 


_ * The subjects Fractures and Dislocations of the Vertebre are so closely connected, that it is almost 
impossible to separate them; and I have therefore already preferred considering them together under 
the former title (p. 531, and following.)—J. F. S. 
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1009. The turning and movement of the head is, for the most part, 
effected by the connexion of the second with the first vertebra, by which 
the latter, with the head, moves round the tooth-like process of the former, 
as upon a pivot. In forcible bending of the head forwards, the ligament 
fastening it to the tooth-like process may be torn, so that that process drives 
directly into the spinal canal. This dislocation always requires very con- 
siderable violence, and is not very possible in adults, in which case there is 
previous fracture of the tooth-like process. In rotation of the head, the 
lateral ligaments of this process are stretched, and if this motion be carried 
to a dangerous extent, they may be torn, and the process carried beneath 
the transverse ligament of the first vertebra into the spinal canal. In 
children in whom the tooth-like process is still low, and the ligaments less 
firm, they may be torn by violence when the head is drawn directly 
upwards. The violent circumstances which can produce dislocation of the 
second vertebra are, a fall from a great height upon the head, a violent 
blow, or the fall of a heavy body on the nape, standing and turning about 
the head, and lifting up children by the head. By the intrusion of 
the tooth-like process into the spinal canal, pressure and tearing of the 
spinal marrow are produced, and help is impossible Cases, however, 
seem to be known, in which only the lateral ligaments of the tooth-like 
process have been torn by violence and the patient has lived in this state 
although the process was still held but by the transverse ligament (a). 

1010. The connexion of the last five neck vertebre allows the inclina- 
tion of the neck forwards, to the side, and a rotatory motion, by which, 
if carried to a violent extent, the joint-surfaces of the oblique processes 
get free from contact, are pushed against each other, and cannot be 
returned to their natural position. Hitherto, this dislocation has been 
only known on one side, as a consequence of external violence or of strong 
twisting of the muscles. If at the same time there be severe pain at the 
seat of dislocation, the head turned towards the opposite side, and fixed in 
this position, the muscles which move the head are not spasmodically con- 
tracted, the spinous processes deviate from their natural position, from the 
seat of dislocation up to the head. WALTHER (0d) has observed the simul- 
taneous dislocation of both inferior oblique processess of one of the middle 
neck vertebre, and from this case has given the symptoms of such disloca- 
tions. The head is turned back, and the neck so bent, that the original line 
forms a curve, of which the convexity is forwards and the concavity back- 
wards, the front parts of the vertebre are more separated, but the spinous 
processes at the same time are pushed one upon another. Such dislocation 
may, as WALTHER’s case proves, happen without any dangerous effect on 
the spinal marrow ; but there may occur with it, as well as with every other 
injury of the vertebral column, effects on the spinal marrow dangerous to 
life, as pressure, tearing, inflammation, and the like, and death may be 
immediate or soon consequent. 

DupvuyTREN (c) guards against the possibility of confusing such dislocation with 
rheumatic affection of the neck, which, from some straining or violent motion of the 
head, often comes on with severe pain, impossibility of motion, and the head directed 
to one side, just as it may occur, under similar circumstances, at any part of the spine (as 
in the so-called crick in the neck.) 


(a) Detrecn,Precis elementaire,&c.vol. iii.p.47. LawrReENcE, W., On Dislocations of the Ver- 
(b) Ueber die Verrenkung der Halswirbel nach tebree ; in Med.-Chir. Trans. vol. xiii. p. 387. 
eigenen Beobactungen; in his Journal fiir Chi- . (c) Dela Luxation des Vertébres et des Maladies 


rurgie und Augenheilkunde, vol. iii. pt. ii. p. 197. qui la simulent ; in Lecons Orales, vol. i. p. 397. 
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1011. If the dislocation of an oblique process be left alone, the pain 
gradually subsides, and the patient has no other inconvenience than an 
unnatural position of the neck and restricted motion of the head. It is, 
therefore, held most advisable by some (Desautt, Boyer, RICHERAND, 
and DupvuyTREN) to leave this dislocation alone, because in attempting 
to reduce it, the spinal marrow may easily be so torn as to cause sudden 
death (a). This opinion is, however, grounded especially upon an imperfect 
reason, and various cases are known, in which the reduction of this dislocation 
has been followed with happy result. Srrrerr (2) has refuted the reasons 
against undertaking the reduction of this dislocation, and has frequently 
performed it successfully. The patient should be placed on a low seat, or 
sitting on the ground, and his shoulders firmly held back by an assistant. 
The Surgeon then grasps the head, with one hand beneath the chin and 
the other beneath the occiput, makes extension first in the direction of 
the dislocation, then in the longitudinal axis of the neck, and when this 
seems to have been sufficiently made, he twists the head strongly towards 
the dislocated side. Still the more pressing is the necessity for reduction 
in dislocation of both oblique processes of the neck vertebre, and that 
this may be effected, with care, the observation of WALTHER proves, 
The patient is to be put in a horizontal position, held up by three assist- 
ants, one of whom makes counter-extension on the pelvis, a second draws 
the shoulders back, and when the trunk is thus properly fixed, a third 
assistant grasps the head and makes extension, first in the direction of the 
dislocation, afterwards in the natural longitudinal axis of the neck, that is, 
he first pulls the head pretty forcibly back by gradually lengthening the ~ 
neck, and then turns it backwards. But when the extension in this direc- 
tion has attained a certain extent, the head must be brought into its natu- 
rally straight position, by undiminished and still successively increasing 
extension. _ ‘ 

GueRIN (c) reduced a seventh months’ dislocation of the second vertebra of the neck 
upon the third. : 

1012, Dislocation of the oblique processes of the back vertebre cannot 
happen, nor dislocation of the bodies of neck-vertebre, on account of the 
breadth of their joint-surfaces, the quantity and thickness of their liga- 
ments, the strength of the muscles surrounding them, and the slight motion 
with which each vertebra is endowed. Only when the bodies of the ver- 
tebre are broken can they be dislocated; but then so great violence 
operates that symptoms of pressure and concussion of the spinal marrow 
accompany it. All the cases described as dislocations of the back and loin 
vertebre, are fractures of those bones, or simple concussion, or some other 
injury of the spinal marrow. In consequence of the form and connexions 
of the bodies of the vertebre, every dislocation must cause death. 

Dupvuytren has collected several cases in which dislocation was accompanied with 
fracture; in one case separation of the bodies of the vertebre occurred from tearing of 
the intervertebral substance, without any fracture. In all these cases death followed 
the simultaneous injury of the spinal marrow. 

From what has been said, it may be collected, how those cases are to be thought of, 
in which, with some projection observable after the operation of violence upon the 
spine, the patient cannot sit upright, and so on, it has been supposed that by laying the 


body over a tub or any round body, the common dislocation could be reduced. Boyer 
has also observed on this point, that in violent bending of the spine, the upper and 
(a) Petrt-RapeEt, Dictionnaire de Chirurgie ; peutische Behandlung der Halswirbel verrenkun- | 


in Encyclopédie Meéthodique. - gen; in Rust’s Magazin, vol. xxxiv. p. 419. 
(6) Ueber die prognostische Bedentung thera- (c) Revue Médicale, August, 1840, p. 276. 
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interspinous ligaments of the spinous processes, and the hinder so-called yellow liga- 
ments may be torn. If the tearing be confined to the interspinous and to the upper 
ligaments, the patient may recover after a longer or shorter period of rest; but tearing 
of the yellow ligaments causes palsy and death (a). 


1013. The ligaments of single vertebre may be partially or completely 
torn through, without dislocation, but the injury of the spinal marrow 
therewith connected may cause death suddenly or subsequently ; and to 
such cases all that has been said in relation to fractures of the spine applies. 
In every case of distortion and tearing of the ligaments of the spine, only 
a strict antiphlogistic treatment, with continual rest, and subsequently, fre- 


quent purgatives to prevent the destructive subsequent diseases, may be 
employed. 


III—OF DISLOCATION OF THE PELVIC BONES. 


‘(Luxatio Ossium Pelvis, Lat.; Verrenkung der Beckenknochen, Germ.; Luxation 
des Os du Bassin, Fr.) 


Creve, Von den Krankheiten des weiblichen Beckens. Berlin, 1795. 4to. p. 137. 


1014. The broad surfaces of the articulations of the pelvic bones, and 
the great strength of their ligaments, render their separation impossible 
under natural circumstances, except when acted upon by extraordinarily 
great violence. The rump-bone may be dislocated inwards, and the hip- 
bone, upwards. These dislocations are never complete; the effects of 
violence, however, usually act upon the intestines of the pelvic cavity and 
upon the spinal marrow, and inflammation and tearing of these intestines 
and effusion of blood, and so on, in the pelvic cavity, ensue; also, palsy of 
the lower limbs, of the bladder, and rectum ; and not unfrequently is frac- 
ture of the pelvic bones present. 

The treatment of these dangerous injuries must be precisely the same as 
has been mentioned (par. 615) for fractures of the pelvic bones. 

One case shows that a dislocation of the hip-bone upwards may be produced by a fall 
from a great height, without symptoms of concussion of the spinal marrow or injury of 
the pelvic intestines. The share-bone and the spine of the hip-bone of the left side 
were higher; the left limb was shorter than the other, but the distance from the tro- 
chanter to the spine of the hip-bone and to the knee, was the same as on the other side ; 
flexion and extension of the thigh were accompanied with severe pain in the symphysis 
pubis and sacro-iliaca, with which frequently the whole hip-bone moved. The exten- 
sion caused only severe pain, without bringing the limb to its natural length. The 
treatment in this case consisted in strict quiet, and the employment of proper antiphlo- 
gistic remedies. When the patient began to walk, he gradually, by the weight of his 
body, recovered the proper position of the hip-bone (6). 

1015. Great as must be the violence to produce a separation of the hip- 
bone, if its articular connexions have their natural degree of strength, just 
as easily can it be produced if these connexions be lax and yielding. Such 
is the case in loosening and swelling of the ligaments of the pelvis during 
pregnancy. Wherefore also frequently from the extension which these 
bones suffer during delivery, or if the woman get about soon after her 
downlying, a pretty smart pain is suffered in one or both joints of the 
pelvic bones, which recurs at every movement, and is accompanied at first 
with the sensation of a tearing, and subsequently, distinct crepitation is 
felt in the pelvic joints. The gait of the patient is then difficult, and on 


(a) Boyer, p. 121, (b) Ibid, p. 135. 
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examination, the position of the two hip-bones is not found alike, the one 
being more or less high than the other. 

A similar swelling, loosening and laxity of the joint ligaments of the 
pelvic bones often arises from an internal diseased condition, in which 
slight violence is sufficient to produce a separation of the pelvic bones. 

1016. The principal indication in these cases is, to fix the pelvis as 
steadily as possible and prevent every movement; for which purpose, a 
belly bandage, or a leathern girdle, is to be applied sufficiently tight around 
the hips; by this the pain is often instantaneously got rid of, and the 
patient’s movements much improved. How far the laxity of the ligaments, 
depending on general causes, may be relieved by friction, purging, and the 
like, must depend on the circumstances of the individual case. 

1017. The coceyx may by violence be driven inwards, or by difficult 
labour be thrust outwards, giving rise to fixed pain, increased by motion 
of the lower limbs, but especially in going to stool; frequently it becomes 
severe and pulsating, when suppuration takes place. The ligaments are 
not torn in this so-called dislocation of the coccyx, it therefore recovers 
its natural position ; the employment of the hand for its replacement, by 
the introduction of the finger into the rectum, or by its application ex- 
ternally is therefore superfluous. ‘The treatment consists merely in rest, 
antiphlogistic treatment, and the local application of remedies to effect dis- 
persion and get rid of the inflammatory symptoms. If suppuration take 
place, a speedy outlet must be afforded to the pus, or otherwise consider- 
able destruction of the loose cellular tissue is produced. 


IV.—OF DISLOCATION OF THE RIBS AND THEIR CARTILAGES. 


(Luxatio Costarum, earumque Cartilaginum, Lat.; Verrenkung der Rippen und ihrer 
Knorpel, Germ. ; Luzxation des Cotes et de leurs cartilages, Fr.) 

1018. Dislocations of the hinder end of the ribs have been totally denied 
by many writers, but admitted by others, who have mentioned a threefold 
kind of separation, inwards, upwards, and downwards, and complete and 
incomplete dislocation. So long as the examination of corpses had not 
shown the existence of these dislocations, it was doubtful whether the 
common dislocation were not fracture of the hinder end of the ribs ; exami- 
nation, however, has proved-the possibility of the dislocation of the ribs. 

B. Cooper (a) mentions a case of WEBSTER’s, in which a man who had died of fever, 
was, on dissection, found to have the head of the seventh rib drawn upon the front of the 
corresponding dorsal vertebra and anchylosed to it. Some years previously he had 
had a sudden and violent fall from his horse, for which the ordinary treatment of frac- 
tured ribs had been had recourse to. Donne (6) showed from the examination of the 
body of a child of eleven years old, a complete dislocation of the tenth, and a par- 
tial one of the eleventh rib; FrurcaNne one of the eleventh and twelfth rib; Han- 
KEL (c) a dislocation of the eleventh rib. 

1019. Dislocation of the ribs is only produced by the direct opera- 
tion of external violence. It occurs most frequently at the eleventh and 
twelfth ribs, because their front end has no point of support, the trans- 
verse process is less projecting, and the costo-transverse joint, together 
with the interosseous costo-transverse ligament are deficient. Dislocation 
of the rib may be distinguished by its greater mobility, when the finger 
is run along it, and which is still more perceptible the nearer it approaches 


ee Edition of A. Cooper’s Dislocations, (b) Gazette Médicale de Paris, 1841, No. 26. 
020. ; 


p (c) Ib., 1834, p. 187. 
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the hinder end; by a particular rustling, (which is not to be confused 
with that from fractured rib or from emphysema,) which is perceived on 
the movements of the body and ribs by the practitioner, or by the patient 
himself; by a yielding of the parts covering the hinder end of the rib; 
by a depression where the head of the rib should be found, and by motion 
of the hind end on pressure of the front end. It is accompanied with 
cough, difficult respiration, severe pain, and other symptoms, as in frac- 
tured ribs (par. 627.) 

1020. To effect reduction, the patient should be placed with his chest 
upon a firm pillow, so that the front end of the dislocated rib may be 
pressed backwards, and then the vertebra above and below the dislocation 
is to be pressed down. ‘The rib must be kept in place, by a thick com- 
press placed at the front end and upon the spinal column, and properly 
fastened with a chest bandage. If the object cannot be thus attained, it 
has even been advised to open the cavity of the chest, and with the finger 
or with a hook to bring the rib into its place. No one should be seduced 
to such a practice. It is most proper in every case to proceed, as in frac- 
ture of the ribs, to prevent the motions of the chest, with a broad bandage, 
and to counteract the other symptoms by proper means. 

1021. The cartilages of the upper false and lower true ribs may be 
separated in violent bending backwards of the body, in which the liga- 
ments are torn where the under cartilage overlaps the upper. At this 
part projection and depression are observed, the patient feels pain, and 
the breathing is somewhat disturbed. The natural position of the carti- 
lage can be restored, if the patient inspire deeply and bends backwards, 
whilst some pressure is made on the projecting cartilage. The treatment 
is the same as in fracture of this cartilage ( par. 629.) 

AstTiLEy Cooper (a) has noticed dislocation of the cartilage most frequently at the 
sixth, seventh, and eighth rib, from the breast-bone and the end of the rib, not unfre- 
quently in children, as consequent on general weakness. 


V.—OF DISLOCATIONS OF THE COLLAR-BONE. 
(Luzatio Clavicule, Lat.; Verrenkung des Schliisselbeines, Germ.; Luxation de la 
Clavicule, Fr.) 


1022. Dislocation of the Collar-bone is much more rare than fracture, 
and may be of the sternal end or the scapular end of the bone. 

1023. It is generally held that the sternal end of the collar-bone may be 
dislocated forwards, backwards, and upwards. In this dislocation, if the 
separation of the joint-surfaces be only rather considerable, the tendinous 
strengthening fibres, the interclavicular ligament, and perhaps frequently 
the fibres of the sterno-mastoid muscles seem to be torn. 

In dislocation forwards, which is the most common, and depends on 
violent pressing backwards or inwards of the shoulders, a projection is 
observed on the fore and upper part of the breast-bone, which subsides 
when the shoulder is pressed outwards; the shoulder stands deeper and 
more inwards; the head is inclined towards the ailing side ; the movement 
of the arm is interfered with and painful; if the shoulder be raised, the 
prominence subsides ; if the shoulder be depressed, the prominence rises up 
towards the neck. The dislocation is frequently incomplete, the front only 
of the capsule being torn, and the bone but little projecting. In disloca- 


(a) Above cited, p. 537. 
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tion upwards, the distance between the two sternal ends of the collar-bones 
is diminished, and the dislocated end is higher than that of the opposite side. 
Dislocation backwards, the possibility of which is admitted by most 
persons, though by others in a manner doubted, but which has been proved 
by a case of PELLIEUX’s (a), may be caused by violence which thrusts 
the shoulder forwards, or acts immediately upon the sternal end of the 
collar-bone from before backwards. Its symptoms are a depression in 
place of a projection, at the inner end of the collar-bone, only at the 
opposite end there is decided position and direction of the bone from 
within outwards, and from behind forwards, severe pain in the region of 
the collar-bone, and upon the whole side of the neck to the very base of the 
lower jaw, the mastoid process and occipital protuberance, on sudden 
movement of the arm, especially in certain opposition to overcome it, as 
well as with pressure of the hand; on motion, a dull rustling is percep- 
tible to the patient, as of rubbing the two surfaces of the bone together ; 
some pain on rotating the head, hence a degree of stiff neck, so that the 
head, neck, and chest move together if the patient look sideways; incapa- 
bility of the patient raising himself from the bed, except by putting an 
object before him to serve as a point of resistance ; lastly, slight pain in 
swallowing. 


As the greater number of writers on this dislocation state that, in it, the wind-pipe and 
gullet, the vessels and nerves are compressed, and severe symptoms are thereby pro- 
duced, neither of which was observed by PELLIEUx in his case, and the assumption of 
which depends only on a short notice of DuvERNEy’s (6), and a case related by ASTLEY 
Cooper, in which dislocation in the second way occurred, therefore PELLIEUX gives a 
superficial and a deep dislocation of the sternal end of the collar-bone, taking for the 
former, the symptoms above described, but for the latter, which can scarcely occur but 
from direct severe violence upon the collar-bone, and with complete tearing away of the 
m. sterno-mastoideus, the more important symptoms of pressure on the wind-pipe and 
gullet, and on the vessels and nerves of the neck. But this statement is unsupported by 
any reason; for in the case related by A. Cooper, (p. 401,) there occurred, during great 
curvature of the spine, a gradual dislocation of the sternal end of the clavicle back- 
wards, in which, for the purpose of relieving the severe symptoms of impeded swallow- 
ing, the dislocated end of the collar-bone was removed. 


[In September 1835, there was admitted into St. Thomas’s Hospital, under TyrreEt1, 

a case of compound dislocation of the collar-bone, backwards, which I saw. It had been 
caused by an earth slip of twelve feet in height, burying him, whilst employed in 
preparing for the Southampton railroad, and driving the sharp end of a pickaxe, with 
which he was working, into his chest. He reached the hospital three hours after the 
accident ; and on examination, the cellular tissue below the right collar-bone and on 
the upper part of the breast-bone was found emphysematous. The collar-bone was 
distinctly dislocated backwards at its sternal end, and there was a wound in the skin 
opposite the junction of the second rib with its cartilage. When the finger was in- 
troduced into this aperture, the great pectoral muscle was found completely scraped 
from its clavicular attachment, and the finger could pass as far outwards as the coracoid 
process of the blade-bone, and inwards, it followed the collar-bone to the windpipe, on 
the right and fore-part of which it rested, slightly sunk behind the upper piece of the 
breast-bone, so that it somewhat interfered with respiration and deglutition. The 
interarticular cartilage seemed to remain in its proper place, except a small portion which 
had been torn off with the bone; the extreme inner end of the collar-bone could not, 
however, be distinctly felt; no wound of the intercostal muscles could be ascertained. 
The pickaxe had probably first passed upwards and outwards, then turned inwards, torn 
off the pectoral muscle from its origin, and having dislocated the bone, passed inwards 
above the breast-bone in those directions in which the finger could move; probably it 
had wounded the pleura and right lung, which appeared the only way of accounting for 
the emphysema. According to his own account, it would seem as if the handle of the 
ool had penetrated, for he says, the handle was standing upright and he fell forward | 


(a) Memoire sur la Luxation de l’extrémité sternale de la Clavicle en arriére ; in Révue Médicale, 
1834, August, p. 161. (b) Traité des Maladies des Os, vol. i. p. 201. 
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upon it. But I doubt the correctness of this, as the skin wound was not more than two 
inches long, and beneath it my little finger would just enter, and no room to spare. He 
complains of a little pain opposite the middle of the second piece of the breast-bone ; 
but he has not any other pain in his chest, and no fracture can be discovered. He seems 
to breathe easily, although he complains of difficulty of breathing, accompanied with 
great desire to cough, and a sensation of pressure on the windpipe, which is much 
increased on raising the skin of the neck when he throws his head back. 

The shoulder having been brought back with straps attached to a back-board, the 
bone readily resumed its place. The elbow was brought forward and bound to the 
side. The wound was dressed with sticking plaster, and he was put to bed with 
the shoulders much raised. He went on without the least unfavourable symptom ; in 
three weeks left his bed, and three weeks after went out of the house. The sternal 
end of the collar-bone still fell a little backwards, and was a little more movable than 
natural. He was warned not to use his arm violently. 

In September, 1839, VELPEAU (a) had under his care a case of simple dislocation of 
the sternal end of the collar-bone inwards and backwards. The man had been violently 
squeezed between the wall and a cart, “in such a manner as to thrust the left shoulder 
forcibly inwards, and break up the ligaments which connected the clavicle of the same 
side to the first bone of the sternum; in this way the sternal end of the left clavicle lay 
upon the superior edge of the sternum, behind the sternal attachment of the sterno- 
mastoid muscle, The articulating surface of the bone lay close to the junction of the 
sternum with the clavicle of the opposite side. Vetrrau considered that in the first 
instance the force producing the dislocation had operated, so as to displace the sternal 
extremity of the clavicle upwards and backwards, inasmuch as the bone lay behind the 
sternal portion of the sterno-mastoid muscle, and that it was after this had been effected, 
that the displacement inwards and across the upper part of the sternum occurred. He 
considered this was the first instance of this kind of displacement of the sternal 
extremity of the clavicle which had been observed ; in which opinion, however, he was 
wrong, as the case just mentioned proves.—J. F. S.] 


1024. The reduction of the dislocated sternal end of the collar-bone is 
easy ; with one hand the elbow is fixed, and with the other placed on the 
upper part of the humerus, the shoulder is drawn outwards and backwards, 
as in treating fracture of the collar-bone (par. 639.) In dislocation 
forwards, the shoulder should be pressed forwards, in that backwards, 
backwards, and in the upward dislocation upwards, so as to prevent the 
slipping out again of the end of the bone; and the arm is to be kept in 
proper position with the apparatus already mentioned for fractured collar- 
bone. According as this apparatus is more or less relaxed, there com- 
monly remains greater or less deformity at the sternal end of the bone, 
which, however, has no effect upon the motions of the arm. 


MELieERr’s apparatus, in dislocation of the collar-bone forwards, in which a compress 
similar to a truss, and pressing on the projecting end of the bone, is connected with 
DeEsAULt’s apparatus (0). 


[It will not be out of place to mention here, the operation performed by Davis, of 
Bungay, on the case of backwardly dislocated sternal end of the collar-bone referred to 
by AstTLEy Cooper, in which the bone pressed so upon the wsophagus as to occasion 
extreme difficulty in swallowing. “ An incision was made of from two to three inches 
in extent on the sternal extremity of the clavicle, in a line with the axis of that bone; 
and its surrounding ligamentous connexions, as far as he could reach them, were divided 
with the saw of ScuLTETus (often called Hry’s); he then sawed through the end of the 
bone, one inch from its articular surface from the sternum, and fearful of domg unne- 
cessary injury with the saw, he introduced a piece of well-beaten sole-leather under the 
bone whilst he divided it. When the sawing was completed he tried to detach the bone, 
but it still remained connected by its interclavicular ligament, and he was obliged to 
tear through that ligament by using the handle of the knife as an elevator, and after 
some time succeeded in removing the portion of bone which he had separated.” The 
case did well (c).] 


(a) Lancet, 1839-40, vol. i. p. 422. p. 53.—FRoRIEP’s chirurgische Kupertafeln, pl. 
(b) Archives générales de Médecine, Jan.1829, — cexxvil. 
(c) A. CoorEr, above cited, p. 402. 
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1025. The scapular end of the collar-bone can only be dislocated up- 
wards, (extremely seldom downwards beneath the acromion,) and the 
separation of the two articular surfaces is not great. The cause is gene- 
rally a severe fall upon the shoulder, by which it is violently turned back- 
wards. The signs of this dislocation are pain on the top of the shoulder, 
depression of the shoulder, a great space between the acromion and 
scapular end of the collar-bone, or a projection of the latter ; unaccustomed 
motion of these two parts, impeded motion of the arm, especially in ele- 
vation, diminished distance of the shoulder from the chest, disappearance 
of the prominence when the shoulders are drawn backwards, but which 
reappears when it is let go; and if the finger be carried forward upon the 
spine of the blade-bone it is stopped by the projecting end of the collar- 
bone. 


It has been hitherto assumed that the acromial end of the collar-bone can only be 
dislocated upwards ; at least, experience knew no other kind. TourNet (a), however, 
saw a case in which the weight of a horse, in a sudden fall, caused separation and driving 
back of the blade-bone, the collar-bone still remaining fixed at its sternal end, but its 
outer end, from which the inferior and coraco-clavicular ligaments were torn, was sepa- 
rated from both articular surfaces, and slipped beneath the acromion. The pivot 
motions of the arm could be made in the usual directions; the left arm was somewhat 
longer than the right, the elbow and upper part of the arm lay against the side of the 
trunk; the voluntary motions, especially those upwards, were impossible, the patient 
could not bring his hand to his head ; the communicated motions were free and painless ; 
the shoulder had lost its rounded form, and below the acromion externally was a deep 
hollow. The shoulder had also two prominences, an internal and upper, formed by the 
acromion, and an external under by the lower end of the collar-bone. Neither numb- 
ness of the fingers nor pain were present; the point of the left shoulder was much 
nearer the breast-bone than the right; when the finger was carried along the spine of 
the blade-bone from behind forwards to the acromion it was stopped by the projection 
of the collar-bone. ‘This was perfectly discernible, and disappeared, as well also as 
the hollow beneath the acromion, when the shoulders were drawn back, the knee being 
placed between them; but so soon as this was left off, the projection formed by the end 
of the collar-bones and the depression beneath the acromion reappeared. With 
DESAULT’s apparatus, and subsequently with that of FLammanrt, a cure was effected 
without deformity, and without restriction of the motions of the arm. MEtiE(d) 
examined after death, and described such a dislocation of the outer end of the collar- 


bone downwards. 

1026. This dislocation is always easily reduced; the arm is to be 
raised up against the collar-bone, the scapular end of which is to be 
depressed. DxsAuut’s apparatus for fractured collar-bone is applicable, 
with the alteration of putting a thick compress upon the scapular end of 
the collar-bone, and the turns of the bandage which are carried over the 
injured shoulder and the elbow, to be sufficiently tightened, and further, 
the arm to be also fixed to the breast with a bandage. The first days the 
injured parts are to be moistened with cold dispersing applications. As 
often as the bandage becomes loose it must be tightened. In from four 
to six weeks it may be removed ; most commonly there remains greater 
or less displacement, which, however, does not interfere with the motions 
of the shoulder. 


[The dislocation of the collar-bone upon the spine of the blade-bone is one of the 
most tiresome accidents we have to do with; at least in all the cases I have had to 
deal with, and the injury is not unfrequent, I have never been able by any contrivance 
to keep it in place, and have therefore given up attempting to keep it reduced, and 
only endeavour to keep it at rest, so that it may form new connexions on the scapular 
spine.—J. F. S.] 

(a) Archives genérales de Médecine, 1837, De- (b) Nova Acta physico-medica, 1773, vol. v. 
cember. pl. 
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VI.—OF DISLOCATION OF THE UPPER-ARM. 

(Luxatio Humeri, Lat.; Verrenkung des Oberarmes, Germ.; Luxation du Bras, Fr.) 
Bonn, Abhandlung von Verrenkungen des Oberarmes. Leipzig, 1783. 

DEsavLt, above cited. 

Warnecke, Abhandlung iiber die Verrenkung des Oberarmes aus dem Schulterge- 

lenke und deren Heilart. Nurenberg, 1810; with plates. 

Boyer, above cited, p. 174. 

Mortue, Mélanges de Chirurgie et de Médecine. Paris, 1812. 

Buscu, Dissert. de Luxatione Humeri., Berlin. 1817. 

DuruyTren, De la différence dans le Diagnostic des Luxations et des Fractures de 


VYextrémité supérieure de Humerus; in Répertoire Général d’Anatomie et de Phy- 
siologie Pathologique, vol. vi. part iil. p. 165. 


Mateatene, Luxations de l’ Articulation Scapulo-humérale ; in Journal des Progrés 
des Sciences et des Institutions Médicales, vol. ii. Paris, 1830. 
Coorrr, ASTLEY, above cited, p. 415. 


CraMP'on, PHILIP, M.D., On the Pathology of Dislocation of the Shoulder-Joint ; 
in Dublin Journal of Medical and Chemical Science, vol. iii. p. 42. 1838. 


1027. The free motions of the shoulder, the great misproportion be- 
tween the size of the head of the upper-arm-bone and the flattened hollow 
of the joint-surface of the blade-bone, the slight strength of the capsule 
of the joint, and the frequent operation of external violence upon the 
shoulder-joint, render the dislocation of the upper-arm more frequent than 
that of any other bone. 

1028. The head of the upper-arm-bone may be displaced in three 
different directions : 

1, Upwards (and inwards) ; the head of the bone rests on the front edge 
of the blade-bone, between the insides of the long heads of the m. triceps 
and the m. subscapularis. 

2, Inwards ; the head of the bone recedes between the subscapular pit 
and the muscle of the same name, beneath the m. pectoralis major. 

3, Outwards ; between the infra-spinate pit and muscle. [ This is the 
dislocation backwards of English Surgeons.—4J. F. S.] 

The dislocation downwards is the most common, that inwards more rare, 
and that outwards the rarest. The dislocation upwards is impossible, 
partly on account of the acromial process, and the firmness of the joints 
especially, partly because the upper-arm cannot, on account of the trunk, 
be driven inwards as much as necessary in order to dislocate it upwards. 

Astiey Cooper (a) speaks of a fourth partial dislocation, when the front of the cap- 
sular ligament is torn, frequently only stretched, and the head rests against and on the 
outer side of the coracoid process of the blade-bone (6). 

1029. If the head of the upper-arm-bone be dislocated downwards, it 
may be drawn inwards by the contraction of the muscles, (but the m. éri- 
ceps extensor prevents it being pulled outwards,) and thence gradually 
upwards towards the collar-bone. In the dislocation outwards such consecu- 
tive displacement towards the spine of the blade-bone is not possible. In 
dislocation of the upper-arm-bone, there may be therefore a fourfold varying 
position of the head of the bone: 1, downwards ; 2, outwards, always 
primitive ; 3, inwards, frequently primitive, usually consecutive, and, 4, 
inwards and upwards, constantly as consecutive dislocation. A. CoorEr, 


(a) Above cited, p. 446. —Hanrerave, W.; in Edinburgh Medical and 
(b) DupuytTgeEN, Legons Orales, vol iii. p. 105. Surgical Journal, October, 1837. 
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however, does not think that the head is dislocated consecutively, when 
the muscles have once contracted and no great violence operates. 

Less change of position may originate in the absorption arising from 
pressure. 

Opinions vary in reference to the primitive direction of dislocation of the upper 
arm. Many (Hippocrates, DuverRNEY, FABRICIUS AB AQUAPENDENTE, DESAULT, 
Morsinna, RicHeERAND, Morue, and others) admit only the dislocation downwards as 
primitive, and that inwards and outwards as secondary. Others (VELPEAU, MaL- 
GAIGNE) determine only two primitive dislocations, namely forwards and inwards, and 
backwards and outwards. 

1030. The several kinds of dislocation of the upper-arm are charac- 
tererized by the following symptoms : 

In dislocation downwards, the arm is rather longer, can be moved only 
a little outwards, and motion in any other direction causes severe pain; 
in old persons, however, the laxity of the muscles often permits more 
extensive motion ; the elbow stands out from the trunk ; the patient inclines 
himself towards the side of the dislocation, holds the arm half-bent, and 
supports his elbow on his hip. Beneath the acromion, which seems more 
prominent, a hollow is observed, the joint has lost its roundness, the 
middle line of the arm is directed towards the arm-pit in which is felt a 
globular protuberance, formed by the displaced head of the bone, only 
however when the arm is separated from the trunk. A kind of crackling 
is frequently noticed on motion, depending on the exuded matter, or_on 
the effusion of synovia, which disappears on continuance of motion, and is 
never so great as in fracture. The pressure of the head of the bone upon 
the axillary plexus often causes loss of sensation, and the sensation of 
being asleep in the fingers. 

In dislocation zrwards, the elbow stands out from the trunk, and is 
inclined a little backwards; the direction of the arm corresponds to the 
middle of the collar-bone, the movement of the arm backwards is not very 
painful, but forwards extremely so. Beneath the great pectoral muscle is 
felt the protuberance of the head ; the arm has either its natural length or 
is rather shorter; the flattening of the shoulder is observed especially at 
its hinder part; the fore-arm is not half bent. 

In dislocation outwards, the arm is inclined inwards and forwards, the 
flattening of the shoulder is most distinct in front; the head of the bone 
forms a prominence in the infra-spinate pit; the arm may be moved for- 
wards with the least pain, but every other movement is in the highest 
degree painful. 

In imperfect dislocation, where the head is inclined forwards against the coracoid 
process, a hollow is observed opposite the back of the shoulder-joint and the hinder 
half of the glenoid cavity is perceptible; the axis of the arm is inwards and forwards ; 
the under motions of the limb may be completely performed, but the arm cannot be 
raised, because the upper-arm is thrust against the coracoid process of the blade-bone ; 


the head forms a distinct protuberance, and if the arm be rotated, the rolling motion of 
the head is felt. 


It is very difficult, and generally impossible, in dislocation of the upper-arm, to deter- 
mine whether the dislocation of the head of the bone inwards, be primary or consecu- 
tive; but inquiry as to how the symptoms have followed each other, and even the 
treatment in setting, may perhaps afford some clue. 

1031. Dislocations of the upper-arm are produced by violence, which 
strikes the arm, and happens only on that particular direction of the arm, 
at the moment when the violence acts, according to which side the 
head of the bone is driven against the capsule and dislocated. In the 


OF THE UPPER-ARM. 783 


occurrence of dislocation downwards, the contraction of the m. pectoralis 
major, latissimus dorst and teres major especially participate. It, how- 
ever, particularly depends on the m. deltoides, as shown by examples 
when this dislocation has happened in raising a heavy load. 

The destruction of the soft parts in dislocation of the upper-arm, is for 
the most part restricted to the tearing of the capsular ligament to a tole- 
rable extent and the bruising of the neighbouring parts. In dislocation 
inwards, however, a tearing of the m. subscapularis has been observed ; 
as also oftentimes palsy of the arm, cedematous swelling of it; or a palsy 
of the deltoid muscle is connected with, or subsequently ensues on disloca- 
tion. Fracture of the neck of the upper-arm-bone has also been noticed 
simultaneously with this dislocation. 

1032. The inflammatory symptoms which occur in dislocation of the 
upper-arm, are usually of little consequence, if reduction be soon effected ; 
but if the dislocation be left alone, considerable interference with the 
movements of the arm occurs; the dislocated head is kept fixed in its 
position, the motions of the arm depend only upon the mobility of the 
blade-bone, and often after from four to eight weeks, reduction is no longer 
possible, even with the greatest efforts. 

1033. In reducing dislocation of the upper-arm, the shoulder must 
be well fixed, the arm extended to a proper degree, and its head 
brought back in the same way in which it was dislocated. The patient 
should sit on a common seat, (in difficult cases it is advantageous to lay 
him horizontally on a couch,) a folded cloth is to be applied above the 
wrist, its two ends tied and given to an assistant. An oblong, tolerably 
thick bolster should be put into the arm-pit, projecting beyond the edges of 
the great muscles of the breast and back, and over it a folded cloth, the 
ends of which are to be carried over the front and back of the chest, to 
the sound shoulder, there tied, and given to an assistant. For the more 
complete fixing of the shoulder-blade, a second cloth is applied, with its 
middle on the acromion, its ends carried obliquely forwards and backwards, 
towards the other side of the chest, and given to an assistant, who draws 
them properly in this direction towards him. Or the shoulder is fixed by 
a proper bandage, (retractor,) through the opening of which the arm is 
passed (a). The Surgeon stands on the outside of the limb, and directs 
the assistants as to the direction and commencement of the extension. 

In the dislocation downwards, extension must be made directly outwards, 
and when carried to a proper extent, the arm must be pulled downwards, 
and somewhat forwards till it be applied to the side of the body, when 
the Surgeon rests his body against the elbow, and with both his hands 
applied, the one on the upper, and the other on the under surface of the 
upper arm, carries the head back into the socket. 

In dislocation inwards the extension must be made outwards and back- 
wards, the arm brought forwards and downwards, till it lie obliquely 
across the front of the breast, and the Surgeon then assists the return of 
the head of the bone, by placing one hand upon the elbow and the other 
on the inside of the arm, and pressing the head outwards. 

The dislocation outwards requires extension in the opposite direction to 
the preceding (a). 

(a) Proper retractors are described by Prtscuzn = zum Verbande. Leipz, 1796, p. 299. Pl. viii. fig. 
(Anatom. und chirurg. Anmerkungen. Dresden, 8, 9); by ScunerpER (Loprr’s Journal, vol. ii. 


1784, p. 66); by Mennex (Lover's Journal, vol. p. 466) ; and by Asriey CoorrEr. 
iii. p. 300); by Ecxotpt (Kénver’s Anleitung 
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In reduction the following points are to be especially noticed. As every dislocation — 
of the upper arm occurs only in a certain position, so must its extension also be made in 
a corresponding position, and according to the directions laid down. In this position the 
m. deltoides, supra-spinatus and infra-spinatus, which mostly oppose the reduction, are 
rendered lax. On this account the dislocation is often reduced with ease, immediately 
after its occurrence, by raising the arm to the horizontal posture, and placing the fingers 
in the arm-pit. The arm is not to be brought into its natural position, till the head of 
the bone has been restored to the place from which it has slipped. The head is usually 
carried back into the socket, rather by the action of the muscles, than by any force 
applied to it. By what has been said is explained the fitness of La MoTHE’s (a) pro- 
posed mode of reduction. The patient is to be placed on a seat; the shoulder to be 
fixed by means of a cloth, folded lengthways, applied over it, and held by two assistants 
sitting on the ground; a third, standing on the uninjured side, draws horizontally a 
cloth laid round the chest. The Surgeon, standing on a table near the patient, grips 
the dislocated arm with both hands, raises it, gently drawing it up towards the patient’s 
head, then pulls more forcibly, and thus almost without pain causes the head of the 
bone to rise up into its place. Rust (6) simplifies this treatment; the patient being 
seated on the ground, on a carpet or flat cushion, an assistant, kneeling on the side 
opposite the dislocated arm, grasps the injured shoulder with both hands locked in each 
other, the one of his arms being carried before, and the other behind the patient. Whilst 
he draws the shoulder strongly and steadily downwards, the Surgeon, standing on the 
same side as the dislocated arm, grasps it with both hands at the wrist and fore-arm, 
draws it somewhat towards him, in order to keep it constantly extended, and raises it, 
by a circular movement, above the head of the patient, so that the upraised arm is 
brought parallel with the long axis of the body. The Surgeon then draws the arm 
strongly towards him, as if he would raise the patient from the ground, and at the 
moment this is effected, the head of the bone slips back into its socket. If this do not 
happen, the Surgeon may now give the extension of the arm to an assistant, and kneel- 
ing by the patient, places both thumbs under the protruded head, and leads it, by 
pressing upwards, into its socket. He then fixes one thumb firmly in the arm-pit, with 
the other hand grasps the elevated arm above the elbow-joint, and draws it carefully 
down, when, if the head of the bone be not completely carried into its socket, its com- 
plete reduction must be attempted, by more firmly sliding it over the opposed thumbs, 
as if over a roller. 


1034. Complete reduction is characterized by the natural form of the 
joint, the cessation of pain, and the free movement of the arm in every 
direction. ‘To counteract the disposition which the upper-arm always has 
to become dislocated afresh, its motions should be prevented ; the arm is 
to be put in a sling, or fastened with some circular turns of a bandage 
round the body, and some may be carried beneath the elbow and over the 
shoulder. For the first few days cold applications are to be applied over 
the shoulder to remove the bruising. Ifa paralytic state of the arm con- 
tinue, (which there is always ground to fear if after the dislocation there 
ensue a sensation of cold, of going to sleep, and weight,) stimulating 
friction, douche-baths, blisters, moxas, and the like must be employed. 
This may arise also from palsy of the deltoid muscle. 

1035. In this way the dislocation of the upper-arm-bone may ordinarily 
again be put to rights. If violent contraction of the muscles occur, we 
must attempt to diminish it by the remedies heretofore mentioned. A 
small opening in the capsular ligament is mentioned by many, as the obstacle 
to reduction in several cases, which may be imagined if the head of the 
bone return to its place without noise and be directly again dislocated ; in 
such case the aperture of the capsular ligament must be attempted to 
be enlarged by moving the arm; numerous observations, however, oppose 
this notion. 


: : ah he (a) Buscu, above cited. 
(b) Rust, in his Magazin fir die gesammte sert. de Methodo Mothiano humerum luxation i 
Heilkunde, vol. x. p. 184.—Lronuarpt, F., Dis- reponendi, Berlin, 1820, 8vo. 
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1036. Besides the modes of reducing dislocations of the upper-arm 
already given, the following still require to be mentioned :— 

1. In recent dislocation the patient may be laid on his back upon a 
table or sofa, in such way that the affected arm may be completely on the 
edge ; a wetted roller is to be applied on the arm above the elbow, and 
over this a handkerchief is to be fastened. The Surgeon, standing with 
one foot on the ground, places the heel of the other in the patient’s arm- 
pit, so that he finds himself in a half-sitting posture by the side of the 
patient. By means of the handkerchief he extends the arm for three or 
four minutes, in which way, under ordinary circumstances, the head is 
easily reduced. If more power be required, a towel instead of a handker- 
chief should be fastened around the arm, by which several persons may pull, 
- whilst the heel is still in the arm-pit. In order to relax the m. biceps the 
fore-arm must be bent. In this mode of reduction there is less extension 
of the limb than lateral separation of the head of the arm-bone from the 
blade-bone. On this account probably has Berrranv1 (a) proposed, that 
the Surgeon should place himself between the legs of the patient as he 
lies in bed, and make use of his left foot if the dislocation be on the 
right, and his right foot if it be on the left side. Saurrr’s (0) treatment 
corresponds to this; the patient being placed on a seat, the dislocated arm 
is to be drawn down perpendicularly on the body, fixed in this direction by 
the one hand of the Surgeon at the elbow-joint, and drawn towards the 
- ground, whilst with the other hand the head of the bone is thrust upwards; 
at the same time an assistant may further the extension, by drawing down 
the hand, but which is not always, nor ever with violence, to be done. 
In dislocation inwards the arm is to be inclined more forwards. 

2. The patient, being seated on a low stool, the Surgeon separates the 
dislocated arm so far from the body, that he can put his knee into the arm- 
pit, and whilst he places his foot by the side of the stool, he puts one 
hand upon the arm-bone, immediately above the condyles, and the other 
upon the acromion, then presses the arm downwards over the knee, and in 
this way reduces the dislocation (c). 

1037. If in very powerful persons, or in old dislocations, these modes 
of treatment be unsuccessful, and it be necessary to overcome the muscles 
by continued and gradually increased extension, the pulleys are to be 
employed as most convenient. The patient is to be put on a stool, the 
shoulder fixed with a retractor, and this attached to a hook fixed in the 
wall on the patient’s sound side ; the extension-bandage is to be put on 
above the elbow, and, by other bandages connected with the pulley, 
fastened to the other wall. The direction of the extension is to be similar 
to that made by assistants; and it must be made gradually, if intended to 
be kept up for some time. When it has attained sufficient degree, the 
Surgeon puts his knee in the arm-pit, places his foot on the stool, and 
raising the head of the bone, thrusts it gently into the socket, which, at 
the moment when the extension is left off, usually happens without any 
snap. 

The various contrivances proposed for reducing dislocation of the upper-arm are 
in part superfluous, in part unsuitable, because the mechanical violence acts too much on 


the head of the bone itself; or the extension cannot be made after every one’s favourite 
direction. To these contrivances belong the ambe of Hrprocratss, the machines of 


(a) Institutiones Chirurgice, vol. v. selgelenkes ; in Hurenanp’s Journal, vol. xliii. 
(6) Ueber die Einrichtung des ee aaa Piet. de 1816, p. 39. 
(c) Astiry Cooper, p. 432. 
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Orreastus, Park, Gersporrr, Scuttetus, Purmann, Perit; the reductors of 
Ravaton, Hacen, Freck, MENNEL, SCHNEIDER, BRUNNINGHAUSEN, and others. 

1038. If the dislocation have existed some weeks, the arm must, pre- 
vious to extension, be moved forcibly in every direction, for the purpose 
of loosening it, and the relaxation of the muscles must be effected by the 
means already mentioned. After the reduction of these old dislocations, 
an emphysematous swelling is often observed beneath the great pectoral 
muscle, which soon disappears under the use of dispersing remedies. 
WEINHOLD cut through the tendon of the m. pectoralis major, because it 
did not yield in an old dislocation (a). The dislocations at the shoulder- 
joint may often be satisfactorily reduced, even after a long time, especially 
in relaxed persons; the attempt at reduction, however, is not to be carried 
too far, as dangerous symptoms may ensue (6). 

Gipson noticed a rupture of the axillary artery in reducing an old dislocation. 

DIEFFENBACH (c), whilst making extension and counter-extension in the usual 
manner, in a dislocation of two years’ standing, divided the tendons of the m. pectoralis 
major and latissimus dorsi, the m. teres major and minor, beneath the skin, and the 
false ligaments surrounding the new joint, upon which, with the extension made, the 
head suddenly returned into its socket, and he then applied over it a pasteboard 
apparatus. 

1039. The Congenital Dislocation of the Upper-Arm-bone (Luxatio con- 
genita Humeri) does not, according to R. W. Smrru (d), who first noticed 
it, happen so very rarely. In the early period of life, before the more 
perfect development of the bones, and before the more powerful action of 
the muscles, the external appearance of deformity may possibly escape 
observation ; but when the shoulder-bones have attained to their perfect 
development, when the bony processes about the joints project, and espe- 
cially when the muscles operating on the shoulder-joint and upper-arm 
acquire their full activity, then first are the characteristic marks of conge- 
nital dislocation not easy to be mistaken. SmuiruH has noticed two kinds 
of congenital dislocation, viz., the swbcoracoid and the subacromial dis- 
location. 

1040. In the congenital subcoracoid dislocation, the head of the upper- 
arm-bone, when the arm hangs down on the side, is situated beneath the 
coracoid process, and the outer part of the glenoid cavity can be felt 
beneath the projecting acromion ; if the elbow be drawn forward over the 
chest, the head of the upper-arm-bone slips backwards over the acromion, 
and completely leaves the unnatural part of the articular surface, which 
can now be distinctly felt ; the shoulder has not its natural rounded form, 
but is flattened. The muscles of the shoulder and arm are much shrunk, 
and also the muscles passing from the chest to the blade-bone and upper- 
arm, only the m. trapezius shows the least of this, and seems to be almost 
the only muscle, which still acts upon and moves the blade-bone; the 
diseased arm is nearly half an inch shorter. The motions of the arm are 
very much restricted ; elevation and abduction are not possible, and even 
the forward and backward motions cannot be performed without corre- 
sponding movement of the blade-bone. Although the muscles of the fore- 
arm are not so much shrunk as those of the upper, yet flexion is so diffi- 


(a) Zwanzie de Luxatione Ossis Humeri, et pre- (c) Vereinszeitung, 1839, No. 51. 
cipue Incisione Aponeuroseos Musculi Pectoralis (d) An Essay upon the original or congenital 
Majoris ad cur. Luxat. inveter. Hal, 1819. Luxations of the upper extremity of the Humerus 5 
(6) Fuausert, Mémoire sur plusieurs cas de in Dublin Journal, vol. xv. p. 236. 


Luxation, dans lesquels les efforts ont été suivi Froritp’s N. Notizen, July, 1839. No. 225 and” 
d’accidens graves; in Repert. gen. d’Anatomie 227. 
et de Physiologie Pathologique, vol. iii. fasc, i. 
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cult, on account of the atrophy of the m. biceps, that it can scarcely be 
brought to a right angle. Elevation is not performed gradually, but with 
a sudden jerk, in which the blade-bone also is considerably raised, the 
arm pressed to the side, and sometimes even the body bent to the other 
side, whilst the elbow-joint rests upon the crest of the hip-bone. The 
deformity exists from birth, but only first at the period of perfect develop- 
ment does it become more apparent. This congenital dislocation may 
exist on both sides at once. 

1041. Examination after death of a case of subcoracoid dislocation on 
both sides, showed upon the one side scarcely a trace of the natural socket, 
but, on the contrary, immediately beneath the lower edge of the coracoid 
process, partially upon the ribs, partially on the axillary edge of the blade- 
bone, a well-formed socket of an inch and a-half diameter ; this reached 
to the under surface of this process, and was only separated from the upper- 
arm by the capsule of the joint. The perfectly formed capsular ligament, 
extending from the undeveloped glenoid cavity, surrounded these articular 
surfaces. The perfectly natural tendon of the m. biceps arose from the 
point of the latter, and the capsular ligament was also quite natural. 
The head of the upper-arm-bone varied considerably from its rounded 
form; it was oval, and its long axis corresponded with that of the bone 
itself, which depended especially on the hinder part being deficient. The 
shaft was small and decidedly atrophic ; the position of the head on the 
coracoid process varied, according to the rotation of the arm inwards or 
outwards. Upon the other side the deficiency of the articular surface was 
confined to its inner edge, which was entirely wanting for a thumb’s 
space from above downwards. The inner edge of the joint-surface was 
formed by a long ridge, which passed down from the under surface of the 
coracoid process ; the tendon of the m. biceps and the capsule were per- 
fectly formed. 

1042. SmiTH saw and examined after death congenital subacromial dis- 
location on both sides. The coracoid process projected considerably, as 
did also the acromion ; the joint-surface beneath was not, however, to be 
felt; the projection of the acromion, as well as the flattening of the 
shoulder, was less decided than in subcoracoid dislocation ; the flattening 
was confined to the front of the joint. The head of the upper-arm-bone 
formed a distinct swelling on the back of the blade-bone, beneath and 
behind the point of the acromion, close on the under surface of its spine. 
The upper-arm did not stick out from the side, and the fore-arm was 
rotated inwards. Internal examination of the joint presented no trace of 
an articular cavity in the usual place, but a well-formed articular pit, sur- 
rounded by a capsular ligament, arising from the outer surface of the neck 
of the blade-bone, which was broader above, and completely reached the 
under surface of the acromion; the tendon of the m. biceps was perfect, 
and firmly attached to the upper and inner part of the unnatural joint’s 
surface, the direction of which was forwards and outwards. The head of 
the upper-arm-bone exhibited the same oval form as in the subcoracoid 
dislocation, only that the fore part of the head was in this case deficient. 
The little tubercle formed a considerable projection, long and curved, so 
that it had remarkable resemblance to the coracoid process of the blade- 
bone. 

1043. That these dislocations are congenital and not of accidental 
occurrence, SMITH thinks he has found proof of, as regards subcoracoid 
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dislocation, in the absence of previous injury, in the joint not being the 
seat of pain, swelling, and the like, but especially in the unhurt condition 
of the capsule and of the tendon of the m. biceps, as well as in the simul- 
taneous existence of a pes equinus in the same patient ; in the form of the 
head of the upper-arm-bone being peculiar, and quite different from any 
change which he has noticed as consequent on disease or in old dislocation 
of the usual kind. Smits is not disinclined to find a resemblance between 
this congenital dislocation and that described by many writers, as partial 
dislocation of the upper-arm-bone, as well as that arising sometimes from 
rheumatic affection of the shoulder-joint, (A. CooPEr,) or as an unusual 
atrophy of the upper-arm (CurtinG.) He also supposes that in sub- 
acromial dislocation, the absence of the natural joint-surface, the complete 
resemblance of both unnatural articular cavities, the uninjured state of 
the tendons and ligaments, as well as the peculiar form of the head of the 
upper-arm-bone, speaks in favour of the congenital existence of this dis- 
location. With the few examinations which have been as yet made of 
this subject, it is not, however, possible to determine with certainty 
whether the cause of the dislocation should always be sought for in an 
original deficient formation of the joint surfaces, or whether such disloca- 
tions be not produced by the peculiar position of the child, and during 
birth, and the particular changes subsequently found, on examination, do 
not depend on the long continuance of the dislocation, and the previously 
incomplete development of the bones, and so on. 

In support of this opinion at least speaks an observation of GUILLARD (a), who 
reduced a congenital dislocation of the upper-arm-bone by horizontal extension after 
sixteen years. The reduction was effected after several futile attempts, and when 
effected it relapsed twice, and was again reduced. After the last reduction, however, 
the upper-arm for two years and a-half was not displaced, and the movements of the 
limb were almost entirely natural. 


VII.—OF DISLOCATIONS OF THE FORE-ARM. 


1044. These dislocations are distinguished into dislocations of the fore- 
arm from the upper-arm, and the separate dislocations of the spoke-bone 
and cubit. 


a 


A.—OF THE DISLOCATION OF THE FORE-ARM AT THE ELBOW-JOINT. 


(Luxatio Antibrachii, Lat.; Verrenkung des Vorderarmes, Germ.; Luzxation de 
? Avant-bras, Fr.) 

1045. Complete dislocations of the elbow occur but rarely, on account 
of the great strength of the joint, and are always accompanied with con- 
siderable tearing of the soft parts. The dislocation may be either back- 
wrads or lateral, but dislocation forwards is impossible without simulta- 
neous fracture of the olechranon. 

1046. The dislocation backwards is the most common, and always the 
most complete. The coronoid process of the cubit gets behind the pulley- 
like joint-surface of the upper-arm-bone, and rests in the pit formed for 

receiving the olechranon. The joint-surfaces of the upper-arm-bone are 
thrown upon the front of the spoke-bone and cubit, between the coronoid 
process and the insertion of the m. biceps. If the lateral ligaments are 
torn, the muscles surrrounding the joint, the skin, and even the brachial - 


(a) Revue Médicale, Aug., 1840. 
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artery may be torn. The olechranon forms a considerable projection, on 
the back of the upper-arm, whereby the lower part of the m. triceps is 
twisted, and above the projection of the olechranon the upper-arm seems 
to be somewhat hollowed. On the front of the joint is felt a large hard 
swelling, beneath the tendon of the m. biceps; the fore-arm is fixed in 
a half-bent position, except when there is considerable tearing of the liga- 
ments. 

1047. If the cubit alone, be thrown backwards, without simultaneous 
dislocation of the spoke-bone, behind the upper-arm-bone, the deformity 
of the joint is considerable, the fore-arm and hand being twisted inwards, 
the olechranon projecting, whilst the head of the spoke-bone retains its 
natural position ; on the outside of the elbow-joint a remarkable projection, 
and on the inner a pit; the fore-arm cannot be straightened except by 
violence, which will reduce the dislocation, neither can it be bent farther 
than to a right angle (A. CoorEr) ; the arm has been, however, observed 
motionless in extension, and every attempt at bending was painful and 
unsuccessful ; pronation and supination could, however, be freely per- 
formed, the latter somewhat less than the former. If the fore-arm be but 
little bent, the annular ligament of the spoke-bone remains uninjured ; 
but on greater bending, this ligament, the upper part of the interosseous 
ligament, and several muscular fibres are torn, and the head of the spoke- 
bone rests against the upper-arm. The distinguishing marks are, projec- 
tion of the olechranon, and the twisting of the fore-arm inwards (a). 

1048. The lateral dislocation may be either complete or incomplete ; 
that outwards is more frequent than that inwards. In the former, the 
internal joint-surface of the upper arm-bone projects more or less, and the 
joint-surface of the cubit is thrust outwards ; the point of the olechranon 
rests on the back of the upper-arm, in consequence of which the fore-arm 
is fixed in a slightly bent position. In the latter, a part of the sigmoid 
cavity projects, more or less, on the inner, and the joint-surface of the 
upper-arm-bone on the outer side; the fore-arm is permanently bent. 
These dislocations cannot happen without tearing of the ligaments of the 
elbow-joint; even the muscles of the fore-arm may be torn at their 
origin; hence also frequently, the fore-arm is not so fixed in its position, 
as in dislocation backwards. In complete lateral dislocation, the pro- 
jection of the ends of the fore- and upper-arm are much more decided 
than in the incomplete, and on account of the great tearing of the soft 
parts the fore-arm is movable in every direction. 

As in dislocations of the fore-arm, the joint-surfaces are mostly still in contact, so 
there may be crackling on moving the joint. 

1049. Dislocation backwards of the fore-arm, is mostly produced by a 
fall upon the outstretched hand, whilst the fore-arm is bent and the upper 
fixed. If the fore-arm be violently forced to one or other side, lateral 
dislocation may be produced. 

1050. Dislocations of the elbow-joint always produce severe inflamma- 
tory symptoms, and may lead to gangrene and nervous symptoms ; generally, 
however, they are not dangerous. If left alone, they in a short time become 
irreducible ; the dislocation backwards has, however, been reduced after 
existing two or three months. If in dislocation backwards, the joint- 

(a) Cooper, AstTiEy, above cited, p. 472.— July, 1839, No. 228.—MicuHaE tis in von GRAEFE 


Revue Médicale, 1830.—SEpILLor; in Gazette and WALTHER’s Journal, vol. xxix, p. 296. 
Médicale, 1839, No. 24.—Frorizp’s N. Notizen, 
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surfaces of the upper-arm-bone project through the skin, the case is always 
very serious, though experience proves that a cure may take place without 
any particular symptoms. If with this dislocation, there be tearing of the 
m. biceps, of the brachial artery or of the median nerve, the case is 
exceedingly dangerous. ‘The complete lateral dislocations are more severe 
than those backwards. The incomplete dislocations are neither great nor 
difficult to reduce; even if they be mistaken the consequences are less 
important, if only early motion be used. 

(1) AsTLEy and Branspy Cooper (a) effected reduction after three months. Mat- 
GAIGNE and Lisrranc reduced a dislocation of the elbow backwards, of fourteen weeks’ 
standing in a boy ten years old. 

1051. The reduction of dislocations of the elbow is not difficult, if 
undertaken sufficiently early. Extension and counter-extension are per- 
formed by two assistants, one of whom grasps the fore-arm above the 
wrist with one hand, and its upper inner part with the other; the second 
assistant places one hand on the shoulder, and with the other draws back 
the lower part of the upper-arm. The Surgeon, in the dislocation back- 
wards, grasps the elbow with both hands in such way, that the four fingers 
of the one are upon the front, and the thumb upon the back of the upper- 
arm, with which when the extension is sufficiently made, he can press the 
olechranon downwards and forwards: AsTLEY Cooper puts the patient 
on a stool, places his knee on the inside of the elbow, grasps the wrist and 
bends the arm; at the same time he thrusts his knee against the spoke- 
bone and cubit, to free them from the upper-arm-bone, and whilst he keeps 
up the pressure with his knee, he strongly but slowly bends the arm. The 
arm may also be violently bent around a bed-post. After complete reduc- 
tion, the elbow-joint is to be surrounded with moistened compresses, a OO 
bandage applied and the arm to be put in a sling. The supervening 
inflammatory symptoms must be removed by a proper antiphlogistic treat- 
ment, and the continual employment of cold applications. The bandages 
should be removed every two days, so that gentle movements of pronation 
and supination may be made, in order to ascertain the actuality of the 
reduction. ‘The dislocation of the cubit alone, is always easily reduced 
by one of the prescribed methods; but if, as in the cases mentioned by 
SrepILLot, the fore-arm be extended, extension must be made, and then 
the arm bent. 

If the coronary ligament of the spoke-bone be not torn, that bone retains its proper 
position on the cubit; but if it be torn, the spoke-bone must be pressed especially into 
its place, and the recurrence of its displacement prevented by a splint placed along its 
back. If in dislocation backward, the lower ends of the upper-arm-bone be driven 
through the skin, the reduction is not thereby rendered difficult ; it must be performed 
as soon as possible, and the wound closed. If severe inflammation exist, sawing off 
the projecting ends may alone be sufficient to lessen the symptoms. In tearing of the 
brachial artery and median nerve, the former must be tied before the reduction; how- 
ever, the probable danger of gangrene in this case may render amputation necessary. 

1052. The reduction of the lateral dislocation must be effected in the 
way mentioned, only the joint-ends of the bones must be pressed, with 
both hands, in the opposite direction to that in which they are dislocated. 
In these dislocations also ASTLEY CooPreEr makes extension upon the knee, 
as already stated. Violent extension of the arm is also often sufficient. 
The inflammatory symptoms in lateral dislocation, are always more severe 
than in that behind; therefore also is a more strict antiphlogistic treat-. 


ment required. 
(a) Above cited, p. 441. 
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1053. Though dislocations of the elbow-joint have great disposition to 
become irreducible, yet if severe inflammation have come on, reduction 
must not be undertaken till that has been removed. Before attempting 
the reduction of an old dislocation, repeated motions of the fore-arm are 
to be made for several days previously. If repeated attempts do not suc- 
ceed, violent extension must be abstained from, because otherwise severe 
inflammation is to be feared. 

In dislocation of the elbow-joint forwards, which can only occur with fracture of 


the olechranon, the same treatment must be adopted as in that fracture, with simultaneous 
antiphlogistic remedies. 


1054. The dislocation backwards of the spoke-bone is the most common, 
but occurs more rarely in adults, than in young persons, in whom it does 
not take placeat once; but by the habit of pulling the child by the hand 
a considerable relaxation of the articular connexions of the spoke-bone is 
produced, which is often manifested by great projection of its end, and 
painful swelling of its joint, and if the violence be persisted in, dislocation 
of the radius backwards is produced. At the moment when the disloca- 
tion occurs the patient feels severe pain, the arm is bent, and the hand 
prone; supination is impossible and increases the pain; the hand and 
fingers are moderately bent ; the upper end of the bone forms a distinct 
projection. 

1055. The dislocation forwards of the upper end of the spoke-bone, is 
the consequence of violent supination. The fore-arm is slightly bent, 
but cannot be brought to a right angle with the upper arm ; if the fore-arm 
be suddenly bent, the head of the bone strikes against the front of the 
upper-arm-bone, by which the flexion is suddenly stopped. ‘The hand is 
prone, but can be brought again perfectly into pronation and supination, 
although pronation is nearly complete. The head of the spoke-bone can 
be felt, especially in rotation, which together with the continued flexion of 
the fore-arm are the most decided characters. 


Boyer doubts the possibility of dislocation forwards without fracture at the same 
time ; in which case the supination necessary to produce this dislocation is prevented by 
the lesser head of the upper-arm-bone, which thrusts violently against the head of the 
spoke-bone. This opinion, however, is contradicted by foreign and by my own expe- 
rience. A. Cooper (a) has seen the dislocation of the spoke-bone forwards six times ; 
I have seen it twice, and once as an old dislocation in a corpse. The spoke-bone sepa- 
rates from the cubit, at its connexion with the coronoid process, and its head is drawn 
back into the hollow above the outer condyle of the upper-arm-bone, and upon the coro- 
noid process of the cubit. Examination shows the head of the spoke-bone drawn up 
into the cavity above the outer condyle of the upper-arm-bone, the cubit in its natural 
place ; the coronary ligament of the spoke-bone, the chorda transversalis, the front of the 
capsular ligament and the interosseous membrane are partially torn, and in conse- 
quence of the tearing of the latter the separation of both bones is produced. 

Rovyer (b), VitLaAumE(c), and Gerpy (d) have also seen dislocation of the upper 
ends of the spoke-bone forwards ; B. Coorsr (¢) noticed it once with fracture of the 
inner condyle of the upper arm, and once with a fracture of the spoke-bone an inch and 


a-half from its head. ‘ 
Simultaneous dislocation of the spoke-bone forwards and of the cubit backwards, have 


been noticed by BunnEy (f) and by ViGNoLO (9). 
A longitudinal dislocation of the spoke-bone, in which the head was displaced laterally 


and above, over the outer condyle of the upper-arm-bone, was seen by ADAms (/). 


(a) Above cited, p. 474. (e) Above cited, p. 457. 
(b) Journal Général de Médecine, April, 1818. (f) Prov. Med. and Surg. Journal, 1841, 
(c) Frorixp’s Notizen, March, 1828, No. 429. g) Révue Medicale, 1841. : 
h) Dublin Journal of Medical Science, 1840, 


(d) Archives Générales de Médecine, March, t 
1834. vol. xvii. p. 504. 
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1056. The reduction of this dislocation of the spoke-bone is easy. The 
fore-arm is extended with one hand, whilst with the other, the head of the 
spoke-bone is pressed into its place, and the fore-arm brought into supina- 
tion, in the dislocation backwards, and into pronation, in that forwards, and 
should be kept in place after the joint has been surrounded with compresses 
and circular bandages, by a splint placed on its front or back part. In 
from twenty to twenty-five days, this apparatus may be entirely removed 
and careful motion of the arm permitted. 

According to AsTLEY Cooper, the reduction of the dislocation forwards of the spoke- 
bone, requires much force, and he enumerates cases, in which it was impossible ; from 
experiments on the dead body, however, the extension of the hand, in which the spoke- 
bone alone was acted on, was the most preferable; in this way I have also easily effected 
the reduction. 

If the appearances mentioned (par. 1054) indicate the relaxation of the articular 
connexions of the spoke-bone, all dragging and movement of the hand must be avoided, 


the fore-arm must be fixed in a half-bent position, and the relaxation of the ligaments 
removed by suitable applications and rubbings in. 


VIII.—OF DISLOCATIONS OF THE WRIST. 
(Lusatio Carpi, Lat.; Verrenkung des Handgelenkes, Germ.; Luzxation du Poignet, Fr.) 


1057. Three kinds of dislocation may take place at the wrist-joint :— 
1, the dislocation of both bones of the fore-arm ; 2, the dislocation of the 
spoke-bone ; and, 3, the dislocation of the eubit. 

1058. Dislocation of the hand from its connexion with both bones of 
the fore-arm, may be forwards, backwards, or to one or other side ; the two 
latter kinds can only be tzcomplete, the former two more or less perfect. 
In the dislocation forwards, the hand is bent much backwards, and there is 
a great projection upon the inside of the wrist; the fingers are bent as 
well as the fore-arm. In the dislocation backwards, the very contrary 
symptoms occur; fracture of the spoke-bone mostly accompanies it 
(A. Coorrr.) In dislocation on one or other side, there is always distor- 
tion of the hand, adduction or abduction, and a projection on the radial or 
ulnar side. 


Dislocation of the wrist-joint, mentioned from the earliest time, has been doubted by 
Dupvytren, as he denied its existence, and almost its possibility, and proved the pre- 
sumed cases of such dislocations were fractures of the lower end of the spoke-bone. 
This opinion is almost generally received, and by a strict criticism of the previous 
observations of such dislocations supported, against the opinions of Perrr, DEsautt, 
Boyer and others. But few observations have excited doubts against the statements 
of DupvyTREN. VOILLEMIER has however shown the existence of such dislocations, 
by the most careful examination of a complete displacement of the wrist backwards and 
of the bones of the fore-arm forwards, and has given, as distinguishing marks between 
this dislocation and fracture of the lower end of the spoke-bone, that in the latter there 
is a bending in on the outside of the fore-arm near the joint, which is wanting in the 
former; the hand is abducted, but in dislocation, the whole hand is twisted towards the 
outside of the fore-arm ; there is swelling at the fore and under part of the fore-arm, 
which is wanting in dislocation ; but little decided projection of the ends of the fracture 
forwards and backwards, whilst in dislocation a projection of seven or eight lines back- 
wards is formed by the wrist-joint, and forwards by the bones of the fore-arm; great 
breadth of the bones on the carpo-metacarpal surfaces, but in the dislocation only 
the natural breadth; the spoke-bone is shorter, but in dislocation of equal length as in 
the sound arm ; the styloid process of the spoke-bone has its natural place at the wrist, 
but in dislocation it is situated on the inside of the wrist, to the inner side of the sca- . 
phoid bone; the styloid process of the cubit projects upon the back of the fore-arm, but 
in dislocation on the front; it projects as far or farther down than that of the spoke- 
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bone, whilst in dislocation the styloid processes retain their reciprocal position; the 
position of the hand, usually though not always, is bent backwards, in dislocation com- 
monly bent. 


Compare par. 653, where is given the literature of fracture of the lower end of the 
spoke-bone; VOILLEMIeER, in Archives Générales de Médecine, 1842, March; Prinz, G., 
Ueber den Briich am unteren Ende des Radius. Erlangen, 1842. 

1059. The cause of this dislocation is always, a very violent bending of 
the hand in this or that direction; hence the ligaments are always much 
torn, and the tendons on the side of the dislocation very severely torn and 
stretched. Rarely are other of the soft parts besides the ligaments rup- 
tured. 

1060. The reduction of dislocation of the hand is not difficult. Exten- 
sion of the hand and pressure upon the carpal bones in the contrary direc- 
tion to which they are dislocated, is sufficient. After reduction, the wrist 
is to be wrapped up in moistened linen, and fastened with a circular roller. 
If there be a disposition to re-dislocation, which in the dislocation forwards 
and backwards is generally the case, a splint must be placed on the palmar 
and dorsal surfaces of the hand, and confined with a circular bandage. 
Severe inflammatory symptoms always arise, which require suitable treat- 
ment and cold applications. Subsequently, aromatic applications, spirit- 
uous rubbings, and so on must be used to disperse the often long-continued 
swelling of the wrist-joint. 

1061. Indislocation of the spoke-bone alone, which is rare, it is displaced 
on the front of the carpus, resting upon the navicular and great mult- 
angular bones. ‘The outside of the hand is twisted backwards, and the 
inside, forwards ; the end of the spoke-bone forms a projection on the front 
of the carpus, and its styloid process is no longer opposite the great mult- 
angular bone. The cause of this dislocation is a fall on the hand whilst 
turned backwards. The treatment is the same as that for both bones. 

1062. In dislocation of the eubit, which is more rare, and in which the 
sacciform membrane is torn, the bone usually projects backwards, forming 
a protuberance on the back of the wrist, and although it can be easily 
pressed into its natural place, the deformity recurs when the pressure is 
withdrawn. The diagnostic sign is the projection of the cubit over the 
cuneiform bone and the dislocation of the styloid process from the line of 
the metacarpal bone of the little finger. Pressure restores the bones to 
their place, in which they are to be retained by splints on both surfaces of 
the arm and compress on the end of the cubit. 


IX.—OF DISLOCATION OF SINGLE BONES OF THE HAND. 


1063. The great bone (1) alone, can be displaced from its connexion 
with the scaphoid and semilunar bones, backwards, in consequence of vio- 
lent bending of the hand; by which a circumscribed swelling is produced 
on the situation of the great bone, in the direction of the middle finger, 
which disappears on pressure, but recurs when the pressure is withdrawn. 
The reduction is easily effected by pressure upon the projecting head of 
the bone, or if this be insufficient, by simultaneous pulling at the fore and 
middle finger. ‘The hand is to be kept extended, until it be laid upon a 
flat board, pressure made upon the projection with a compress, a splint 
applied, and the whole fixed witha roller. If it remain, in a slight degree, 
it is not accompanied with any inconvenience. 
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(1) Not the trapezial bone as stated by B. Cooper and others. 

Gras (a) has described a dislocation of the pisiform bone. 

The great and unciform bones are often thrust somewhat out of their place, in conse- 
quence of the relaxation of their ligaments, so that in bending the hand they form a 
projection on the back of the wrist, and the hand cannot be at all used without sup- 
porting the wrist. Strips of sticking plaster and a bandage are usually sufficient for 
supporting the wrist, and the parts may at the same time be strengthened with the 
douche bath, and rubbing in volatile ointments and the like. 

1064. The metacarpal bone of the thumb is alone subject to dislocation 
from its connexion with the trapezial bone, in consequence of violent 
bending. The projection which the displaced end of the bone forms above, 
is very slight, the thumb is bent towards the palmar surface, and cannot be 
straightened. In reducing it, the extension and counter-extension are made 
at the thumb and carpus, and the displaced joint-end is to be pressed into 
its place. To retain it there, the thumb should be enveloped in compresses 
and a circular bandage, and a thin splint fastened on its hinder surface. 
If the dislocation be mistaken, which easily happens when swelling exists, 
the movements of the thumb are permanently prevented, 

1065. ‘The phalanges of the fingers may be dislocated forwards and back- 
wards, by violent bending in either direction. In the dislocation forwards, 
the dislocated bone is bent backwards, the other fingers are bent, the 
projection of the dislocated joint-surface is on the palmar side; in dislo- 
cation backwards the contrary happens. In dislocation of the thumb 
upwards from its metacarpal bone, the thumb stands almost at a right 
angle on the metacarpal bone, with the nail-joint bent ; and the head of the 
metacarpal bone forms a large projection on the volar surface. If these 
dislocations have existed only a short time, they cannot be reduced. 

The reduction requires great force, as the edges of the joint-surfaces resist 
each other, and must be separated. This can only be effected, by means 
of a clove hitch applied round the phalanx. If in compound dislocation 
the joint-surfaces project out of the soft parts, and their reduction be not 
possible, they must be cut off, and their replacement effected; this in one 
case of compound dislocation of the thumb I performed with the best 
success. 

Dislocations of the thumb from the metacarpal bone, most frequently occur, and cause 
greatest difficulty in their reduction. According to Roser (6), who has collected the 
various opinions upon this dislocation, together with his own observations, the disloca- 
tion is always direct, and on the same side on which the violence has occurred. If a 
person, fall on the ground with his thumbs outstretched, a dislocation takes place on the 
back, and not in the front of the hand; the thumb is fixed in hyper-extension or dorsal 
flexion, and forms, often almost a right angle with its metacarpal bone, which makes a 
considerable projection in the hollow of the hand, and has frequently been mistaken for 
the dislocated projection of the head of the phalanx, as stated by FinckE (c). I possess 
an old dislocation upwards of the thumb, in which the position of the two bones cor- 
responds entirely with this statement. The difficulty of reducing this dislocation is 
often so great, that laying bare the old bone, and cutting off the interfering tendons and 
ligaments has been recommended, (Desautr, DuruyTREN,) and even the removal of 
the projecting end of the bone itself, (Evans, Vipau.) In general the jutting against 
each other of the edges of the joint-surfaces is considered as preventing the reduction; 
A. Cooper held the interposition of the sessamoid bones to be the cause; LisrRaNnc 
and Dupuytren place it in the remarkable position of the tendon of the m. flexor longus, 
which is displaced backwards and downwards, so that it lies midway between the phalanx 
and the head of the metacarpal bone. Hey thinks the cause to be in the lateral liga- 
ments, between which the head of the metacarpal bone, on account of its wedgelike 


(a) Gazette Médicale, vol. iii. 1835. Mittelhandknochen ; in Archiv. fir physiologische 
(6) Die Verrenkungen des Daumens von seinem Heilkunde, 1843, pt. 2. 
(c) CaspEer’s Wochenschrift, 1838. No. 18, 
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shape, slips out more easily than it can be got back again. Vipau and MALcaIcne 
conclude from their observations on the dead body, that the hindrance depends on the 
locking-in of the metacarpal head between the short muscles of the thumb. ParLLoux, 
Lawnri®, Biecuy, and Roser, by their experiments, found the interposition theory con- 
firmed, and the latter could produce the interposition, as often as he pleased, if only the 
front of the capsule were torn or cut across, and at the same time a little lengthways. 
In consequence of these various opinions, different proposals have been made to effect 
the reduction. According to Hey, the bones may be brought into place by pressure 
without extension ; according to CHARLES BELL, bending the joint with proper pressure. 
FINcKE applies his two forefingers on the back of the metacarpal bone, presses with it 
against the thumb, whilst his two thumbs are firmly placed against the under surface 
of the metacarpal bone, and thus easily effect its replacement. CHARLES BELL’s pro- 
posal of subcutaneous division of the lateral ligaments with a cataract-needle has been 
practised by Lisron and RrerinwarpT (a). Roser, from his experiments on the dead 
body, determines that the reduction can only be effected, when the bone is put into the 
position out of which it was thrown, and also if the dislocated phalanx be first put in 
hyper-extension, (dorsal flexion,) and from this be moderately depressed upon the meta- 
carpal head. 

From all this it appears that the joint must be neither straightened nor bent too much, 
the direction of the thumb must always be such, that its long axis be directed perpen- 
dicular to the rounded surface or the metacarpal head. If this direction be given to 
the bone, the tilting in and interposition, and with them the obstacle, disappear. I 
have, in six cases of dislocation of the thumb from the metacarpal bone, been only once 
unable to effect the replacement perfectly, in which the dislocation had already existed 
some days. My practice in this reduction is, to apply a wetted bandage around the 
thumb, thee nds of which are rolled round my own hand, and whilst with this I pull 
directly upwards, the left hand is placed on the metacarpus and pressed down, whereupon 
I bring the thumb into the straight position. I must however confess, that all these cases 
I had considered as dislocations of the thumb downwards. 


X.—OF DISLOCATION OF THE THIGH-BONE: 


(Luxatio Femoris, Lat.; Verrenkung des Oberschenkels, Germ.; Luzation de 
la Cuisse, Fr.) 
Boyer, above cited, vol. iv. p. 278. 
A. Cooper, above cited, p. 37. 
Travers, B., in Med.-Chir. Trans., vol. xx. p. 112. 


1066. Dislocations of the thigh may occur in four directions:—1, back- 
wards and upwards upon the back of the hip-bone ; 2, inwards and down- 
wards into the oval hole; 8, backwards and downwards into the ischiatie 
notch; 4, upwards and forwards on the horizontal branch of the share- 
bone. The former of these is most frequent, the fourth more rare than the 
second, and the third the most rare, and even denied by many writers. 
The capsule, as well as the round ligament, is torn in every one of these 
dislocations, though in that inwards and downwards it may remain entire. 

Asriry Cooper (b) gives other proportions in reference to frequency of the several 
dislocations of the thigh-bone; he says that the dislocation backwards and upwards is 
the most frequent, next that into the ischiatic notch, then that on the oval hole, whilst 
the dislocation on the share-bone is most rare. Besides these four kinds of dislocation 
of the thigh-bone, some assume a fifth, viz., directly downwards, just as others consider 
the above four kinds only secondary, in which the head of the bone, if there be no frac- 
ture of the socket, always leaves the socket at its lower edge, and is first situated between 
this part and the tuberosity of the haunch-bone, though only for a short time. 

[Although repeated dislocation of the thigh-bone in the same person is not very 
common, yet a few years ago there was a woman in St. Thomas’s Hospital, under 
TYRRELL’S care, whose hip was dislocated the ninth time. Unfortunately I do not 
recollect the kind of dislocation.—J. F. 8. ] 

(a) Preuss, Vereins Zeitung, 1836. No. 23. (b) Above cited, p. 39. » eae 


796 ‘DISLOCATION 


1067. In the dislocation upward and backwards, the head of the thigh- 
bone gets upon the outer surface of the hip-bone, and rests between the 
external iliac pit and the m. gluteus minimus ; hence the foot is an inch 
and a half, or two inches and a half shorter, the toes are turned towards 
the tarsus of the other foot; the knee and foot turned inwards; the limb 
cannot be separated from the other, but the adduction which exists can be 
increased, that is, it can be bent obliquely over the other. If there be not 
any considerable effusion of blood or swelling, the head of the thigh-bone 
may, by rotation of the knee, be felt distinctly upon the outer surface of the 
hip-bone ; the trochanter projects less and is nearer the spine of the hip- 
bone ; the rounded form of the hip is lost. Such extension of the limb 
as can be made with the hand does not restore its natural length. If the 
dislocation be old, the limb retains its position inwards, and the patient 
can tread only upon the toes; notwithstanding the great shortening of the 
limb, the patient will gradually be able again to walk. Under these cir- 
cumstances the somewhat flattened head of the thigh-bone lies on the out- 
side of the hip-bone, in a corresponding hollow, surrounded by a newly 
formed bony mass. The least and middle gluteal muscles are extended, 
and converted into a cellular fibrous mass; the thigh diminishes in size. 
This dislocation is produced by a fall, or some other violence, which drives 
the thigh inwards and forwards. It happens the more easily, the farther 
the violence acting on the thigh-bone is distant from the hip-joint, and if 
at the same time the gluteal muscles be contracted. 

1068. In the dislocation inwards and downwards, the head of the thigh- 
bone gets into the oval hole. Although the condition of the socket seems 
most favourable for this kind of dislocation, it, however, happens very 
rarely, because it can be only produced by a fall, when the thighs are far 
apart. The affected limb is two or three inches longer; the head of the 
thigh-bone is felt, by pressing with the hand upon the upper inner part of 
the thigh towards the perineum; the trochanter is less prominent; the 
body is bent forwards, on account of the extension of the m. psoas and 
iliacus, but when the body is erect the limb projects; the knee is wide 
apart from the other, and cannot be brought near it without great pain ; 
the foot is also separated from the other, but cannot be twisted either 
inwards or outwards. The thigh seems asif united, with the pelvis and has 
no mobility. If the dislocation be left alone, the limb remains immovy- 
able, in the position described ; it has, however, been noticed (a) that the 
external obturator muscle is destroyed, and that the ligament of the oval 
hole is converted into a mass of bone, which surrounds the head of the 
thigh-bone as a socket in which it can move. 

OxtivieR (6) describes a dislocation of the thigh-bone directly downwards, of which 
he gives the following symptoms :—the thigh slightly bent at the hip-joint, was a little 
rotated inwards, and separated from that of the other side; the bent thigh as well as the 
foot was rotated forcibly outwards; a line drawn from the iliac spine downwards falls 
upon the inner condyle of the thigh-bone; no sensible lengthening ; the m. sartorius and. 
tensor vagine femoris projected slightly ; the outer part of the m. triceps was much 
stretched; the flank showed a deep fold ; the great trochanter was directed downwards 
and backwards ; the buttock rounded and prominent; the head of the bone was not in 


the least felt ; the extension of the thigh was impossible; the leg might be straightened ; 
adduction, although painful and little, was easy ; abduction could be increased. 


1069. Dislocation backwards and downwards into the ischiatic notch, 


(a) AstLEy CoopEr, above cited, p. 66. 
(b) Nouvelles Espéces de Luxation du Fémur 3 in Archives générales de Médecine, June, 1824. 
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happens very rarely, because it can only occur, when the thigh is so near 
the trunk and the other thigh, that it is scarcely possible. Boyer considers 
this as secondary, after dislocation of the head of the thigh-bone upwards 
and backwards, when the thigh is much bent and adducted. In this dis- 
location, the head of the bone lies on the m. pyriformis, between the edge 
of the bone which forms the upper part of the ischiatic notch, and the 
sacro-ischiatic ligaments, somewhat above the mesial line of this cavity. 
It is very difficult to distinguish this dislocation, because the length and 
direction of the limb are but little changed. The extremity is ordinarily 
half an inch shorter; the trochanter is behind its usual place; the head of 
the thigh-bone can only be felt in emaciated persons, when the thigh-bone 
is brought forwards as far as possible ; the knee and foot are turned inwards, 
though, however, not so much, as in the dislocation upwards and back- 
wards; when the patient stands he only touches the ground with his toes ; 
the knee is somewhat projected and slightly bent ; the limb is fixed in its 
position. 

1070. In the dislocation upwards and inwards, the head of the thigh- 
bone gets beneath Poupart’s ligament, upon the horizontal branch of the 
share-bone; it is rare, and produced by violence which thrusts the thigh 
backwards and the pelvis forwards ; for instance, a careless step with the 
foot into a hole, in which case the upper part of the body is bent backwards. 
The diagnosis is easier than in any other dislocation of the thigh. The 
limb is fixed in strong extension, abduction, and great rotation outwards ; 
it is about an inch shorter, the trochanter is nearer the spine of the hip- 
bone and less prominent ; the head of the bone is felt on the horizontal 
branch of the share-bone; the buttock is flattened and stretched; the 
vessels of the thigh are twisted inwards, and pulsate distinctly, and even 
perceptibly, to the eye. In every attempt to bend the thigh, or draw it 
inwards, severe pain is produced. In old dislocations of this sort it has 
been found, that the form of the head of the thigh-bone, lying between 
Pourart’s ligament and the share-bone, is changed, that it is more flat- 
tened, and around the neck a kind of bony collar is produced. 


Upon the distinguishing characters between the dislocations of the thigh and fracture 
of the neck of the thigh-bone see par. 671. 


1071. As regards the prognosis of dislocations of the thigh, they are 
usually not accompanied with any unfavourable symptoms like those of the 
shoulder-joint, as after the reduction is completed, in general, the inflam- 
mation and swelling soon subside; however, in uncommon cases the in- 
flammation runs on to suppuration, and causes the patient’s death (a). 

The reduction of these dislocations is more difficult than all others, espe- 
cially in robust persons. ‘The dislocations inwards and downwards, and 
inwards and upwards, are generally more easily reduced than that back- 
wards and upwards. ‘The earlier reduction is attempted, the more quickly 
is it effected. At what time the reduction of a neglected dislocation is 
still possible, is probably very different, in different persons, as in some 
cases it can be effected after some months, but in others, after several weeks 
is impossible. ‘To what degree the movements of the thigh are hindered 
by an old dislocation, has been already mentioned, in speaking of the 
several kinds. 

1072. As the reduction of dislocation of the thigh always finds consi- 


(a) AstLEy CoorER, above cited, p. 7. 
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derable opposition in the powerful contraction of the muscles, so is it in 
no dislocation of greater consequence than in this, to lessen these contrac- 
tions by such remedies as effect relaxation in the whole organism. 
The patient should be bled according to his constitution, should be put in 
a warm bath, and every ten minutes a grain of tartar emetic given till 
nausea ensues. It must, however, be determined according to the patient’s 
condition, whether previous to the use of these means, an attempt at reduc- 
tion should be made, and if this attempt fail, then to resort to these 
remedies. 

1073. The reduction. itself consists in proper extension and counter- 
extension, which is effected either by assistants or by means of pulleys. 
Of the former practice in general the French, and of the latter the Eng- 
lish Surgeons speak in favour. I myself also consider the latter the most 
certain and most suitable, especially if the dislocation be already of long 
standing. 

1074. In extension and counter-extension by assistants, we proceed in 
the following manner ; the patient lies on a table covered with a mattress ; 
a handtowel folded together (about four fingers wide) is to be placed 
with its middle on the front of the foot, above the ankle, previously well 
covered with linen or wool, carried backwards and tied ; and its ends given 
to an assistant. A similar towel is to be applied on the inner side of the 
sound thigh, also previously defended properly against pressure with a 
roller, and the one end is to be carried over the flank, the other outwards 
over the buttock, where the ends are tied and given to an assistant. For 
the purpose of fixing the pelvis still more firmly, a folded cloth is to be 
carried round it, between the crest of the hip-bone and the trochanter, the 
ends of which are to be tied together on the sound side, and given to an 
assistant. The number of assistants must be equal at the points of exten- 
sion and counter-extension. The practitioner places himself on the outside 
of the dislocated thigh, and directs the extension. 

In dislocation outwards and upwards, the extension must be made 
obliquely from without inwards and a litile from behind forwards. When 
it is sufficiently advanced, the practitioner must with both hands press the 
trochanter downwards and backwards. in order to thrust the head of the 
bone back into the socket. In dislocation inwards and upwards extension 
must first be made in the direction outwards, the practitioner then places 
both his hands upon the upper inner part of the thigh, and presses it 
upwards and outwards, whilst the assistants, without giving up the exten- 
sion, ¢zeline the lower part of the limb inwards. In dislocation upwards 
and inwards, the extension must be made nearly in the axis of the body, 
and the head of the thigh-bone pressed downwards and outwards. In the 
dislocation backwards and downwards, in which Boyer (a) states that it 
is probably only a secondary displacement in the dislocation upwards and 
outwards, the head of the bone must be first brought to its previous situa- 
tion, and then treated as a dislocation upwards and outwards (0). 

1075. Warrmann, Kiuae, and Rusr have proposed methods of re- 
placement, in which, by diminution of the muscular contraction, and by 
rubbing the bones, a less outlay of power is required. 

1076. According to Warrman’s (c) plan, the patient, lying on his 
back, is to be merely fixed by resting the healthy limb against the bed- - 


(a) Above cited, p. 288. (c) Ueber Verrenkung am Hiiftgelenke und ihre 
(6) Ibid., p. 302. Einrichtung. Wien, 1826; with acopper-plate. 
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stead, and by pressure upon the knee to prevent it being bent. Only 
in great resistance of the muscles, should the pelvis be fixed by a long 
cloth carried above the hip, and fastened to a rafter between the two bed- 
posts. For the abduction of the thigh, a strap furnished with a roller is 

sufficient ; one or two assistants are employed. 

In the dislocation inwards and downwards, the thigh-strap is applied as 
high as possible, upon the thigh, with the buckle forwards; an assistant 
lays hold of the dislocated foot, in the position in which it is kept by the 
dislocation, above the ankle, and holding firmly, draws it slightly down- 
wards. ‘The Surgeon standing near the patient, rests with the one hand 
upon the crest of the hip-bone, and with the other hand so seizes on the 
bandage, that it is directed under the fore and upper iliac spine, and 
crosses the axis of the thigh at a right angle. He then, with the requisite 
force, pulls outwards parallel to the direction of a line which may be 
supposed to be drawn a hand’s breadth behind the anterior upper iliac 
spine on the sound side, through the body to the tip of the same process 
on the ailing side. In this way the extensors and flexors are but slightly 
stretched, and the rotating muscles first participate in the flexion, when 
the head approaches the edge of the socket. By the ordinary flexion of 
these muscles the head may be lifted into the socket. 

In dislocation inwards and upwards, an assistant lays hold of the ailing 
foot above the instep, carries it upwards upon the outside of the sound 
foot, and keeps it in this position without drawing, whilst the pull, with 
the bandage, applied as in the former case, is made by the Surgeon in a 
line supposed to be drawn from the tip of the fore and upper iliac spine of 
the sound side towards the trochanter of the dislocated thigh outwards, and 
obliquely upwards. So soon as the toes hitherto pointing outwards, become 
pointed forwards, a slight pull at the ankle in the direction of the long 
axis of the thigh-bone, furthers its elevation into the socket, which is 
effected by the extended rotating muscles. 

In the dislocation backwards and downwards, the foot is grasped by 
an assistant above the ankle, and drawn over the sound limb across and 
downwards. ‘The bandage, applied as above described, is drawn gra- 
dually and strongly outwards and forwards, in the direction of a line 
parallel to one supposed to be drawn two hands’ breadth behind the fore 
and upper iliac spine of the sound'side through the body to that of the 
injured side. The drawing is to be continued, till the thigh itself turns 
outwards on its long axis, when the head of the bone is pulled into the 
socket, by the much stretched rotating muscles. 

In dislocation outwards and upwards, the thigh may either be drawn 
in its own axis forcibly downwards, and by the thigh-strap outwards and 
downwards, or an assistant must grasp the dislocated thigh in its axis 
inwards at the knee and ankle, and slowly lift it forwards, till it forms a 
right angle with the long axis of the body, and till the fore, still inner 
edge of the great trochanter, comes directly beneath the fore and upper 
iliac spine. If the thigh be yet. of itself so much twisted on its long 
axis that the hitherto inwards turned toes are twisted forwards, and even 
rather outwards, and by this self-twisting of the thigh, which cannot be 
prevented by fast holding, is the movement of the head of the bone over 
the socket declared. The assistant must now gradually let down the thigh 
till it lies close to the other, upon the bed, whereupon the reduction 
follows. 

1077. In order to properly fix the pelvis, the patient must (according 
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to KiuGe) (@) be laid on his back, upon a table covered with a mattress, 
and between the thighs, covered with a compress, a stout towel drawn, 
of which both ends must be held by an assistant standing at his head ; 
a second towel is to be carried round the pelvis, and both ends given to 
an assistant standing on the uninjured side of the patient ; a third towel 
is to be placed around the pelvis, between the spines of the hip-bone and 
the trochanter, carried round the table or bedstead, and tied so as to pre- 
vent the elevation of the pelvis. 'The thigh and leg are now bent by an 
assistant, to relax the flexors, and at the same time abducted, to relieve the 
stretching of the gluteal muscles, and the knee should be rotated inwards, 
by which the head of the bone, being set free, resumes its primary direc- 
tion, whilst the capsular ligament holds it fast above. ‘The head of the 
bone is guided from its primary direction usually by a slight twist or pull 
at the knee, or it is lifted up by the Surgeon, standing at the injured side, 
partly with his hands, partly with a cloth employed as a lever. 

According to Rust’s (6) plan the patient being fixed as recommended by Kiueg, a 
folded cloth is to be applied around the upper part of the thigh; the thigh drawn down, 
and at the same time raised by a strong assistant, who grasps it above the knee, which is 
to be bent, for the purpose of bringing the head nearer the under part of the socket; 
then it is to be drawn and abducted, upon which, by the action of the muscles, it springs 
into the socket with an audible noise, without the employment of any considerable ex- 
tension being requisite. 

CoLomBart (c) proposes a mode of reduction which he has always successfully employed 
without assistance and without pain to the patient. The patient stands upright upon 
the undislocated limb, his chest bent forwards and resting on a table or high couch, 
withs his hands grasping the opposite sides of the table or couch, to keep his body 
immovable during the operation. The Surgeon places himself behind the patient, on the 
inside of the dislocated limb, if the dislocation be forwards, but on the outside if it be 
backwards. He puts first one hand above the tarsus, to bend the leg upon the dislocated 
thigh ; the other hand, which lies behind the knee, is employed to make gradual pres- 
sure from above downwards, for the convenience of extending the muscles. With the 
first hand heimparts to the limb gentle motions from right to left, and from before to 
behind, in order to overcome the opposition of the muscles of the thigh, and to render 
the head movable, which then moves from the place in which it is, and enters the socket 
with a noise. 


1078. In the reduction of dislocations of the thigh with pulleys, the 
following mode is to be pursued. 

In the dislocation backwards and upwards, the patient should be placed 
upon a table, and a girth carried between the pubes and upper part of the 
thigh, outwards and upwards, and fastened to a hook behind the patient. 
Above the knee should be applied, around the thigh, a linen pad, and over 
it a leathern strap, from which other straps descend, and are connected 
with the pulley fastened before the patient. The knee is to be a little 
bent, but not at a right angle, and directed somewhat obliquely over the 
other limb. The drawing of the pulley is to be slowly continued, till 
everything is tight and the patient complains of pain; this degree of 
extension should be kept up to relax the muscles; then it is to be repeated 
till the patient complains, and in this manner continued till the head of . 
the bone comes down. When it comes to the edge of the socket, the 
same degree of extension must be kept up, and the knee and foot rotated 
outwards without violence. It is often necessary to carry the arm beneath 
the thigh, near to the joint, for the purpose of lifting the head of the bone 
over the socket. 

In the dislocation, inwards and downwards, the patient is to be put on 

(a) Stcu, G. R., Dissert de. luxatione femoris. (c) Ueber die Merotropie bei den Luxationen 


Berol., 1823, p. 26. . des Hiiftgelenkes; in Frorier’s Notizen, Sept. 1830. 
(b) RicuTER, above cited, p. 706. (d) AstLey Cooper, above cited, pl. viii. fig. 1. 
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his back, the pelvis fixed with a girth, as in the latter case, the dislocated 
limb grasped above the ankle and drawn over the uninjured one. . In 
general, however, it is necessary further to fix the pelvis by means of a - 
second strap, which passes around it and crosses the former. If the 
dislocation have existed several weeks, it is best to put the patient on the 
sound side, to fix the pelvis in the manner mentioned, to apply the girth 
attached to the pulley around the thigh, and to raise the thigh when 
the foot is drawn down ; the foot, however, is not to be brought too much 
forwards, because otherwise, the head of the thigh-bone overshoots the 
socket (a). 

In the dislocation backwards and downwards, the patient must be 
placed on his side, the straps for extension and counter-extension employed > 
as directed, and the extension carried on, the thigh at the same time being 
directed obliquely over the middle of the other. Whilst this is doing, an 
assistant grasps a cloth, applied round the upper part of the thigh, with one 
hand, and draws it up, whilst with the other he presses up on the pelvis (6). 

In the dislocation inwards and upwards, the patient is laid upon his 
side, the pelvis fixed, and extension made above the knee. The thigh is 
drawn in the backward direction, around its upper part a cloth applied, 
which an assistant draws, whilst with the other hand he thrusts back the 
pelvis, in order to lift the head of the bone over the edge of the socket (ce). 

The reduction of the dislocation inwards and upwards, is often rendered more easy 
and quick than in the other way, by PaLuerra’s method, in which the dislocated thigh 
is suddenly and violently bent towards the belly, when it has been abducted as much as 
possible (d). 

[In the dislocation downwards AstLEY Cooper used to say, in his Lectures, that it 
might be reduced by interposing the bedpost between the thighs close up to the pelvis, 
’ and then making extension. 

Morean and Cock, of Guy’s Hospital, have reduced several dislocations of the hip- 
joint by placing the foot between the thighs, so that it presses against the upper part of 
the dislocated bone, and thrusts it away from the pelvis, extension and rotation of the 
limb being at the same time made by assistants. The principle of the operation is 
precisely similar to that in reducing a dislocated shoulder by putting the heel in the 
arm-pit. This practice was first introduced about ten years since by Morcan (e), and 
by it he has replaced a dislocation upon the pubes, one on the oval hole, and one upon 
the back of the hip-bone, without difficulty, which he principally attributes to diverting 
the patient’s attention from the operator’s efforts by unexpectedly pricking or pinching. 
Cock has reduced one dislocation on the pubes, and two on the back of the hip-bone, by 
the foot between the thighs ; but he informs me that the greater number of the persons 
so treated were weak or elderly. Till making inquiry, I was unaware of so many cases 
having been thus managed. I do not know that the practice has been elsewhere adopted, 
but I shall certainly try it, at the first opportunity, as it saves all the trouble and incon- 
venience of pelvis-straps and pullies.—J. F. S.] 


1079. ‘The completion of the reduction of a dislocated thigh-bone is 
indicated by the audible noise, with which the head returns into the socket, 
by the natural length and direction of the limb, by the cessation of pain, 
and by the free motion of the thigh. The replaced thigh is frequently 
longer than the sound one, which depends on the swelling of the ligaments 
of the joint. In using the pulleys, the head of the bone often returns 
into the socket without any noise, and the reduction is only noticed when 
the extension is given over. If the extension have not been sufficient, it 
must be resumed as quickly as possible, before the muscles have time to 
contract afresh. In order to prevent the recurrence of dislocation, it is 


(a) Cooper, AstLry, pl. viii. fig. 2. thropique de Paris, 1818, p. 285.—Ammon, Par- 

(b) Ibid., pl. ix. fig. 3 (c) Ibid., fig. 4. -  yrallel, p. 170. f / 

(2) Bulletins des Sciences par la Société Philan- (e) Guy’s Hospital Reports, vol. i. p- 79; 
VOL. I. 3F 
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advisable to bind the thighs together above the knees, and to keep the 
patient at rest, and on his back in bed. He is to be treated generally and 
locally on the antiphlogistic plan, according to circumstances, and allowed 
to get up and walk, when the pain has entirely ceased, which usually 
happens towards the twenty-fifth or thirtieth day. 

1080. Congenital dislocation of the thigh, outwards and upwards, into 
the external iliac pit, (Zuxatio Femoris congenita,) mentioned formerly 
by Hirrocratess, and more perfectly described by PALLETTA (a), was 
first carefully described by DuruyTReEn (6), and I have, up to the present 
time, had opportunity,.in more cases, to convince myself of the correct- 
ness of his description. It is distinguished from all other dislocations, espe- 
cially from spontaneous dislocation, in that, 1, it ordinarily occurs in both 
hips; of the nine cases, however, which I have seen, in four the disloca- 
tion was only on one side (ce); 2, it is not preceded by any symptoms of 
coxalgy ; and 8, it is usually first noticed in the first attempts: the child 
makes to learn to walk, and if the attempt be continued, till the movements 
become wearisome. ‘The limb in this dislocation is shortened, the head 
of the thigh-bone is upwards and outwards, the great trochanter projects 5 
almost all the muscles of the upper part of the thigh are contracted to the 
iliac crest, where they produce, around the head of the bone, a sort of cone, 
the base of which is formed by the hip-bone, and its point directed towards 
the great trochanter; the tuberosity of the haunch-bone 1s freed from its 
muscles, and is almost completely uncovered; the limb is rotated inwards, 
the heel and the bend of the knee stand outwards, and the point of the 
toe and the knee inwards; the thighs are directed obliquely from above 
downwards, and from without inwards, and this obliquity becomes greater, 
the older is the patient and the broader the pelvis ; hence arises the dispo- 
sition of the thighs to cross each other below; the upper inner part of the 
thigh forms where it is connected with the pelvis, a sharp inward pro- 
jecting angle; the whole limb wastes, especially at the upper part. ‘The 
motions of the limb are very much restricted, especially abduction and 
rotation; the lower limbs are very backward in proportion to the per- 
fectly developed upper parts of the body, which is the more remarkable 
as the pelvis is very broad, and not interfered with in its development. 
The upper part of the body inclines very much backwards; on the other 
hand, the lumbar vertebre project much forward, the pelvis rests nearly hori- 
zontally upon the thigh-bones, and these persons touch the ground almost 
alone with the tips of their feet. When walking, they raise themselves on 
the tips of their feet, bend the upper part of the body very much towards 
that limb which still supports the weight of the body, raise the other foot 
from the ground, and bring, with difficulty, the latter from one side to the 
other. In this case, it is to be observed, that on the side supporting the 
weight of the body, the head of the thigh-bone rises up into the iliac pit, 
and the pelvis descends, whilst, on the other side, the displacement of the 
bone is lessened. In running and Jeaping, which for such persons is very 
laborious, these appearances diminish from the energy of the muscular 
contraction. When the person lies horizontally on his back, the diseased 
limbs may, by pulling and thrusting down, be lengthened and shortened, 


(a) Exercitationes Pathologice, p. 88. LONIERE, sur les Luxations originelles ou congeni- 
(b) In Repertoire générale d’Anatomie et de _ tales du Femur. Paris, 1828. “hed 
Physiologie Pathologique, vol. ii. trimestre 11. (c) On the Hip; noticed in Répertoire general 


p. 151. Frorrep’s Notizen, No. 340, p. 153, and _—_-@’Anatomie et de Physiologie Chirurgicales, 1827, 
Chirurg. Kupfertafeln, pl. clxxx. CarLuaupBit- _ trimestre 111. p. 2%. 


OF THE THIGH-BONE. 803 


and are hence distinguished from the changed position of the head of 
the bone. These experiments may be made without pain and with the 
greatest ease. 

1081. In the cases examined after death by DurvyTRren, all the muscles 
appeared pressed against the iliac crest, and drawn up; some of them were 
very much developed, others shrivelled, atrophic, and even converted into 
a yellowish fibrous tissue. The thigh-bones were naturally formed, and 
only sometimes the inner upper part of the head varying somewhat from 
its rounded form. The socket was either entirely deficient, or appearing 
only as a little irregular bony protuberance, without any trace of cartilage 
and ligament, and without any fibro-cartilaginous edge; and about and 
over it, the cellular tissue and the muscles attached to the trochanter. 
Only in one case was the sound ligament lengthened, flattened, and at 
some parts, as it were, worn out by pressure and friction. The head of 
the bone was found in a kind of newly formed socket on the external iljac 
pit, always very superficial, and having an undefined edge. PALLerTa 
found the under fore-part of the socket covered with ligament, and the 
upper hinder-part filled with a fat-like mass; the head of the bone round, 
inclosed in a tough capsule, connected with the fatty mass in the socket by 
the round ligament, which was so long that it permitted the head to move 
upwards and downwards, and aside. No hollow in the bone in which the 
head of the thigh-bone should rest, had been formed in a child who had 
died sixteen days after birth. Hence, it seemed, that the above-mentioned 
absence of socket, and so on, was not original, but only consequent, and that 
this dislocation was, perhaps, simply produced by the peculiar position of 
the fetus, or by violence during birth. The flattening, or almost com- 
plete disappearance of the socket, is explained by the long continuance of 
the dislocation, and must be so much more distinct in the congenital, as in 
the progressive development of the pelvic bones it so easily occurs. The 
opinion, that the congenital dislocation depends on an arrested develop- 
ment of the bony parts of the joint (BREscHET) is very improbable, rests 
only upon the relations of the socket, after the dislocation has been long 
existent, and remains refuted by Patuerra’s and CruvELHIER’S cases, 
till it can be determined by examination at the very earliest period after 
birth. 


Compare par. 998 and the writers there quoted. 


1082. Difficult as is the walking, and great as the lameness in this con- 
genital dislocation, especially when on both sides, yet however it may be, 
in time, considerably improved when the head of the bone is fixed in its 
new socket (1). Dupuyrren recommended rest and a sitting posture to 
effect the fixing of the head of the bone, and to permit the muscles, as 
little as possible, to act upon it ; for strengthening the parts in the neigh- 
bourhood of the joint, daily washing of the body for some minutes in cold 
water, or salt water, and the constant wearing a padded leather belt, put on 
between the iliac crest and the great trochanter, and kept in its place by 
thigh-straps. ; 

Recently, various attempts for the reduction of this dislocation, have 
been made by long-continued extension, and fixing the thigh with proper 
apparatus. (DuvaL, JALADE LAronp, HuMBERT, Pravaz (2), GuERin.) 
The possibility of a successful result is not, as already said in regard to 
the origin of this dislocation, to be considered as a thing ere ,and must 
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excite us to the early employment of the means of reduction; although 
the hitherto known cases do not irrevocably prove the actually resulting 
reduction, as the lengthening of the limb effected, and the diminished 
lameness, perhaps, depend on the displacement of the pelvis, or the position 
of the head of the thigh-bone in the ischiatic pit. 


(1) I have observed one case of dislocation on both sides, in which the walking was 
at first extremely difficult, but from the fifteenth year and onwards so improved, that 
now, when the patient is about twenty years old, there is scarcely any trace of peculiar 

ait to be noticed. 

(2) Pravaz (a) communicates a case of reduction of congenital dislocation of the 
thigh, in a girl eight years old, by gradual lengthening of the limb, and by violent ab- 
duction, assisted by a methodical pressure on the great trochanter. If the reduction 
be ensured by long-continued rest, various movements of the limb should be performed, 
the body still being at rest. He believes that even in the cases in which there is not 
any existing cotyloid cavity, a ‘dislocation of the head of the thigh-bone downwards 
causes slight halting. A second case happened in a boy of eight years, in whom the 
reduction was effected by gradual extension, kept up for several months, after which 
gymnastic exercises were used, which were proper for strengthening the joint and per- 
fecting its coaptation (6). Gusrin effected a cure in six cases. H. JOFFRE (c) refers 
to the two cases of Pravaz, denies the observations of Humpert (d), and thinks that 
in them no perfect reduction was found, but that merely the head of the bone was situated 
in the ischiatic pit. 

Herne, of Cannstadt, has given a very clever apparatus, which, with continued exten- 
sion, permits every other seemingly necessary movement and direction of the extremity. 
But notwithstanding all his care and perseverance, he could not, in this dislocation of 
the thigh, effect any result (e). 

GuérIn (f) makes a preparatory and continued extension, by which the shortened 
muscles are lengthened and are brought to stretch out; cutting through the muscles 
which do not lengthen; extension of the shortened ligaments, and where this is im- 
possible, cutting them through ; reduction and its preservation by apparatus. According 
to Pravaz (g) every congenital dislocation may be reduced, if it be possible to bring 
the thighs up to the shoulders, without bending the legs against the thighs (/). 


OF DISLOCATION OF THE KNEE-CAP. 
(Luxatio Patelle, Lat. ; Verrenkung der Knieschiebe, Germ. ; Luzxation dela Rotule, Fr.) 


Le Vacuer et Prcquet, Theses de variis patelle luxationibus. Paris, 1761. 4to. 


Boyer, above cited, vol. iv. p. 347. 

Cooprr, A., above cited, p. 178. 

Matcatene, Mémoire sur la détermination des diverses especes de Luxation de la 
Rotule. Paris, 1837. 

1083. Dislocation of the Knee-cap may happen in two different direc- 
tions, viz., outwards and inwards; the former kind of displacement is 
much more common than the latter. These dislocations may be complete 
or incomplete ; in the first the cap leaves the joint-surfaces of the thigh- | 
bone, and rests on one or other protuberance ; in the second it still partially 
touches the corresponding surface. Diagnosis of dislocation of the knee- 
cap is always easy; the limb is outstretched ; and if it be attempted to 
bend the leg, the pain is increased ; the knee has lost its natural form. In 


(a) Révue Medicale, April, 1835. 

(b) Annales d’Hygiéne publique ; in Frorrep’s 
Notizen, No. 122. 

(c) Journal des Connaissances Medico-Chirurgi- 
cales, May 1838, p. 180. : 

(d) P. Humperr and N. Jacquirr, Essai et 
Observations sur la maniére de réduire les Luxa- 
tions spontanées ou symptomatiques de lArticu- 
lation ileo-femorale; méthode applicable aux lux- 
ations congénitales et aux luxations anciennes 


par cause externe. Paris, 18353; with Atlas of 20 
plates. 

(e) Ueber spontane und congenitale Luxationen, 
so wie tiber einen neuen Schenkelhals-Birch- 
Apparat. Stuttgardt, 1842. 

f) Gazette Médicale de Paris, 1841. No. 7-10. 

(g) Bulletin de Academie Royale de Médecine, 
vol. vii. p. 3. : 

(h) A. Sanson; in Rév. de Spécialités, 1841, Feb. 
—Journal de Médecine de Lyon, 1841, Nov. p. 381. 
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dislocation owéwards the prominence of the inner condyle is felt through 
the skin, and upon the outer condyle, and if the dislocation be complete on 
its outside, a considerable swelling is produced by the knee-cap. In dis- 
location inwards, the outer condy leis felt and the prominence of the knee- 
cap on the inner condyle. This dislocation is nearly always incomplete. 

Cozr’s observation of a dislocation of the knee-cap, in which it was half twisted 
round itself, has been denied (a). 

Wo r (6) has noticed a complete twisting round of the knee-cap. 

1084. The causes of dislocation of the knee-cap are mostly, external 
violence acting on the bone in moderate bending, or complete straightening 
of the leg, and after driving it to one or other side. Also any circumstance 
by which the foot is turned outwards whilst the knee turns in, may produce 
this dislocation. If the ligaments of the knee-cap be very relaxed, or 
the condyles of the thigh little prominent, this dislocation may be pro- 
duced by slight causes. 

In general, dislocations of the knee are not dangerous; but when the 
violence producing them acts very severely upon the knee-joint serious 
symptoms may be caused by the contusion. 

1085. In reducing this dislocation, which cannot always be effected at 
the first attempt, the patient should be laid upon his back, the leg straight- 
ened as much as possible, and the thigh bent at the hip-joint, the knee-cap 
-is then to be pressed directly forwards, and when its great ridge is lifted 
over the edge of the condyle, it is drawn into place by the action of the 
muscles. The knee should be enveloped in cloths dipped in a dispersing 
wash ; and the patient kept quiet in bed till the pain and swelling have 
ceased. Should the knee-cap be disposed again to be dislocated, the knee 
must be supported by means of an elastic knee-bandage. | 

I have seen a congenital dislocation of the knee-cap on both sides, in an aged man. 
The knee-cap rested entirely on the outer side, so that the middle of the knee-joint was 
completely void. The knee-cap was so movable, that in the straight position of the 
leg it could easily be brought to its proper situation, but on the slightest movement 
was again displaced. Both knees were very much twisted inwards, the legs and feet 


very much outwards. The man’s gait was very difficult and unsteady. PaLLErra (c) 
has examined a case of congenital dislocation of the knee-cap. 


XII.—OF DISLOCATION OF THE KNEE-JOINT. 
(Luxatio Genu, Lat.; Verrenkung des Kniees, Germ. ; Luaation de Genou, Fr.) 


VON SIEBOLD’s Chiron., vol. i. p. 33. 
Boyer, above cited, vol. iv. p. 365. 
Cooper, A., above cited, p. 184. 


1086. Dislocations of the knee are rare, on account of the great strength 
of the joint. ‘The shin-bone may, however, be displaced forwards, back- 
wards, and to one side or other from the joint-surfaces of the thigh-bone. 
These displacements are mostly incomplete. The ligaments and tendons 
which strengthen the knee are always in these dislocations, either much 
torn or much stretched ; even the vessels and nerves may be torn, or the 
joint-ends of the bones thrust out through the skin. These dislocations 
cannot be mistaken, on account of the projections which the shin-bone and 
condyles of the thigh form in opposite directions. 


(a) Mem. de la Société d’Emulation. Paris, (b) Rust’s Magazin, vol. xxvii. p. 476." 
1826, vol. xviii. (c) Exercitationes Pathologice, p. 91. 
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1087. The reduction of these dislocations is not usually accompanied 
with difficulty. Sufficient extension of the leg is made, and then the 
displaced joint-end of the shin-bone is pressed into its place, one hand 
grasping it, whilst the other has hold of the lower end of the thigh-bone. 
After the reduction, inflammation must be prevented or got rid of, and the 
union of the ligaments effected, by strict antiphlogistic treatment, and by 
keeping the limb quiet, fastening it up in a pair of splints. When all 
swelling and pain have subsided the limb may be cautiously moved. If 
the joint remain weak, volatile rubbings must be employed, and a knee- 
band used for some time to give support. If the inflammation be severe, 
anchylosis, suppuration, gangrene, and so on, may take place, and the 
treatment must be guided according to the rules laid down for wounds of 
joints. If the joint-ends of the bones be thrust through the skin, there 
may be such destruction, that immediate amputation is requisite. Single 
cases in which the preservation of the limb is possible cannot refute these 
principles. 

If the ligaments connecting the semi-lunar cartilages with the shin-bone be relaxed, 
they may by external violence, by pushing with the toes of the outward-turned foot and 
so on, remove the semi-lunar cartilages from their position. At the same time severe 
pain, swelling, incapability of stretching out the foot, without much alteration of form 
in the knee come on. The natural position of the cartilages i is most certainly restored, 
when the leg is bent back as much as possible, by which the pressure of the thigh-bone on 
the semi-lunar cartilages is removed, and they return to their place, when the leg is 
extended. The weakness of the joints is to be removed, by volatile rubbings and the 
like, and the recurrence of this accident prevented, by a properly applied knee-band 
(AstLEY CooPER. ) 

WutTzER (a) observed a congenital bending forwards of both legs, depending on dis- 
location at the knee-joint. K1Eepere (b) describes a congenital dislocation of the left 
knee forwards, where, with the thigh extended, the leg was bent forward at the knee, 
and lay obliquely upwards in such way, that the points of the toes touched the right 
side of the belly; the legs could be easily returned to their natural position; they, how- 
ever, immediately resumed their previous position, whilst the child himself had not any 
voluntary influence over their movements. Bending the leg back against the thigh to 
an obtuse angle, and fixing it in this position, by a thin cloth passed round the middle of 
the thigh and leg, in a short time restored the natural position and mobility of the leg. 


XIII.—OF DISLOCATION OF THE SPLINT-BONE. 
(Luxatio Fibule, Lat.; Verrenkung des Wadenbeines, Germ.; Luxation du Péroné, Fr.) 
Boyer, above cited, vol. iv. p. 375. 


1088. The splint-bone may be dislocated at its upper or lower end, 
forwards or backwards. 'This can always be readily distinguished, as the 
head of the bone can be felt if there be not any considerable swelling. 

In order to reduce this dislocation, it is only necessary to press the dis- 
located head into its place, and to fix it there with compresses and bandages. 
The dislocation of the upper end may be accompanied with fracture of 
the shin-bone, in which with the reduction of the fracture follows also- 
that of the dislocation. Not unfrequently, owing to relaxation of the 
ligaments, dislocation of the upper end of the splint-bone takes place ; 
its reduction in this case is easy, but just as speedily does the displacement 
recur. ‘The bone is to be kept in place by rest, and by fixing it with 
bandages ; the weakness of the joint should be sought to be removed by 
friction, blistering, and the like. 


(a) Mtuuer’s Archiv. fiir Anatomie und Physiologie, ehh pt. iv. p. 385. 
(6) Hamburger Zeitschrift, vol. vi. pt. i 
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XIV.—OF DISLOCATION OF THE ANKLE-JOINT. 
(Luxatio Tali, Lat.; Verrenkung des Fussgelenkes, Germ. ; Luzxation du Pied, Fr.) 


Desavtt, above cited, vol. i. p. 423. 
Boyer, above cited, vol. iv. p. 375. 
Cooper, ASTLEY, above cited, p. 238. 


DurvyTREN ; in Annuaire Medico-Chirurgical des H6pitaux et Hospices de Paris. 
Paris, 1819. 4to.; with copper-plates. 


1089. Dislocations of the foot are frequent, and may occur inwards 
and outwards, forwards and backwards ; the dislocation inwards is the 
most common; those forwards and backwards are much rarer than those 
on either side. They are generally complete or incomplete, simple or com- 

ound. 

1090. In the dislocation inwards, produced by violent turning of the 
foot outwards, the joint surface of the astragalus is placed beneath the 
inner ankle, and the lower end of the shin-bone so thrust inwards, that 
the skin is ready to burst by its pressure; the inner edge of the foot is 
inclined downwards, the outer upwards, the sole of the foot outwards and 
its back inwards. ‘This dislocation may be accompanied with considerable 
tearing of the ligaments, with fracture of the outer ankle or of the middle 
of the splint-bone, or of the lower end of the shin-bone, the soft parts 
may be torn, the joint surface of the astragalus or of the shin-bone be 
thrust through the skin, or there may be at the same time dislocation of 
the astragalus from its connexion with heel- and navicular bones. In 
the latter case, the integuments are often uninjured, and the ligaments 
between the astragalus, heel-, and navicular bone suffer only considerable 
extension ; often, however, are all these ligaments and integuments so 
torn, that the astragalus is merely attached at some parts. 

The dislocation outwards, is consequent on violent inclination of the 
foot inwards; the astragalus is thrust beneath the outer ankle, the inner 
edge of the foot is turned upwards, the outer inwards, the sole inwards, 
the back outwards. This dislocation may be connected with fracture of 
the lower end of the splint-boneand of the inner ankle. Usually is there 
also in lateral dislocation, a more or less decided inclination of the foot 
forwards or backwards. 

1091. The symptoms mentioned of lateral dislocation are so distinct 
that it cannot be mistaken even when considerable swelling has taken 
place. But this swelling may render difficult the diagnosis of the different 
complications. 

1092. In dislocation of the foot forwards, which arises from violent 
extension of the foot, and is rarer than that backwards, the joint-surfaces 
of the astragalus are in front of the shin-bone, the foot fixedly bent, the 
heel shortened, and the AcuILuEs’ tendon nearer the back of the leg. 

In dislocation backwards, which may be consequent on a fall, with the 
sole of the foot on an oblique surface, the foot is outstretched and short- 
ened, the heel more prominent, the AcHILLEs’ tendon projects from the 
back of the leg, the joint-surface of the astragalus is felt on the back of 
the shin-bone, the under end of which forms a hard projection on the 
middle of the instep and rests on the navicular bone and only on a small 
portion of the articular surface of the astragalus in front. This disloca- 


‘ 
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tion is always accompanied with ‘fracture of the splint-bone of the inner 
ankle, or the latter is torn off. | 

This dislocation may be incomplete, so that the ‘shin-bone rests half 
upon the navicular, whilst the other half remains on the astragalus. 
The foot then seems but little shorter, the heel projects a little, the toes 
are pointed downwards, so that the patient cannot put the whole sole of 
the foot on the ground, the heel is drawn up, and the foot toa great | 
extent immovable; the splint-bone is broken. 

1098. Dislocations of the foot are always important, because they pre- 
suppose great violence ; and severe inflammation, and dangerous symptoms 
ensue from the tearing of the ligaments and from the dragging of the 
tendons and soft parts. Even inslighter degrees, stiffness of the joint is to 
be feared. There often remains so great weakness of the ligaments of 
the joint that the dislocation is reproduced by the slightest effort, if the 
Joint be not strengthened by some mechanical apparatus. The disloca- 
tions forwards and backwards, are generally less dangerous, than the lateral 
dislocations and rarely accompanied with evil complications. Even if the 
dislocation be not reduced, the foot is not completely unfit for use; but 
very considerable deformity remains. Lateral dislocations are not always 
equally dangerous; they often are soon cured without any weakness or 
interference in the motions of the joint remaining. Dislocation outwards 
is mostly accompanied with more injury than that inwards. Simultaneous 
fracture of bones or tearing of soft parts render the case so much more 
dangerous; though experience shows that, in most cases, the limb may 
be preserved. 

1094. ‘The reduction of dislocation of recent occurrence, is usually not 
very difficult. The patient lies down, one assistant grasps with both hands 
the lower part of the shin-bone, and another, or in dislocation aside the 
Surgeon himself takes hold of the foot. The former makes counter-ex- 
tension in the direction of the shin-bone, the other extension, (in which 
the leg is bent at right angle on the thigh,) first in the direction which 
the foot had, and when the ligaments and tendons are sufficiently stretched, 
he brings the foot into its proper place. In dislocations backwards, the 
Surgeon with one hand presses the heel forwards, and with the other the 
shin-bone backwards, and the contrary in dislocation forwards. Com- 
plete reduction is indicated by the natural direction and form of the 
foot and its capability of motion. The ankle-joint should then be 
enveloped in linen, dipped in dispersing fluid, and fastened with a cir- 
cular bandage applied in a figure of QO form. Chaff bags are to be applied 
on each side of the leg and splints upon them which extend over the ankle- 
joint as in fracture of the leg. The leg must always be bent at the knee- 
joint, and laid on a cushion, to relax the muscles. Antiphlogistic treat- 
ment must be employed proportionate to the constitution, the dress- 
ings moistened with dispersing fluid, and replaced every five or six days. 
When the pain and swelling have subsided, careful motion must be 
usec, but only after a month, may the patient be allowed to walk gently 
about. 


If dislocation of the foot inwards, be accompanied with fracture of the splint-bone, 
its re-dislocation is most effectually prevented by the apparatus used for fractured 
splint-bone, which may be also applied in dislocation outwards, the splint with the | 
chaff bag being put on the outside of the leg. In dislocation of the foot backwards, - 
re-displacement may be prevented by placing a splint and cushion beneath it, (so that 
both project beyond the heel,) and a small cushion on the lower part of the shin-bone, 
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which is here, as well as at the knee, to be fastened with a bandage (a). In disloca- 
tion aside, many persons recommend, that the limb should be laid on its outside, with 
the leg bent, and the foot enveloped in the many-headed bandage. 

[Sometimes in dislocation of the ankle-joint inwards, the internal lateral ligament is 
torn through without the malleolar process being broken off. This-is a rare accident, 
and very difficult to keep in place if there be any disposition to spasm, of which there 
is an example in a case of Henry Hare's (b). ‘The splints were consequently applied 
more tightly, and perhaps from that cause irritation set up, which terminated in abscess, 
which was twice opened. The soft parts about the ankle-joint became sloughy, and the 
patient's violent efforts, whilst delirious, thrust the bone through the mortified skin, and 
it could no longer be at all kept in place. Amputation was performed, but the case 
terminated fatally. ] 

1095. If in dislocation of the foot, the joint-end of the shin-bone be 
driven through the integuments, so soon as it has been properly cleansed, 
its replacement must be attempted, the wound carefully closed, and the 
treatment conducted after the general rules. If the narrowness of the 
wound prevent the reduction, it must be sufficiently enlarged; and if it 
cannot be then effected, the projecting bone must be sawn off, whereby, 
alone, the natural position of the foot can be restored, and dangerous symp- 
toms prevented. Amputation is only inevitably necessary, in old weakly 
persons, in very extensive tearings and crushings of the bones, on the 
occurrence of mortification and wasting suppuration. If in dislocation out- 
wards, the shin-bone be broken obliquely, near its joint surface, it cannot 
be kept in place after reduction, and amputation may be indicated. It 
may also be necessary in cases of continuing very troublesome deformity. 

[In compound dislocation of the ankle-joint, with protrusion of the shin-bone through 
the wound, most English Surgeons saw off the joint end, not merely to render reduction 
more easy, but also, according to AsTLEY Cooprr’s opinion, to lessen the suppurative 
process, by diminishing the synovial surface. This mode of practice is certainly not 
commonly followed in reference to other joints, and the younger CLINE was always 


opposed to it being resorted to in dislocated ankle. It must however be admitted, that 
Cooper’s reasoning as well as practice favours the proceeding.—J. F. S.] 


XV.—OF DISLOCATIONS OF THE INSTEP-BONES. 
(Luzxatio Tarsi, Lat.; Verrenkung des Fusswurzelknochen, Germ.) 


1096. The connexions of the bones of the instep are so firm, partly from 
the strength of their ligaments, and partly from the broad surfaces by which 
they touch, and their motions are so confined, that their dislocation is 
extremely rare, and only possible from very great violence, therefore, also 
commonly accompanied with tearing of the soft parts. 

1097. Dislocation of the Astragalus may, notwithstanding its situation 
in the hollow formed by the shin- and splint-bones, and its firm fastening 
to the heel- and navicular bones, occur in four different directions, in 
which it may be thrown forwards, inwards, or outwards, from its con- 
nexion with the navicular, or it may be so twisted on its axis, that its under 
joint surface is turned upwards. ‘The dislocations forwards and inwards 
are more common than that outwards (1). These dislocations may be 
connected with fracture of the shin- or splint-bone, with dislocation of 
the foot, with tearing of the soft parts and protrusion of the head of the 
astragalus. The cause is violence, which displaces the foot and leg at its 
ereatest degree of extension, as in a fall from a height, when the sole of 
the foot lights on an oblique surface, and the body falls backwards; or a 


(a) DuruytreEN, above cited.—Chirurgische Kupfertaf. Weimar, 1820, pt. ii. pl. vi. fig. 5. 
. (b) Medical Gazette, vol. iv. p. 61. 1829. 
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fall of the body backwards, whilst the fore part of the foot is fixed, so 
that the shin-bone is brought into a nearly straight direction with the 
foot. In this position, the lower end of the shin-bone presses on the 
back of the astragalus, drives it forwards, and tears the astragalo-tibial 
ligament, and lets go the head of the astragalus from the hollow of the 
navicular bone. It is therefore intelligible, why dislocation does not occur 
when the shin-bone breaks, and this dislocation takes place, especially in 
powerful, healthy persons, whose bones are strong. In dislocation inwards, 
indeed, there is always fracture of the lower end of the splint-bone. Most 
probably the head of the astragalus is always primarily dislocated forwards 
from the navicular bone, and driven according to the direction of the 
operating force, inwards or outwards. In twisting round of the astra- 
galus on its axis, it must be driven from behind, forwards, and from below, 
upwards, with a very great thrust of the shin-bone upon the foot and leg, 
whilst extended to the utmost, with which the skin yielding, indeed, though 
resisting, and the inter-osseous ligament must be torn through. 


(1) When Rocnerra supposes that dislocation of the astragalus inwards, if not impos- 
sible, yet is in the highest degree difficult, because the cleft between the navicular bone 
and astragalus is filled by exceedingly strong ligaments, the capsule between the two 
bones in front too weak and extensible, and because the violence causing the disloca- 
tion must operate from before backwards; this can only follow on the primary dislo- 
cation of the head of the ustragalus, as the cases, known to the present time, show 
greater frequency of the dislocation inwards, than of that outwards. In his experiments, 
Rognetta has never been able to produce any other dislocation of the astragalus than 
that forwards. 

[The dislocation outwards is very rare; besides James’s, of Croydon, case (a), and 
two other under Gururie’s care (b), I know of none save one now,under my friend 
STANLEy’s care in St. Bartholomew’s Hospital, and which had occurred in consequence 
of the young man slipping off the fourth round of a ladder, the appearances of which 
corresponded very closely to the description given by AstLEY Cooper, but there is not 
any fracture of the splint-bone. Violent attempts had been made for its reduction before 
his admission into the hospital some days after the accident, but, as in the other three 
cases, without success. Reduction was also attempted two or three days after his admis- 
sion into St. Bartholomew’s, but they also were quite unavailing, and the displacement 
still remains. 

Of these cases, Jamus’s was the only one in which there was fracture of any bone, and 
in that the inner malleolus was broken obliquely.—J. F. S.] 


1098. In dislocation of the astragalus forwards, the projection of the 
head of that bone upon the navicular, is felt on the instep, the toes are 
depressed and turned somewhat outwards. In the dislocation inwards, the 
projection is more to the inner side, and the toes turned more outwards (1) ; 
and in dislocation outwards, the prominence of the head of the astragalus 
upon the cuboid bone, and the foot is so turned inwards, that the outer edge 
is directed downwards, and its inner, upwards. With much swelling the 
diagnosis is difficult, and even impossible (Boyrr.) If the soft parts be 
at the same time torn, the head of the astragalus either protrudes or may, 
with the finger, be felt bared. In dislocation of the astragalus, with twisting 
on its axis, it may be so locked in between the shin-bone and heel-bone, 
that the limb appears longer. If, however, this be not always the case, 
this sign is extremely important, in order to suspect such dislocation, and 
always to avoid, in such cases, useless and prejudicial attempts of extension 
and counter-extension (RoGNETTA.) 

(1) The younger Cuinn’s case of simple dislocation ; and GreEn’s case of compound 
dislocation inwards (c). 


(a) Cooper, above cited, p. 359, 
(6) Hancocx’s Paper; in Med. Times, vol. ii. 1844, p. 71. (c) A. Cooper, p. 364. 
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1099. Every complete, although simple dislocation of the astragalus, is 
of great consequence, as its reduction is often very difficult, frequently 
quite impossible, and, in that case, a great degree of lameness remains; or 
by the stretching of the integuments a slough is formed, which only rarely 
remains superficial, without opening the joint, (DupuyTren,) but mostly 
after its separation lays bare the joint, in consequence of which, severe 
inflammation, extensive suppuration, slough, and dangerous symptoms, 
are produced, and. even amputation may be rendered necessary (BoyeERr.) 
Only when the dislocation of the head of the astragalus is not complete, 
can the function of the foot be gradually to some extent be restored, if re- 
duction has not been effected (DupuyTREN, BoyER.) In compound dislo- 
cation the danger is still greater, and depends on the kind of complication. 

The impossibility of reducing dislocation of the astragalus, even by treatment 
accompanied with the greatest care and force, as observed by BoyvEr, AstLEY Cooper, 
DourvuyTren, myself, and others depends on the firm locking of the neck of the astra- 
galus between the other bones. In the dislocation inwards, the neck of the astragalus 
is so locked in between the inner edge of the navicular and heel-bone, that it is com- 
pletely immovable, or when the hinder under edge of the upper-joint surface of the 
astragalus lies under the front edge of the shin-bone, as DuptuyTREN once observed. 
In dislocation outwards, the head of the astragalus may be found beneath and a little 
before the outer ankle, and its neck pressed on the edge of the hind-joint-surface of 
the heel-bone, or the head of the astragalus rests upon the cuboid and outer cuneiform 
bones; the outer edge of the upper-joint surface of the astragalus is placed between 
the first hinder-joint-surface of the heel-bone, and the shin-bone; on which account it 
is impossible to free the astragalus by the ordinary methods of reduction. 

[The simple dislocation outwards, from the cases already mentioned, may be presumed 
to be irreducible.—J. F.S.] 

1100. The reduction of dislocated astragalus, in which it must not be 
forgotten to diminish the contraction of the muscles, in powerful sub- 
jects, by blood-letting, nausea, and so on, always require bending the leg 
at the knee-joint. ‘Iwo assistants fix the thigh, or a folded cloth is for 
this purpose carried round beneath the knee, and fastened to a hook 
behind the patient. Other two assistants fix the leg above the ankle. A 
folded cloth is to be applied round the heel, carried over the instep, and 
crossed, without covering the projecting bone, and its ends given to 
assistants to make extension. ‘The extension must be made gradually 
and strongly, in the direction which the foot has; the Surgeon places the 
fingers of both his hands upon the sole of the foot, and the thumbs upon 
the projection of the astragalus, which he presses back. ‘This pressure 
may be practised with the flat of the hand, or whilst with the one hand 
he grasps the leg, and with the other the toes, he places his knee against 
the projecting astragalus, and thrusts it back (Prerrunti.) If the 
reduction be effected, the leg is to be placed half-bent, upon a chaff bag, 
and retained by the apparatus used for fractured splint-bone, (par. 703,). 
in a position contrary to the direction of the dislocation. ‘The inflam- 
matory symptoms are to be prevented, or got rid of, by strict rest, cold 
applications, and so on. 

1101. If the reduction be not possible, the attempts to effect it are not 
to be carried too far, because thereby undoubtedly, severe inflammation 
and danger of gangrene will be produced; but the astragalus must be 
laid bare by a semilunar incision, of which the convexity is directed 
upwards, the firmly attached parts of the ligaments divided with the knife 
or scissors, and the reduction then attempted; after which the wound is 
to be closed with sticking plaster. If the replacement be impossible, it 
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is best to remove the astragalus entirely, seizing it with the fingers, or with 
the forceps, and separating its connexions with a bistoury or curved scis- 
sors, in which we must keep on the outside specially for the division of 
_ the interosseous ligaments. The wound is to be brought together with 
sticking plaster, or lightly covered with lint, and the foot and leg kept 
in a proper position by SaurEr’s or ErckHErmer’s apparatus. The 
joint-surfaces of the shin-bone are to be brought in contact with the heel- 
bone. The cure follows, although with shortening, yet with proper use- 
fulness of the foot, so that the patient can gradually walk without diffi- 
culty, as I myself noticed in one case. If, after fruitless attempts at 
reduction, gangrenous inflammation, suppuration, and the like ensue, the 
removal of the astragalus is the only remedy, by which these dangerous 
unexpected symptoms may be easily got rid of, as thereby both the experi- 
ence of others, as well as my own, prove the seemingly necessary ampu- 
tation may be avoided. 

1102. If the astragalus be twisted on its axis, and at the same time 
dislocated from its connexion with the shin-bone, the heel-bone, and navi- 
cular-bone, every attempt at reduction is actually useless, and the removal 
of the astragalus is the only way to preserve the foot. 


Although many observations have been published in which extirpation of the astra- 
galus has been performed with the most perfect success, when the skin had been de- 
stroyed by gangrene, or the dislocated bone had been loosened by suppuration, the early 
extirpation of the bone seems most proper, because thereby manifestly dangerous symp- 
toms can be prevented. It is scarcely necessary to remember that in this extirpation 
the injury of the tendons, nerves, and vessels should be most carefully avoided, and 
every bleeding vessel tied at once. 


Upon dislocations of the astragalus compare— 

DEsAvLtT, above cited, vol. i. p. 435. 

Boyer, above cited, vol. iv. p. 388. 

AsTLey Cooper, p. 376. 

Rocenetra, in Archives générales de Médecine, 1833, Dec., p- 485. 


1103. The heel-bone may, as a consequence of a fall on the heel, or 
other violence, be dislocated outwards from its connexion with the astra- 
galus and cuboid bone. The great deformity of the heel is the ground 
of this diagnosis. 'The bone must be pressed back into its place, and 
there retained by proper apparatus. 


As the consequence of an old dislocation of the heel-bone which had been produced 
in early life by violent dragging off a boot, I have observed degeneration like elephan- 
tiasis and enlargement of the leg which rendered amputation necessary (@). 


[The two cases of dislocation outwards of this bone, mentioned by AstLrey Cooper, 
were from my notes. In the simple dislocation, (MaRTIN’ BENTLEY, ) the tuberosity of 
the heel-bone had nearly disappeared, but the outside of the bone projected on the outer 
side of the foot much beyond the outer malleolus, immediately beneath which however 
was a remarkable depression. On the inside there was a remarkable and unnatural 
projection, caused by the head and inside of the astragalus directly below the inner 
malleolus; the whole foot was displaced outwards and the toes turned out. These 
appearances must have resulted from the astragalus having been dislocated inwards, 
from both heel and navicular bone, so that its under joint-surfaces rested on the inner 
edge of the heel-bone. The dislocation was easily reduced, having bent the thigh and 
knee on the body and fixed the leg, by laying hold of the metatarsus and of the 
tuberosity of the heel-bone, and drawing the foot gently and directly from the leg, 
during which extension Cine put his knee against the outside of the joint, and the foot 
being pressed against it, the heel and navicular bones readily slipped into their place 
and the deformity disappeared. In the compound dislocation, (THomas GILLMoRE,) a 


(«) Heidelb. klinische Annalen, vol. ii. p. 304. 
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wound extended from opposite the middle of the base of the shin-bone, round the upper 
part of the instep to the outer malleolar process, exposing the head of the astragalus 
in front, and its outer under-joint-surface for the heel-bone on the outside ; the latter and 
the navicular bone, together with the whole foot, were carried in, so that the toes 
pointed much inwards towards the opposite foot, whilst the tuberosity of the heel-bone 
projected outwards. It was reduced by extending the foot and rotating it outwards. 

In Hancocx’s case (a) which seems to have been a simple dislocation of the heel and 
navicular bones outwards, but which was not reduced for a week, the skin which had 
previously vesicated, sloughed, and as the slough cleared off, the internal calcaneo- 
scaphoid ligament sloughed also, and the head of the astragalus, which had previously 
kept its place, twisted round on the heel-bone, till a large portion of its head protruded 
through the wound, and having lost its articular cartilage and become dead, about three 
quarters of an inch of it were sawn off, and then the wound healed,—J. F. 8.] 

1104. The navicular and cuboid bones, though remaining connected 
with the cuneiform, may be dislocated from the astragalus and heel-bone, 
which can only be effected by great violence, as the fall of a heavy weight 
upon the foot. The astragalus and heel-bone remain in their natural 
place, but the fore part of the foot is always twisted inwards, as in club- 
foot. Fixing the leg and heel, and extension of the foot outwards, effect 
reduction. 

[A case is mentioned (5) of a bricklayer’s boy, aged fourteen years, who fell down a 
height of forty feet, and apparently struck the extremity of the foot. The ligaments on 
the dorsal surface of the foot appear to have started, and the scaphoid and cuboid bones 
projected a little upwards out of their places. ‘The foot was much swelled, was about half 
an a shorter than the other, and had a clubbed appearance. Nothing was done in this 
case. 

1105. Dislocation of the cuboid bone may, as a consequence of great 
violence, occur wpwards, according to PIEDAGNEL, also znmwards and 
downwards. 'The irregularity and prominence at the situation of the 
dislocated bone, its form, and the altered direction of the fore part of the 
foot, give cause for diagnosis, and distinguish it from a dislocation of the 
head of the astragalus upon the navicular bone; as here especially the 
smoothness and convexity of the head of the astragalus and the three 
joint-surfaces of the navicular bone lead to it. The leg and heel should 
be fixed, the extension of the foot made in the outward direction, and 
the bone pressed into place with both thumbs, after which the foot is 
to be laid on its side, and protected with a proper apparatus. If the 
reduction cannot be effected, destructive suppuration and caries ensue, 
and the extirpation of the bones is necessary (PIEDAGNEL) (c). 

1106. The great cuneiform bone may be dislocated by tearing of the 
ligaments which connect it with the middle cuneiform, the navicular, 
and the metatarsal bone of the great toe; it is then projected considerably 
inwards and somewhat upwards, by the action of the m. tebialis anticus, 
and does not correspond with the straight line of the metatarsal bone of 
the great toe. It must be attempted by pressure to return the bone to its 
natural place, where it is to be kept by compresses, and a bandage applied 
round the foot and moistened with a dispersing lotion. When the inflam- 
mation has subsided, a leathern strap should be bound around the foot, till 
the ligaments have united. 
=! Asriey Cooper (d) describes two cases of this dislocation, in both of which the 
bones were not replaced ; there remained, however, only little detriment. 


1107. Dislocation of all the metatarsal bones from their connexion 


(a) On Dislocation of the Astragalus with the (b) Lancet, vol. i. 1839-40, p. 133. 
lower ends of the Tibia and Fibula; in Lancet, (c) Prepa@neL ; in Jour. Univers. et Hebdom., 
vol. ii. p. 35. 1844. vol. ii. No. 19. 


(d) Above cited, p. 383. 
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with the first row of the instep-bones, in consequence of a fall backwards 
or forwards, whilst the fore part of the foot was fixed, has been observed 
by Durvytren (a). The foot is shortened from four to eight lines by 
the pushing of the bones upon one another; the arching of the top of the 
foot is destroyed, the hinder end of the first metatarsal bone forms a 
projection of half an inch across, behind which is a deep hollow; the 
concavity of the sole is completely destroyed ; the extensor tendons are to 
be felt distinctly, and the toes are raised by their stretching ; the move- 
ments of the foot are impossible. 

feduction is effected by fixing the leg when bent, by pulling at the front 
of the foot with a slip knot, and by pressure on the displaced bones. 
The foot is then to be laid on one side, and when inflammation has ceased, 
it should be kept steady in a proper apparatus. 

[A case of dislocation of the outer two metatarsal bones from the cuboid was admitted 
in 1835 at St. Thomas’s, under my friend Green’s care. The patient had received a 
violent blow by the falling of a heavy chest upon the inside of the foot. Upon the top 
of the foot there was a large swelling before and below the outer ankle, and behind it 
a cavity in which two fingers could be easily buried, in consequence of the bases of the 
metatarsal bones having been thrown upwards and backwards upon the top of the cuboid. 
At the base of the metatarsal bone of the great toe, where the blow had been received, 
was a swelling as large as a walnut, dependent, however, only upon effusion without 
displacement or fracture. The dislocated bones were reduced by continued extension 
with rab difficulty, and as they recovered their place a distinct crackling was heard.— 
Dee Ds 

1108. Dislocation of the Toes rarely occurs, and to it applies all that 
has been formerly said in reference to dislocated fingers. Dislocation of 
the great toe from the corresponding metatarsal bone occurs most fre- 
quently in consequence of a fall or hanging in the stirrup. It is either 
incomplete with a painful projection of the lower end of the metatarsal 
bone, or complete with tearing of the capsule of the joint, of the tendons, 
of the skin and accompanied with projection of the end of the bone, 
Its reduction is performed by fixing the foot and extending the toe 
with a slip knot. If there be also a wound, it must be properly closed 
with sticking plaster, and inflammation prevented especially by perfect 
rest, cold applications and suitable treatment. If reduction cannot be 
effected, the projecting end must be sawn off, and the bone kept in its proper 
place by a suitable apparatus. Only in splintering of the bone and great 
destruction of the soft parts is amputation or disarticulation of the corre- 
sponding metatarsal bone necessary. If an incomplete dislocation remain 
unreduced, great difficulty in walking, continued pain and inflammation of 
the skin, which it excites, may indicate the laying bare of the projecting end 

of the bone by a longitudinal cut, and its removal, in which the tendon is 
to be pushed aside. 

ASTLEY Cooper (6) observed an old simultaneous dislocation of the four lesser toes 
from their connexion with the corresponding metatarsal bones, by which the functions 
of the foot were in a great degree destroyed. ¥ 


(a) Révue Médicale, Dec. 1822.—Heidelberg. klinische Annalen, vol. iv. pt. iv. 
(6) Above cited p. 385. 
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